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Humana Insurance Company offers Plans A, F, and G
Benefit Chart of Medicare Supplement Plans Sold on or After June 1, 2010

This chart shows 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.

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 insureds to pay a portion of Part B coinsurance or copayments.
» Blood: First three pints of blood each year.

* Hospice: Part A coinsurance

A

C

D

F[F*

G

K

L

M

Basic, Basic, Basic, Basic, Basic, Basic, Hospitaliza- | Hospitaliza- | Basic, Basic,
including including including including including including tionand tionand including including
100% PartB |100% PartB |100% PartB [100% PartB [100% PartB |100% PartB |preventive |preventive 100% PartB |100% Part B
coinsurance |coinsurance |coinsurance |coinsurance |coinsurance* |coinsurance |care paid care paid coinsurance | coinsurance,
at 100%; at 100%; except
other basic | other basic up to $20
benefits paid | benefits paid copayment
at 50% at 75% for office visit,
and up to
$50 for ER
Skilled Skilled Skilled Skilled 50% Skilled | 75% Skilled | Skilled Skilled
Nursing Nursing Nursing Nursing Nursing Nursing Nursing Nursing
Facility Facility Facility Facility Facility Facility Facility Facility
Coinsurance |Coinsurance |Coinsurance |Coinsurance [Coinsurance [Coinsurance | Coinsurance |Coinsurance
Part A Part A Part A Part A Part A 50% PartA | 75% PartA | 50% PartA | PartA
Deductible | Deductible [Deductible |Deductible |Deductible |Deductible |Deductible Deductible | Deductible
Part B PartB
Deductible Deductible
Part B Excess | Part B Excess
(100%) (100%)
Foreign Foreign Foreign Foreign Foreign Foreign
Trave Trave Trave Trave Trave Trave
Emergency |Emergency |Emergency |Emergency Emergency |Emergency
*Plan F also has an option called a high deductible plan F. This high deductible plan Out-of-  ~ |Out-of-
Boys the same benefits as Plan F after one has paid a calendar year $2,300 deductible. pocket.llm!t pocket.llm!t
enefits from high deductible plan F will not begin until out-of-pocket expenses exceed 55:5600: paid 52,7800, paid
$2,300. Out-of-pocket expenses for this deductible are expenses that would ordinaril at 100% at 100%
be paid by the policy. These expenses include the Medicare deductibles for Part A an ?ggecrhlgg't ?ggecrhlgg't

Part B, but do not include the plan's separate foreign travel emergency deductible.
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Humana Connect Medicare Supplement Statewide Monthly Premiums

Effective Date: 03-01-2019

Até“&g%%éﬁe Plan A Plan F Plan G
65-Male $97.78 $150.50 $121.83
65-Female $97.53 $150.12 $121.53
66-Male S101.61 S156.44 $126.63
66-Female $100.41 S154.56 $125.12
67-Male $105.59 $162.61 $131.60
67-Female S104.34 $160.67 $130.05
68-Male $109.74 $169.04 $136.80
68-Female $108.43 $167.02 S$135.17
69-Male S114.04 S175.71 $142.18
69-Female S111.62 S$171.96 $139.15
70-Male S$118.52 $182.66 S147.79
70-Female S$114.93 $177.08 $143.29
71-Male $123.18 $189.88 $153.62
71-Female $118.31 $182.32 S$147.51
72-Male $128.03 $197.40 $159.68
72-Female $121.80 S187.74 $151.89
73-Male $133.08 $205.22 $165.99
73-Female $125.38 $193.29 $156.38
74-Male $138.32 §213.35 $172.55
74-Female $129.09 $199.05 $161.01
75-Male S143.78 $221.81 $179.39
75-Female $132.91 $204.96 $165.78
76-Male S$149.44 $230.60 S186.47
76-Female $136.84 $211.05 $170.69
77-Male S155.34 $239.73 $193.85
77-Female $140.87 $217.30 S$175.75
78-Male $159.94 S$246.87 $199.61
78-Female S145.04 $223.77 $180.96
79-Male $164.68 $254.23 $205.54
79-Female S$147.91 $228.22 S$184.55

Note: If you are going to have a birthday within the month of your requested coverage effective date, please use the age you will be turning

on that birthday to determine your plan premium rate.

(Continued on next page)
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Humana Connect Medicare Supplement Statewide Monthly Premiums
Effective Date: 03-01-2019

Atstf‘(i;“e%%élge Plan A Plan F Plan G
80-Male $169.56 $261.79 $211.65
80-Female $150.81 $232.72 $188.19
81-Male $174.59 $269.57 $217.93
81-Female $153.80 $237.36 $191.92
82-Male $179.76 $277.60 $224.41
82-Female $156.83 $242.05 $195.71
83-Male $185.10 $285.88 $231.08
83-Female $159.93 $246.85 $199.60
84-Male $190.58 $294.39 $237.95
84-Female $163.09 $251.76 $203.55
85+-Male $196.25 $303.17 $245.03
85+-Female $166.32 $256.75 $207.58

Note: If you are going to have a birthday within the month of your requested coverage effective date, please use the age you will be turning
on that birthday to determine your plan premium rate.



Medicare Supplement Discounts*

ACH Discount

Save $2 on your monthly premium by electing to make payments electronically. If you wish to take
odv?ntqge of this discount be sure to select an automatic payment option in Section 7 of your enrollment
application.

Household Discount**

Save 5% on your monthly premium when more than one member of your household enrolls or is enrolled
in a Humana Medicare Supplement plan. This discount is only applicable to policyholders with effective
dates of June 1, 2010 or after. To apply for the discount, please include the name and Medicare claim
number of the person enrolled or enrolling in a Humana Medicare Supplement policy living at your address
in Section 6 of your enrollment application.

Calculate Your Premium

Base monthly premium (please refer to pages 2-3):
ACH Discount (applied to base premium):
Household Discount (applied to base premium):

Premium Quote (base premium minus discounts):

“ We reserve the right to make changes to the premium discount structure. If a change to the discount
structure occurs to your policy, it will affect all policies we issue like yours.

** The household premium discount will be removed if the other Medicare supplement policyholder whose
policy status entitles you to the discount no longer resides with you. However, if that person becomes
deceased, your discount will still apply. This premium change will occur on the billing cycle following the
date we learn your eligibility has ended. Household is defined as a condominium unit, a single family
home, or an apartment unit within an apartment complex.
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Premium Information

We, Humana Insurance Company, can only
change the renewal premium for your policy if
we also change the renewal premium tor a
policies that we issue like yours in this State. No
change in premium will be made because of
the number of claims you file, nor because of a
change in your health or your type of work.

This is an attained age rated policy, which
means that your premiums will increase based
on age. Your attained age premium increase
will go into effect on the first monthly renewal
date which falls on or follows the policy annual
anniversary date. The premium increase will be
based on %/our age attained on or before the
last day of the renewal calendar month. A
premium change will not be made more than
once in a 12-month period.

Premium discounts may be applied or
discontinued based on eligibility.

Disclosure

Use this outline to compare benefits and
premiums among policies.

Read your policy very carefully

This is only an outline describing P/our policy's
most important features. The policy is your
insurance contract. You must read the polic
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:

Humana Insurance Company
Attn: Medicare Enrollments
P.O.Box 14168

Lexington, KY 40512-4168

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 less any claims paid.

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.

Notice

This policy may not fully cover all of your
medical costs.

Neither Humana Insurance Company 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 the “Medicare &
You” handbook for more details.

Complete answers are very important

When )éou fill out the application for the new
policy, be sure to truthfully and completely
answer all questions.

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

Medicare (Part A) - Hospital Services - Per Benefit Period

* 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.

Services Medicare Pays Plan Pays You Pay
Hospitalization*
Semiprivate room and board, general
nursing and miscellaneous services
and supplies
First 60 days All but $1,364 N0 $1,364
(Part A deductible)

61st through 90th day All but $341 a day S341 a day N0
91st day and after:

while using 60 lifetime reserve days All but $682 a day $682 a day N0)

once lifetime reserve days are used:

- additional 365 days N0) 100% of Medicare SO**
eligible expenses
« beyond the additional 365 days N0 N0 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 N0 N0
amounts
21st through 100th day All but $170.50 $0 Up to $170.50
a day a day

101st day and after N0) N0) All costs
Blood
First three pints SO Three pints SO
Additional amounts 100% S0 S0
Hospice Care
You must meet Medicare's requirements, All but very limited Medicare N0
including a doctor's certification of copayment/ copayment/

terminal illness.

coinsurance for

outpatient drugs
and inpatient
respite care

coinsurance

**NOTICE: When your Medicare Part A hospital benefits are exhauste
Medicare and will pay whatever amount Medicare would have paid

d, the insurer stands in the place of

for up to an additional 365 days as

Brovided in the policy's "Core Benefits." During this time the hospital is prohibited from billing %/ou for the

alance based on any difference between its billed charges and the amount Medicare woul

ave paid.
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Plan A

Medicare (Part B) - Medical Services - Per Calendar Year

* Once you have been billed $185 of Medicare-approved amounts for covered services (which are noted with
an asterisk), your Part B deductible will have been met for the 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, durable
medical equipment
First $185 of Medicare-approved N0 N0 $185
amounts* (Part B deductible)
Remainder of Medicare-approved Generally 80% Generally 20% N0)
amounts
Part B Excess Charges
(above Medicare-approved amounts) SO SO All costs
Blood
First three pints N0 All costs N0
Next $185 of Medicare-approved N0 N0 $185
amounts* (Part B deductible)
Remainder of Medicare-approved 80% 20% N0)
amounts
Clinical Laboratory Services
TESTS FOR DIAGNOSTIC SERVICES 100% SO SO
Medicare (Parts A and B)
Services Medicare Pays Plan Pays You Pay

Home Health Care
MEDICARE-APPROVED SERVICES
Medically necessary skilled care services 100% SO SO
and medical supplies
Durable medical eguipment

First $185 of Medicare-approved N0 N0 $185

amounts* (Part B deductible)

Remainder of Medicare-approved 80% 20% N0)

amounts
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Plan F

Medicare (Part A) - Hospital Services - Per Benefit Period

* 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.

Services Medicare Pays Plan Pays You Pay

Hospitalization*

Semiprivate room and board, general
nursing and miscellaneous services

and supplies
First 60 days All but $1,364 $1,364 N0)
(Part A deductible)

61st through 90th day All but $341 a day S341 a day N0
91st day and after:

while using 60 lifetime reserve days All but $682 a day $682 a day N0

once lifetime reserve days are used:

+ additional 365 days N0 100% of Medicare SO**
eligible expenses
« beyond the additional 365 days N0 N0 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 N0 N0
amounts
21st through 100th day All but $170.50 Up to $170.50 N0)
a day a day

101st day and after N0) N0) All costs
Blood
First three pints N0 Three pints N0
Additional amounts 100% N0) N0)
Hospice Care
You must meet Medicare's requirements, All but very limited Medicare SO
including a doctor's certification of copayment/ copayment/
terminalillness. coinsurance for coinsurance

outpatient drugs
and inpatient
respite care

*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
Brovided in the policy's "Core Benefits." During this time the hospital is prohibited from billing %/ou for the

alance based on any difference between its billed charges and the amount Medicare would have paid.
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Plan F

Medicare (Part B) - Medical Services - Per Calendar Year

* Once you have been billed $185 of Medicare-approved amounts for covered services (which are noted with
an asterisk), your Part B deductible will have been met for the 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, durable
medical equipment
First $185 of Medicare-approved N0 $185 N0
amounts* (Part B deductible)
Remainder of Medicare-approved Generally 80% Generally 20% N0)
amounts
Part B Excess Charges
(above Medicare-approved amounts) SO 100% SO
Blood
First three pints N0 All costs N0
Next $185 of Medicare-approved N0 $185 N0
amounts* (Part B deductible)
Remainder of Medicare-approved 80% 20% N0)
amounts
Clinical Laboratory Services
TESTS FOR DIAGNOSTIC SERVICES 100% SO SO
Medicare (Parts A and B)
Services Medicare Pays Plan Pays You Pay

Home Health Care
MEDICARE-APPROVED SERVICES
Medically necessary skilled care services 100% SO SO
and medical supplies
Durable medical eguipment

First $185 of Medicare-approved N0 $185 N0

amounts* (Part B deductible)

Remainder of Medicare-approved 80% 20% N0)

amounts

IA81077HC
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Plan F
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 of the USA

First $250 each calendar year N0 N0 $250
Remainder of charges N0) 80% to a lifetime  20% and amounts
maximum benefit  over the $50,000
of $50,000 lifetime maximum
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Plan G

Medicare (Part A) - Hospital Services - Per Benefit Period

*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.

Services Medicare Pays Plan Pays You Pay

Hospitalization*

Semiprivate room and board, general
nursing and miscellaneous services

and supplies
First 60 days All but $1,364 $1,364 N0)
(Part A deductible)

61st through 90th day All but $341 a day S341 a day N0
91st day and after:

while using 60 lifetime reserve days All but $682 a day $682 a day N0

once lifetime reserve days are used:

+ additional 365 days N0 100% of Medicare SO**
eligible expenses
« beyond the additional 365 days N0 N0 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 N0 N0
amounts
21st through 100th day All but $170.50 Up to $170.50 N0)
a day a day

101st day and after N0) N0) All costs
Blood
First three pints N0 Three pints N0
Additional amounts 100% N0) N0)
Hospice Care
You must meet Medicare's requirements, All but very limited Medicare SO
including a doctor's certification of copayment/ copayment/
terminalillness. coinsurance for coinsurance

outpatient drugs
and inpatient
respite care

*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
Brovided in the policy's "Core Benefits." During this time the hospital is prohibited from billing %/ou for the

alance based on any difference between its billed charges and the amount Medicare would have paid.
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Plan G

Medicare (Part B) - Medical Services - Per Calendar Year

*Once you have been billed $185 of Medicare-approved amounts for covered services (which are noted with
an asterisk), your Part B deductible will have been met for the 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, durable
medical equipment
First $185 of Medicare-approved N0 N0 $185
amounts* (Part B deductible)
Remainder of Medicare-approved Generally 80% Generally 20% N0)
amounts
Part B Excess Charges
(above Medicare-approved amounts) SO 100% SO
Blood
First three pints N0 All costs N0
Next $185 of Medicare-approved N0 N0 $185
amounts* (Part B deductible)
Remainder of Medicare-approved 80% 20% N0)
amounts
Clinical Laboratory Services
TESTS FOR DIAGNOSTIC SERVICES 100% SO SO
Medicare (Parts A and B)
Services Medicare Pays Plan Pays You Pay
Home Health Care
MEDICARE-APPROVED SERVICES
Medically necessary skilled care services 100% SO SO
and medical supplies
Durable medical eguipment
First $185 of Medicare-approved N0 N0 $185
amounts* (Part B deductible)
Remainder of Medicare-approved 80% 20% N0)
amounts
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Plan G
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 of the USA

First $250 each calendar year N0 N0 $250
Remainder of charges N0) 80% to a lifetime  20% and amounts
maximum benefit  over the $50,000
of $50,000 lifetime maximum
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Notes
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Discrimination is against the law

Humana Inc. and its subsidiaries (“Humana”) comply with applicable federal civil rights laws and do not
discriminate on the basis of race, color, national origin, age, disability or sex. Humana does not exclude
people or treat them differently because of race, color, national origin, age, disability or sex.

Humana provides:

« Free auxiliary aids and services, such as qualified sign language interpreters, video remote interpretation,
and written information in other formats to people with disabilities when such auxiliary aids and services are
necessary to ensure an equal opportunity to participate.

+ Free language services to people whose primary language is not English when those services are necessary
to provide meaningful access, such as translated documents or oral interpretation.

If you need these services, call 1-800-866-0581 (TTY: 711).

If you believe that Humana 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:

Discrimination Grievances
P.O. Box 14618
Lexington, KY 40512-4618

If you need help filing a grievance, call 1-800-866-0581 (TTY: 711).

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
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

1-800-368-1019. If you use a TTY, call 1-800-537-7697.

Complaint Forms are available at www.hhs.gov/ocr/office/file/index.html.

Humana.
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Multi-Language Interpreter Services

English: ATTENTION: If you do not speak English, language assistance services, free of charge, are
available to you. Call 1-800-866-0581 (TTY: 711).

Espafiol (Spanish): ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de
asistencia linguistica. Llame al 1-800-866-0581 (TTY: 711).

P (Chinese): X | IR TEALIEP EAIU R EESES EBRT - 55%E 1-800-866-0581
(TTY: 711) °

Tiéng Viét (Vietnamese): CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hé trg ngén

ngl mién phi danh cho ban. Goi s6 1-800-866-0581 (TTY: 711).

#320| (Korean): 2| : $t=20{E AI83tAlE 2R, 210 X[ MH|AE 22 Z 0|83HA 4 U&LICE. 1-800-866-0581
(TTY: 711)H22 sl FAAIL .

Tagalog (Tagalog - Filipino): PAUNAWA: Kung nagsasalita ka ng Tagaloq, maaari kang gumamit ng
mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-800-866-0581 (TTY: 711).

Pycckumia (Russian): BHVIMAHWE: Echv Bbl rOBOPUTE Ha PYCCKOM SA3blKe, TO BaM AOCTYMHbI
6ecnnaTHble ycnyru nepesoga. 3BoHuTe 1-800-866-0581 (Tenetawn: 711).

Kreyol Ayisyen (French Creole): ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd pou lang ki disponib
gratis pou ou. Rele 1-800-866-0581 (TTY: 711).

Francais (French): ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont
proposés gratuitement. Appelez le 1-800-866-0581 (ATS:711).

Polski (Polish): UWAGA: Jezeli mowisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowe;.
Zadzwon pod numer 1-800-866-0581 (TTY: 711).

Portugués (Portuguese): ATENCAO: Se fala portugués, encontram-se disponiveis servicos linguisticos,
gratis. Ligue para 1-800-866-0581 (TTY: 711).

Italiano (Italian): ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di
assistenza linguistica gratuiti. Chiamare il numero 1-800-866-0581 (TTY: 711).

Deutsch (German): ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfugung. Rufnummer: 1-800-866-0581 (TTY: 711).

4 =)l (Arabic):
1-800-866-0581 @853 bl .oylonally cll y819:5 dy g3l e lusall Oilans )18 d8l1 (S3I Erames S 13] s golo
(717 Sl s mall Caila o8 )
B#:E (Japanese): FEBEE  HAFEZEIN 356, BEROSEXIRECFABVLIFET, 1-800-866-0581
(TTY :711) £T. BBFEICTITERIESIU,

s«yLé (Farsi):
1-800-866-0581 |y xnly o alyd las gly o 8aly Sysny 313 3egud 1455 0 6528 )6 ()33 e ST e 55
Ay el (TTY: 711)

Diné Bizaad (Navajo): Dii baa akd ninizin: Dii saad bee yanitti'go Diné Bizaad, saad bee
aka'anida’awo’dé¢’, t'aa jiik'eh, éi na holg, kojj’ hodiilnih 1-800-866-0581 (TTY: 711).
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Insured by Humana Insurance Company

Humana.
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