Sonoma County 2012 Medicare Advantage Plans
	
	Company Name:

Plan Name:

Plan Type:

Phone Numbers:

Website:
	Medicare
Medicare Parts A & B
Original Medicare

1-800-MEDICARE

1-800-633-4227

www.Medicare.gov
	2Anthem Blue Cross
Medicare Pref. Standard (Not Rated)

PPO (H8552-002)

Non-Members: 1-800-797-6438
Members: 1-877-811-3107
www.Anthem.com/ca/Medicare

	
	
	You Pay…
	You Pay…

	1. 
	Monthly Premium: 
	1$99.90 Medicare Part B
	$40 (+ 1Medicare Part B premium)

	2. 
	Doctor and Hospital Choice:
	You must use Medicare providers
	In/Out-of-Network Providers

	3. 
	Calendar Year Deductible:
	See below
	3$300 In/Out-of Network

	4. 
	Out-of-Pocket Limit:
	See below
	$3,400 In/Out-of Network

	5. 
	PART A:

Inpatient Hospital Stays:
	Days 1-60: $1,156 deductible

Days 61-90: $289 per day

Days 91-150: $578 per day 
	In-Network: $775 copay

Out-of-Network: 20% coinsurance

	6. 
	Skilled Nursing Facility Care:
	Days 1-20: No charge

Days 21-100: $144.50 per day 
	In-Network: Days 1-20: $0 copay; 

    Days 21-100: $130 copay. 
Out-of-Network: 25% each SNF stay.

	7. 
	Home Health Care:
	No charge for Medicare-covered visit
	In-Network: $0 copay
Out-of-Network: 30%

	8. 
	Hospice Care:


	You pay up to $5 for Rx drugs and 5% Medicare-covered respite care.
	Medicare-certified hospice only

	9. 
	PART B: Calendar Year Ded.
	$140 deductible per year
	See Calendar Year Deductible above

	10. 
	Ambulance Services:
	20% of Medicare-covered amount
	In/Out-of Network: $200 maximum

	11. 
	Chiropractic Care: 
	Limited visits for spinal manipulation 
	In-Network: $20 copay  

Out-of-Network: $40 copay

	12. 
	Diagnostic Tests, X-Rays, Lab, Radiology Services:
	No charge for Medicare-covered
	3In-Network: $0-$65-$200-20%
Out-of-Network: 30%

	13. 
	Doctor’s Office Visits:


	You pay 20% of the Medicare-covered amount plus excess charge
	3In-Network: $15 PCP; $45 Specialist
Out-of-Network: $30 PCP; $55 Specialist

	14. 
	Durable Medical Equipment (DME):
	Call 1-800-633-4227 for Durable Medical Equipment Regional Carrier.
	In-Network: 20% per item

Out-of-Network: 25% per item

	15. 
	Emergency Room (E.R.):
	20% after Part B deductible.
	3$65 copay per visit

	16. 
	Urgent Care Services:
	20% after Part B deductible.
	3$45 copay per visit

	17. 
	Worldwide Services:
	Covered in United States only.
	Worldwide coverage

	18. 
	Outpatient Mental 

Health Care Per Visit:
	40% of the Medicare-covered charges
	In-Network: $40 individual/group visits
Out-of-Network: 30%

	19. 
	Outpatient Services/

Surgery:
	A coinsurance or fixed copay amount which may vary according to service
	In-Network: $0 to $250 copay per visit 

Out-of-Network: 30%

	20. 
	Medicare Rx Prescription Drug Coverage (Part D):
	Part D:  Not covered

Medicare Part B: Covers some drugs including most Injectable Drugs, Immunosuppressive Drugs, some Oral Cancer and Anti-Nausea drugs.
	Annual Deductible: $0
Initial Coverage: $7-$43-$85-33% to $2,930 for formulary covered drugs.

Coverage Gap: 86% generics; discount on brand-name until your costs reach $4,700. 
Catastrophic Cov.: 5%-$2.60-$6.50-$7

	21. 
	Preventive Care Services:
	See Medicare & You 2012, pg. 36-53
	3In-Network: $0 copay Medicare-covered.
Out-of-Network: 30% Medicare-covered.

	22. 
	Routine Hearing Exams:
	Not covered
	Not covered

	23. 
	Routine Vision Exams:
	Not covered
	Not covered

	24. 
	Welcome to Medicare/

Yearly Wellness Exams:
	See Medicare & You 2012, pg. 53
	See Summary of Benefits or call plan


NOTE: This is a brief description of benefits. Please contact plan for Summary of Benefits.  

1Medicare Part B Monthly Premium: If your annual income is above $85,000 (single) or $170,000 (couple), you may pay more.
2Optional Supplemental Package #1: $12 additional monthly premium; dental only; contact plan for details.
2Optional Supplemental Package #2: $32 additional monthly premium; dental/vision benefits; contact plan for details.
2Optional Supplemental Package #3: $45 additional monthly premium; dental/vision benefits; contact plan for details.
3$300 Deductible Does NOT Apply to the Following Services: Office visits, Lab work, Basic X-ray, Emergency Room and Urgent Care 
Visits, Diabetic supplies (please contact plan to confirm what does and doesn’t apply to the deductible before you get services).
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