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January 1 – December 31, 2026

Evidence of Coverage for 2026:
YourMedicareHealthBenefitsandServicesasaMemberofCareFirstBlueCross
BlueShield Advantage Salute PPO
This document gives you the details of your Medicare health care coverage from January 1 –
December 31, 2026. This is an important legal document. Keep it in a safe place.

This document explains your benefits and rights. Use this document to understand:

Our plan premium and cost sharing
Our medical benefits
How to file a complaint if you’re not satisfied with a service or treatment
How to contact us
Other protections required by Medicare law

Forquestionsabout thisdocument,pleasecontactMemberServicesat833-536-2001. (TTY
users should call 711.) Hours are 8am-8pm EST, 7 days a week October 1 - March 31, and
8am-8pm ESTMonday - Friday, April 1 - September 30. This call is free.

This plan, CareFirst BlueCross BlueShield Advantage Salute, is offered by CareFirst Advantage
PPO, Inc. CareFirst BlueCross BlueShieldMedicare Advantage. (When this Evidence of Coverage
says “we,” “us,”or “our,” itmeansCareFirst AdvantagePPO, Inc.CareFirstBlueCrossBlueShield
MedicareAdvantage.When it says “plan”or “ourplan,” itmeansCareFirst BlueCrossBlueShield
Advantage Salute.)

This document is available for free in Spanish.

To get information from us in a way that works for you, please call Member Services (phone
numbers areprintedon theback coverof this document).Wecangive you information inbraille,
large print, or other alternate formats if you need it.

Per the final ruleCMS-4205-F releasedonApril 4, 2024, §§ 422.2267(e)(31)(ii) and423.2267(e)(33)(ii),
plansmust provide a Notice of Availability of language assistance services and auxiliary aids and
services that at a minimum states that our plan provides language assistance services and
appropriate auxiliary aids and services free of charge. Our planmust provide the notice in English
and at least the 15 languages most commonly spoken by people with limited English proficiency
in the relevant state or states in our plan’s service area and must provide the notice in alternate
formats for people with disabilities who require auxiliary aids and services to ensure effective
communication.

Benefits, premiums, deductibles, and/or copayments/coinsurance may change on January 1,
2027.

Our provider network may change at any time. You’ll get notice about any changes that may
affect you at least 30 days in advance.

OMB Approval 0938-1051 (Expires: August 31, 2026)
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CHAPTER 1:
Get started as amember
SECTION 1 You’re amemberofCareFirst BlueCrossBlueShieldAdvantage

Salute

Section 1.1 You’reenrolled inCareFirstBlueCrossBlueShieldAdvantageSalute,which
is a Medicare PPO

You’re covered by Medicare, and you chose to get your Medicare health care coverage through
our plan, CareFirst BlueCross BlueShield Advantage Salute. Our plan covers all Part A and Part
B services. However, cost sharing and provider access in this plan are different from Original
Medicare.

CareFirstBlueCrossBlueShieldAdvantageSalute is aMedicareAdvantagePPOPlan (PPOstands
forPreferredProviderOrganization). LikeallMedicarehealthplans, thisMedicarePPOisapproved
by Medicare and run by a private company. This plan doesn’t include Part D drug coverage.

Section 1.2 Legal information about the Evidence of Coverage

This Evidence of Coverage is part of our contract with you about how CareFirst BlueCross
BlueShield Advantage Salute covers your care. Other parts of this contract include your
enrollment formand any notices you get fromus about changes to your coverage or conditions
that affect your coverage. These notices are sometimes called riders or amendments.

The contract is in effect for the months you’re enrolled in CareFirst BlueCross BlueShield
Advantage Salute between January 1, 2026 and December 31, 2026.

Medicare allows us to make changes to plans we offer each calendar year. This means we can
changethecostsandbenefitsofCareFirstBlueCrossBlueShieldAdvantageSaluteafterDecember
31, 2026. We can also choose to stop offering our plan in your service area, after December 31,
2026.

Medicare (the Centers for Medicare & Medicaid Services) must approve CareFirst BlueCross
BlueShieldAdvantageSaluteeachyear. Youcancontinue togetMedicare coverageasamember
of our plan as long aswe choose to continueoffering our plan andMedicare renews its approval
of our plan.
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SECTION 2 Plan eligibility requirements

Section 2.1 Eligibility requirements

You’re eligible for membership in our plan as long as youmeet all these conditions:

You have both Medicare Part A and Medicare Part B
You live in our geographic service area (described in Section 2.2). People who are
incarceratedaren’t considered tobe in thegeographic serviceareaeven if they’rephysically
located in it.
You’re a United States citizen or are lawfully present in the United States.

Section 2.2 Plan service area for CareFirst BlueCross BlueShield Advantage Salute

CareFirst BlueCrossBlueShieldAdvantageSalute is only available topeoplewho live inourplan
service area. To stay a member of our plan, youmust continue to live in our plan service area.
The service area is described below.

Our service area includes these states: Maryland and Washington D.C.

If you move out of our plan’s service area, you can’t stay a member of this plan. Call Member
Services at 833-536-2001 (TTY users call 711) to see if we have a plan in your new area. When
youmove, you’ll haveaSpecial EnrollmentPeriod toeither switch toOriginalMedicareor enroll
in a Medicare health or drug plan in your new location.

If youmoveor changeyourmailing address, it’s also important to call Social Security. Call Social
Security at 1-800-772-1213 (TTY users call 1-800-325-0778).

Section 2.3 U.S. citizen or lawful presence

Youmust be aU.S. citizen or lawfully present in theUnited States to be amember of aMedicare
health plan. Medicare (the Centers for Medicare & Medicaid Services) will notify CareFirst
BlueCross BlueShield Advantage Salute if you’re not eligible to stay a member of our plan on
this basis. CareFirst BlueCrossBlueShieldAdvantageSalutemustdisenroll you if youdon’tmeet
this requirement.

SECTION 3 Important membershipmaterials

Section 3.1 Our planmembership card

Use your membership card whenever you get services covered by our plan. You should also
show the provider your Medicaid card, if you have one. Sample membership card:
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DON’T use your red, white, and blue Medicare card for coveredmedical services while you're a
memberof thisplan. If youuseyourMedicarecard insteadof yourCareFirstBlueCrossBlueShield
Advantage Salute membership card, youmay have to pay the full cost of medical services
yourself. Keep your Medicare card in a safe place. Youmay be asked to show it if you need
hospital services, hospice services, orparticipate inMedicare-approvedclinical research studies
(also called clinical trials).

If our planmembership card is damaged, lost, or stolen, call Member Services at 833-536-2001
(TTY users call 711) right away and we'll send you a new card.

Section 3.2 Provider Directory

The Provider Directory https://www.carefirst.com/medicare-options/medicare-resources/
medicare-advantage-plan-resources.html lists our current network providers and durable
medical equipment suppliers. Network providers are the doctors and other health care
professionals,medical groups,durablemedical equipment suppliers, hospitals, andotherhealth
care facilities that have an agreement with us to accept our payment and any plan cost sharing
as payment in full.

As a member of our plan, you can choose to get care from out-of-network providers. Our plan
will cover services from either in-network or out-of-network providers, as long as the services
are covered benefits andmedically necessary. However, if you use an out-of-network provider,
your shareof the costs for your covered servicesmaybehigher. Go toChapter 3 formore specific
information.

If you don’t have a Provider Directory, you can ask for a copy (electronically or in paper form)
fromMemberServicesat 833-536-2001 (TTYusers call 711). RequestedpaperProviderDirectories
will be mailed to you within 3 business days.
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SECTION 4 Summary of Important Costs

Your Costs in 2026

$0Monthly plan premium*

* Your premium can be higher than this amount.
Go to Section 4.1 for details.

From network providers: $5,900Maximum out-of-pocket amount

From in-network and
out-of-network providers combined:

$8,950

This is the most you’ll pay
out-of-pocket for covered Part A and Part B
services.
(Go to Chapter 4 Section 1 for details.)

$0 copay per visitPrimary care office visits

$35 copay per visitSpecialist office visits

$335 copay per day for days 1-5,
$0 copay per day for days 6-90

Inpatient hospital stays

Your costs may include the following:

Plan Premium (Section 4.1)
Monthly Medicare Part B Premium (Section 4.2)

Section 4.1 Plan premium

You don't pay a separatemonthly plan premium for CareFirst BlueCross BlueShield Advantage
Salute.

Medicare Part B premiums differ for peoplewith different incomes. If you have questions about
these premiums, check your copy ofMedicare & You 2026 handbook in the section called 2026
Medicare Costs. Download a copy from the Medicare website (www.Medicare.gov/medicare-
and-you) or order a printed copy by phone at 1-800-MEDICARE (1-800-633-4227). TTY users call
1-877-486-2048.

Section 4.2 Monthly Medicare Part B Premium

Manymembers are required to pay other Medicare premiums

As a member of this plan, you receive a Part B premium reduction of $100 per month, which is
automatically deducted from your full monthly Part B premium. Youmust continue paying
yourMedicarepremiumstostayamemberofourplan.This includesyourpremiumforPartB.
Youmay also pay a premium for Part A if you aren’t eligible for premium-free Part A.
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SECTION 5 More information about your monthly premium

Section 5.1 Ourmonthly plan premiumwon’t change during the year

We’re not allowed to change our plan’s monthly plan premium amount during the year. If the
monthly planpremiumchanges for next year,we’ll tell you in September and thenewpremium
will take effect on January 1.

SECTION 6 Keep our planmembership record up to date

Your membership record has information from your enrollment form, including your address
and phone number. It shows your specific plan coverage.

Thedoctors, hospitals, andotherproviders inourplan’snetworkuseyourmembership record
to knowwhat services are covered andyour cost-sharing amounts. Because of this, it's very
important to you help us keep your information up to date.

If you have any of these changes, let us know:

Changes to your name, your address, or your phone number
Changes in anyother health coverage youhave (suchas fromyour employer, your spouse
or domestic partner’s employer, workers’ compensation, or Medicaid)
Any liability claims, such as claims from an automobile accident
If you're admitted to a nursing home
If you get care in an out-of-area or out-of-network hospital or emergency room
If your designated responsible party (such as a caregiver) changes
If you participate in a clinical research study (Note: You’re not required to tell our plan
about the clinical research studies you intend to participate in, but we encourage you to
do so.)

If any of this information changes, let us knowby callingMember Services call Member Services
at 833-536-2001 (TTY users call 711).

It's also important to contact Social Security if youmove or change your mailing address. Call
Social Security at 1-800-772-1213 (TTY users call 1-800-325-0778).

SECTION 7 How other insurance works with our plan

Medicare requires us to collect information about any othermedical or drug coverage you have
so we can coordinate any other coverage with your benefits under our plan. This is called
Coordination of Benefits.

Onceayear,we’ll sendyoua letter that lists anyothermedical ordrugcoverageweknowabout.
Read this information carefully. If it’s correct, you don’t need to do anything. If the information
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isn’t correct, or if youhaveother coverage that isnot listed, callMemberServicesat 833-536-2001
(TTY users call 711). Youmay need to give our plan member ID number to your other insurers
(once you confirm their identity) so your bills are paid correctly and on time.

When you have other insurance (like employer group health coverage), Medicare rules decide
whether our plan or your other insurance pays first. The insurance that pays first (the “primary
payer”) pays up to the limits of its coverage. The one that pays second (the “secondary payer”)
only pays if there are costs left uncovered by the primary coverage. The secondary payer may
notpayall uncoveredcosts. If youhaveother insurance, tell yourdoctor, hospital, andpharmacy.

These rules apply for employer or union group health plan coverage:

If you have retiree coverage, Medicare pays first.
If your group health plan coverage is based on your or a family member’s current
employment, who pays first depends on your age, the number of people employed by
your employer, and whether you have Medicare based on age, disability, or End-Stage
Renal Disease (ESRD):

If you’re under 65 anddisabled and you (or your familymember) are still working, your
group health plan pays first if the employer has 100 ormore employees or at least one
employer in a multiple employer plan that has more than 100 employees.
If you’re over 65 and you (or your spouse or domestic partner) are still working, your
group health plan pays first if the employer has 20 or more employees or at least one
employer in a multiple employer plan that has more than 20 employees.

If you haveMedicare because of ESRD, your group health planwill pay first for the first 30
months after you become eligible for Medicare.

These types of coverage usually pay first for services related to each type:

No-fault insurance (including automobile insurance)
Liability (including automobile insurance)
Black lung benefits
Workers’ compensation

MedicaidandTRICAREneverpay first forMedicare-coveredservices.TheyonlypayafterMedicare,
employer group health plans, and/or Medigap have paid.
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CHAPTER 2:
Phone numbers and resources
SECTION 1 CareFirst BlueCross BlueShield Advantage Salute contacts

For help with claims, billing or member card questions, call or write to CareFirst BlueCross
BlueShield Advantage Salute Member Services. We'll be happy to help you.

Member Services – Contact Information

833-536-2001Call

Calls to this number are free. 8am-8pm EST, 7 days a week October 1 -
March 31, and 8am-8pm EST Monday - Friday, April 1 - September 30

MemberServices833-536-2001 (TTYuserscall 711)alsohas free language
interpreter services for non-English speakers.

711TTY

Calls to this number are free. 8am-8pm EST, 7 days a week October 1 -
March 31, and 8am-8pm EST Monday - Friday, April 1 - September 30

844-961-0696Fax

CareFirst BlueCross BlueShield Medicare Advantage
Attention: Member Services Department
P.O. Box 915
Owings Mills, MD 21117

Write

www.carefirst.com/medicareadvantageWebsite

How to ask for a coverage decision or appeal about your medical care

Acoveragedecision isadecisionwemakeaboutyourbenefits andcoverageorabout theamount
wewill pay for yourmedical services. Anappeal is a formalwayof askingus to reviewandchange
a coverage decision. For more information on how to ask for coverage decisions or appeals
about your medical care, go to Chapter 7.

Coverage Decisions and Appeals for Medical Care – Contact Information

833-536-2001Call

Calls to this number are free. 8am-8pm EST, 7 days a week October 1 -
March 31, and 8am-8pm EST Monday - Friday, April 1 - September 30

711TTY
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Coverage Decisions and Appeals for Medical Care – Contact Information

Calls to this number are free. 8am-8pm EST, 7 days a week October 1 -
March 31, and 8am-8pm EST Monday - Friday, April 1 - September 30

Medical coverage decisions fax numbers:Fax

Inpatient Services: 443-753-2341
Outpatient Services: 443-753-2342
Home Care Services and Durable Medical Equipment: 443-753-2343
Outpatient Therapies--Physical Therapy, Occupational Therapy, and
Speech Therapy: 443-753-2346
Behavioral Health and Substance Use: 443-753-2347

Medical Payment Appeals: 443-753-2298
Clinical Expedited Appeals: 410-605-2566

Mail:Write

CareFirst BlueCross BlueShield Preservice Review Department
P.O. Box 915
Owings Mills, MD 21117

Email:

Inpatient Services: MAInpatient@carefirst.com
Outpatient Services: MAOutpatient@carefirst.com
Home Care Services and Durable Medical Equipment: MAHC-
DME@carefirst.com
Outpatient Therapies (Physical Therapy, Occupational Therapy, and
Speech Therapy): MAOPAP@carefirst.com
Behavioral Health and Substance Use: MABH@carefirst.com

www.carefirst.com/medicareadvantageWebsite

How tomake a complaint about your medical care

You canmake a complaint about us or one of our network providers, including a complaint
about the quality of your care. This type of complaint doesn’t involve coverage or payment
disputes. For more information on how tomake a complaint about your medical care, go to
Chapter 7.

Complaints About Medical Care – Contact Information

833-536-2001Call

Calls to this number are free. 8am-8pm EST, 7 days a week October 1 -
March 31, and 8am-8pm EST Monday - Friday, April 1 - September 30

711TTY
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Complaints About Medical Care – Contact Information

Calls to this number are free. 8am-8pm EST, 7 days a week October 1 -
March 31, and 8am-8pm EST Monday - Friday, April 1 - September 30

443-753-2298Fax

CareFirst BlueCross BlueShield Medicare Advantage
Attention: Appeals & Grievances Department
P.O. Box 915
Owings Mills, MD 21117

Write

Tosubmit a complaint aboutCareFirstBlueCrossBlueShieldAdvantage
Salute directly to Medicare, go to
www.Medicare.gov/my/medicare-complaint

Medicare website

.

How to ask us to pay our share of the cost for medical care you got

If you got a bill or paid for services (like a provider bill) you think we should pay for, youmay
need toaskus for reimbursementor topay theproviderbill, go toChapter5 formore information.

If you send us a payment request and we deny any part of your request, you can appeal our
decision. Go to Chapter 7 for more information.

Payment Requests – Contact Information

833-536-2001 8am-8pm EST, 7 days a week October 1st - March 31st,
and 8am-8pmMonday - Friday, April 1st - September 30th

Call

Calls to this number are free.

711TTY

Calls to this number are free. 8am-8pm EST, 7 days a week October 1 -
March 31, and 8am-8pm EST Monday - Friday, April 1 - September 30

855-215-6947Fax

CareFirst BlueCross BlueShield Medicare Advantage
Attention: Member Claims Reimbursement
P.O. Box 915
Owings Mills, MD 21117

Write

www.carefirst.com/medicareadvantageWebsite
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SECTION 2 Get help fromMedicare

Medicare is the federal health insurance program for people 65 years of age or older, some
people under age 65 with disabilities, and people with End-Stage Renal Disease (permanent
kidney failure requiring dialysis or a kidney transplant).

The federal agency in charge ofMedicare is the Centers forMedicare &Medicaid Services (CMS).
This agency contracts with Medicare Advantage organizations including our plan.

Medicare – Contact Information

1-800-MEDICARE, or 1-800-633-4227Call

Calls to this number are free.

24 hours a day, 7 days a week.

1-877-486-2048TTY

This number requires special telephone equipment and is only for people who
have difficulties with hearing or speaking.

Calls to this number are free.

Chat live at www.Medicare.gov/talk-to-someone.Chat Live

Write to Medicare at PO Box 1270, Lawrence, KS 66044Write

www.Medicare.govWebsite

Get information about the Medicare health and drug plans in your area,
including what they cost and what services they provide.
Find Medicare-participating doctors or other health care providers and
suppliers.
Find out what Medicare covers, including preventive services (like
screenings, shots or vaccines, and yearly “Wellness” visits).
Get Medicare appeals information and forms.
Get informationabout thequalityof careprovidedbyplans,nursinghomes,
hospitals,doctors,homehealthagencies,dialysis facilities,hospicecenters,
inpatient rehabilitation facilities, and long-term care hospitals.
Look up helpful websites and phone numbers.

You can also visit www.Medicare.gov to tell Medicare about any complaints you
have about CareFirst BlueCross BlueShield Advantage Salute:

To submit a complaint to Medicare, go to www.Medicare.gov/my/medicare-
complaint.Medicare takesyourcomplaints seriouslyandwill use this information
to help improve the quality of the Medicare program.
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SECTION 3 State Health Insurance Assistance Program (SHIP)

The State Health Insurance Assistance Program (SHIP) is a government programwith trained
counselors in every state that offers free help, information, and answers to your Medicare
questions. Here is a list of the State Health Insurance Assistance Programs in each state we
serve:

In Maryland, the SHIP is called the State Health Insurance Assistance Program.
In Washington, D.C., the SHIP is called the Health Insurance Counseling Project.

TheStateHealth InsuranceAssistanceProgram isan independent stateprogram(not connected
with any insurance company or health plan) that gets money from the federal government to
give free local health insurance counseling to people with Medicare.

StateHealth Insurance Assistance Programcounselors can help you understand yourMedicare
rights, make complaints about your medical care or treatment, and straighten out problems,
with your Medicare bills. State Health Insurance Assistance Program counselors can also help
you with Medicare questions or problems, help you understand your Medicare plan choices,
and answer questions about switching plans.

State Health Insurance Assistance Program (Maryland SHIP) Contact Information

410-767-1100 or 800-243-3425Call

711TTY

State Health Insurance Assistance Program
Maryland Department of Aging
36 S Charles Street, 12th Floor
Baltimore, MD 21201

Write

https://aging.maryland.gov/Pages/state-health-insurance-program.
aspx

Website

Health Insurance Counseling Project (Washington D.C. SHIP) Contact Information

202-727-8370Call

711TTY

Health Insurance Counseling Project
D.C. Department of Aging
250 E Street SW
Washington, DC 20024

Write

https://dacl.dc.gov/service/health-insurance-counselingWebsite
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SECTION 4 Quality Improvement Organization (QIO)

A designated Quality Improvement Organization (QIO) serves people with Medicare in each
state. For Maryland and Washington D.C., the Quality Improvement Organization is called
Commence Health.

CommenceHealth has a group of doctors and other health care professionals paid byMedicare
to check on and help improve the quality of care for people with Medicare. Commence Health
is an independent organization. It's not connected with our plan.

Contact Commence Health in any of these situations:

You have a complaint about the quality of care you got. Examples of quality-of-care
concerns include getting the wrongmedication, unnecessary tests or procedures, or a
misdiagnosis.
You think coverage for your hospital stay is ending too soon.
You think coverage for your home health care, skilled nursing facility care, or
Comprehensive Outpatient Rehabilitation Facility (CORF) services are ending too soon.

Commence Health (Maryland &Washington D.C.’s Quality Improvement Organization)
– Contact Information

888-396-4646Call

Monday-Friday, 9am-5pm (local time), Saturday, Sunday andHolidays,
10am-4pm (local time). 24-hour voicemail service is available.

711TTY

Commence Health BFCC-QIO
10820 Guilford Road
Suite 202
Annapolis Junction, MD 20701

Write

www.livantaqio.comWebsite

SECTION 5 Social Security

Social Security determines Medicare eligibility and handles Medicare enrollment.

If you move or change your mailing address, contact Social Security to let them know.

Social Security– Contact Information

1-800-772-1213Call

Calls to this number are free.

Available 8 am to 7 pm, Monday through Friday.
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Social Security– Contact Information

Use Social Security’s automated telephone services to get recorded
information and conduct some business 24 hours a day.

1-800-325-0778TTY

Thisnumber requiresspecial telephoneequipmentand isonly forpeople
who have difficulties with hearing or speaking.

Calls to this number are free.

Available 8 am to 7 pm, Monday through Friday.

www.ssa.govWebsite

SECTION 6 Medicaid

Medicaid is a joint federal and state government program that helps with medical costs for
certainpeoplewith limited incomesand resources. SomepeoplewithMedicarearealsoeligible
for Medicaid. Medicaid offers programs to help people with Medicare pay their Medicare costs,
such as their Medicare premiums. TheseMedicare Savings Programs include:

QualifiedMedicareBeneficiary (QMB):Helps payMedicare Part A andPart Bpremiums,
and other cost sharing (like deductibles, coinsurance, and copayments). (Some people
with QMB are also eligible for full Medicaid benefits (QMB+).)
SpecifiedLow-IncomeMedicareBeneficiary (SLMB):HelpspayPartBpremiums. (Some
people with SLMB are also eligible for full Medicaid benefits (SLMB+).)
Qualifying Individual (QI): Helps pay Part B premiums
Qualified Disabled &Working Individuals (QDWI): Helps pay Part A premiums

To find out more about Medicaid and Medicare Savings Programs, contact Maryland Medical
Assistance or DC Medicaid.

Maryland Medical Assistance – Contact Information

410-767-6500 or 877-463-3464Call

Monday-Friday 8:30am-5pm

800-735-2258TTY

Maryland Department of Health
201 West Preston Street
Baltimore, MD 21201

Write

https://mmcp.health.maryland.govWebsite
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DCMedicaid – Contact Information

202-671-4200Call

Monday-Friday 8:15am-4:45pm

711TTY

Washington D.C. Department of Human Services
64 New York Ave, NE, 6th Floor
Washington, DC 20002

Write

https://dc.gov/service/medicaidWebsite

SECTION 7 Railroad Retirement Board (RRB)

TheRailroadRetirementBoard isan independent federalagency thatadministerscomprehensive
benefit programs for thenation’s railroadworkers and their families. If yougetMedicare through
the Railroad Retirement Board, let them know if youmove or change yourmailing address. For
questions about your benefits from the Railroad Retirement Board, contact the agency.

Railroad Retirement Board (RRB) – Contact Information

1-877-772-5772Call

Calls to this number are free.

Press “0” to speak with an RRB representative from 9 am to 3:30 pm,
Monday, Tuesday, Thursday, and Friday, and from 9 am to 12 pm on
Wednesday.

Press “1” to access the automated RRB HelpLine and get recorded
information 24 hours a day, including weekends and holidays.

1-312-751-4701TTY

Thisnumber requiresspecial telephoneequipmentand isonly forpeople
who have difficulties with hearing or speaking.

Calls to this number aren’t free.

rrb.gov/Website

SECTION 8 If you have group insurance or other health insurance froman
employer

If you (or your spouse or domestic partner) get benefits from your (or your spouse or domestic
partner’s) employer or retiree group as part of this plan, call the employer/union benefits
administrator or Member Services at 833-536-2001 (TTY users call 711) with any questions. You
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can ask about your (or your spouse or domestic partner’s) employer or retiree health benefits,
premiums, or the enrollment period. (Phone numbers for Member Services are printed on the
back cover of this document.) You can call 1-800-MEDICARE (1-800-633-4227) with questions
about your Medicare coverage under this plan. TTY users call 1-877-486-2048.
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CHAPTER 3:
Using our plan for your medical services
SECTION 1 How to get medical care as amember of our plan

This chapter explains what you need to know about using our plan to get your medical care
covered. For details onwhatmedical care our plan covers and howmuch you paywhen you get
care, go to the Medical Benefits Chart in Chapter 4.

Section 1.1 Network providers and covered services

Providersaredoctors andotherhealth careprofessionals licensedby the state toprovide
medical services and care. The term "providers" also includes hospitals and other health
care facilities.
Networkproviders are the doctors and other health care professionals,medical groups,
hospitals, and other health care facilities that have an agreement with us to accept our
payment and your cost-sharing amount as payment in full. We have arranged for these
providers todeliver covered services tomembers inourplan. Theproviders inournetwork
bill us directly for care they give you.When you see a network provider, you pay only your
share of the cost for their services.
Covered services include all the medical care, health care services, supplies, and
equipment that are covered by our plan. Your covered services formedical care are listed
in the Medical Benefits Chart in Chapter 4.

Section 1.2 Basic rules for getting your medical care to be covered by our plan

As a Medicare health plan, CareFirst BlueCross BlueShield Advantage Salute must cover all
services covered by Original Medicare and follow Original Medicare’s coverage rules.

CareFirst BlueCross BlueShield Advantage Salutewill generally cover yourmedical care as long
as:

The care you get is included in our plan’s Medical Benefits Chart in Chapter 4.
The care you get is consideredmedically necessary. Medically necessary means that
the services, supplies, equipment, or drugs are needed for the prevention, diagnosis, or
treatment of your medical condition andmeet accepted standards of medical practice.
You get your care from a provider who is eligible to provide services under Original
Medicare. As a member of our plan, you can get care from either a network provider or
an out-of-network provider (go to Section 2 for more information).
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Theproviders inournetworkare listed in theProviderDirectory https://www.carefirst.
com/medicare-options/medicare-resources/medicare-advantage-plan-resources.html.
If youuse anout-of-networkprovider, your shareof the costs for your covered services
may be higher.
While you can get your care from an out-of-network provider, the provider must be
eligible to participate inMedicare. Except for emergency care, we can't pay a provider
who is not eligible to participate inMedicare. If you go to a provider who is not eligible
to participate in Medicare, you'll be responsible for the full cost of the services you
receive.Checkwithyourproviderbeforegetting services toconfirmthat they'reeligible
to participate in Medicare.

SECTION 2 Usenetworkandout-of-networkproviders togetmedical care

Section 2.1 Youmay choose a Primary Care Provider (PCP) to provide and oversee
your medical care

What is a PCP andwhat does the PCP do for you?

A "PCP" is a Primary Care Provider. A PCP can help manage your overall health care and can
assist with coordinating services with other healthcare providers. A PCP is not responsible for
obtainingauthorization for the servicesprovidedbya specialistwhenauthorization is required.
Authorization is the responsibility of the specialist or other provider. Your PCP can either be a
network provider or an out-of-network provider.

How to choose a PCP

Check the provider directory for providers in your area that are accepting new patients and
reach out to them to schedule an appointment.

How to change your PCP

You can change your PCP for any reason, at any time. It’s also possible that your PCPmight
leave our plan’s network of providers, and you’d need to choose a new PCP.

Section 2.2 How to get care from specialists and other network providers

A specialist is a doctor who provides health care services for a specific disease or part of the
body. There are many kinds of specialists. For example:

Oncologists care for patients with cancer
Cardiologists care for patients with heart conditions
Orthopedists care for patients with certain bone, joint, or muscle conditions

You do not need a referral from a PCP to visit a specialist or other providers.

Prior authorizationmay be needed for certain services (please see Chapter 4 for information on
which services require prior authorization). Authorization can be obtained from the plan. You
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or your provider, including a non-contracted provider, can ask the plan before a service is
furnishedwhether theplanwill cover it. Youor yourprovider can request that thisdetermination
be inwriting. This process is called an advanced determination. If we saywewill not cover your
services, you, or your provider, have the right to appeal our decision not to cover your care.
Chapter 7 (What to do if you have a problem or complaint (coverage decisions, appeals,
complaints) hasmore information about what to do if youwant a coverage decision from us or
want to appeal a decision we have already made.

Note: It is important to know in advance what Medicare will or will not cover. Be sure to ask
your provider if a service is covered. Providers should let you knowwhen something is not
covered and give you a written notice, or tell you verbally, when Medicare does not cover the
service.

When a specialist or another network provider leaves our plan

Wemaymakechanges to thehospitals, doctors and specialists (providers) inourplan’s network
during theyear. If yourdoctoror specialist leavesourplan, youhave these rightsandprotections:

Even though our network of providers may change during the year, Medicare requires
that you have uninterrupted access to qualified doctors and specialists.
We'll notify you that your provider is leaving our plan so that you have time to choose a
new provider.

If your primary care or behavioral health provider leaves our plan, we'll notify you if
you visited that provider within the past 3 years.
If any of your other providers leave our plan, we'll notify you if you're assigned to the
provider, currently get care from them, or visited themwithin the past 3 months.

We’ll help you choose a new qualified in-network provider for continued care.
If you’re undergoingmedical treatment or therapieswith your current provider, youhave
the right toask to continuegettingmedically necessary treatmentor therapies.We’llwork
with you so you can continue to get care.
We’ll give you information about available enrollment periods and options youmay have
for changing plans.
Whenan in-networkproviderorbenefit is unavailableor inadequate tomeet yourmedical
needs, we’ll arrange for anymedically necessary covered benefit outside of our provider
network at in-network cost sharing. Prior authorization from the plan is needed.
If you find out your doctor or specialist is leaving our plan, please contact us so we can
help you choose a new provider to manage your care.
If you believewe haven’t furnished youwith a qualified provider to replace your previous
provider or that your care isn’t being appropriately managed, you have the right to file a
quality-of-care complaint to the QIO, a quality-of-care grievance to our plan, or both (go
to Chapter 7.).
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Section 2.3 How to get care from out-of-network providers

As amember of our plan, you can choose to get care from out-of-network providers. However,
providers that don't contract with us are under no obligation to treat you, except in emergency
situations. Our plan will cover services from either in-network or out-of-network providers, as
long as the services are covered benefits and are medically necessary. However, if you use an
out-of-network provider, your share of the costs for your covered servicesmay be higher.
Here are more important things to know about using out-of-network providers:

You can get your care from an out-of-network provider, however, in most cases that
providermust be eligible to participate in Medicare. Except for emergency care, we can’t
pay a providerwho isn’t eligible to participate inMedicare. If you get care fromaprovider
who isn’t eligible to participate in Medicare, you'll be responsible for the full cost of the
services you receive. Check with your provider before getting services to confirm that
they're eligible to participate in Medicare.
You don’t need a referral or prior authorization when you get care from out-of-network
providers. However, before getting services from out-of-network providers, ask for a
pre-visit coverage decision to confirm that the services you get are covered and are
medically necessary. (Go toChapter 7, Section4 for informationaboutasking for coverage
decisions.) This is important because:

Withoutapre-visit coveragedecision, and if ourplan laterdetermines that the services
aren’t coveredorwerenotmedically necessary, ourplanmaydenycoverageandyou’ll
be responsible for the entire cost. If we say we won’t cover the services you got, you
have the right to appeal our decision not to cover
your care (go to Chapter 7 to learn how tomake an appeal.)

It's best to ask an out-of-network provider to bill our plan first. But, if you've already paid
for the covered services,we'll reimburse you for our shareof the cost for covered services.
Or if an out-of-network provider sends you a bill that you think we should pay, you can
send it to us for payment (go to Chapter 5).
If you're using an out-of-network provider for emergency care, urgently needed services,
or out-of-area dialysis, youmay not have to pay a higher cost-sharing amount (go to
Section 3).

SECTION 3 How to get services in an emergency, disaster, or urgent need
for care

Section 3.1 Get care if you have amedical emergency

Amedical emergency is when you, or any other prudent laypersonwith an average knowledge
ofhealthandmedicine,believe thatyouhavemedical symptomsthat require immediatemedical
attention to prevent your loss of life (and, if you're a pregnant woman, loss of an unborn child),
loss of a limb or function of a limb, or loss of or serious impairment to a bodily function. The
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medical symptomsmay be an illness, injury, severe pain, or a medical condition that's quickly
getting worse.

If you have a medical emergency:

Get help as quickly as possible. Call 911 for help or go to the nearest emergency room
orhospital. Call for anambulance if youneed it. Youdon't need toget approval or a referral
first from your PCP. You don't need to use a network doctor. You can get covered
emergency medical care whenever you need it, anywhere in the United States or its
territories, and from any provider with an appropriate state license even if they're not
part of our network. We also cover emergency services outside the United States and its
territories.
As soon as possible, make sure that our plan has been told about your emergency.
We need to follow up on your emergency care. You or someone else should call to tell us
about your emergency care, usually within 48 hours. Please contact Member Services at
833-536-2001 8am-8pm EST, 7 days a week October 1 - March 31, and 8am-8pm EST
Monday - Friday, April 1 - September 30 (TTY users should call 711). This information is
also listed on the back of your CareFirst BlueCross BlueShield Advantage Salute medical
identification card and on the back cover of this Evidence of Coverage booklet.

Covered services in amedical emergency

Our plan covers ambulance services in situations where getting to the emergency room in any
other way could endanger your health. We also cover medical services during the emergency.

The doctors giving you emergency carewill decidewhen your condition is stable, andwhen the
medical emergency is over.

After theemergency is over, you're entitled to follow-upcare tobe sure your conditioncontinues
to be stable. Your doctors will continue to treat you until your doctors contact us andmake
plans for additional care. Your follow-up care will be covered by our plan.

If yougetyour follow-upcare fromout-of-networkproviders, you'll pay thehigherout-of-network
cost sharing.

What if it wasn’t a medical emergency?

Sometimes it can be hard to know if you have amedical emergency. For example, youmight go
in for emergency care – thinking that your health is in serious danger – and the doctor may say
that it wasn’t a medical emergency after all. If it turns out that it wasn't an emergency, as long
as you reasonably thought your health was in serious danger, we'll cover your care.

However, after the doctor says it wasn’t an emergency, the amount of cost sharing that you pay
will depend on whether you get the care from network providers or out-of-network providers.
If you get the care from network providers, your share of the costs will usually be lower than if
you get the care from out-of-network providers.
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Section 3.2 Get care when you have an urgent need for services

A service that requires immediate medical attention (but isn’t an emergency) is an urgently
needed service if you’re either temporarily outsideourplan’s service area, or if it’s unreasonable
given your time, place, and circumstances to get this service fromnetwork providers. Examples
ofurgentlyneededservicesareunforeseenmedical illnessesand injuries,orunexpected flare-ups
of existing conditions. However, medically necessary routine provider visits, such as annual
checkups, aren’t considered urgently needed even if you’re outside our plan’s service area or
our plan network is temporarily unavailable.

Youcanreceiveurgentcare throughurgentcarecentersor throughtelehealthandonlineoptions.
Your Provider Directory includes a list of urgent care centers that are within the network. You
can also take advantage of remote options such as Additional Telehealth Services (see the
Medical Benefits Chart in Chapter 4 for more information).

Urgently needed services are covered worldwide.

Only benefits rendered in an urgent care setting are covered. If you are admitted, inpatient
benefits related to your urgent care visit are not covered by the plan.

If you have an emergency service outside the U.S. and its territories, youwill be responsible for
payment at the time services are rendered. Youmay then submit your claims and proof of
payment for reimbursement consideration (minus any applicable member cost sharing).
Transportation and repatriation are not covered.

For more information please see Chapter 5 (Section 1).

Our plan covers worldwide emergency services outside the United States under the following
circumstances.

The care is needed to treat, evaluate, or stabilize an emergency medical condition; or
Services are provided to treat a non-emergency, unforeseenmedical illness, injury, or
condition that requires immediate medical care.

Onlybenefits rendered inanemergency roomsettingarecovered. If youareadmitted, inpatient
benefits related to your emergency are not covered by the plan.

If you have an emergency service outside the U.S. and its territories, youwill be responsible for
payment at the time services are rendered. Youmay then submit your claims and proof of
payment for reimbursement consideration (minus any applicable member cost sharing).
Transportation and repatriation are not covered.

For more information please see Chapter 5 (Section 1).

Section 3.3 Get care during a disaster

If the Governor of your state, the U.S. Secretary of Health andHuman Services, or the President
of the United States declares a state of disaster or emergency in your geographic area, you're
still entitled to care from our plan.
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Visit www.carefirst.com/medicareadvantage for information on how to get needed care during
a disaster.

If you can't use a network provider during a disaster, our plan will allow you to get care from
out-of-network providers at in-network cost sharing.

SECTION 4 What if you're billed directly for the full cost of covered
services?

If you have paidmore than our plan cost sharing for covered services, or if you got a bill for the
full cost of coveredmedical services, you can ask us to pay our share of the cost of covered
services. Go to Chapter 5 for information about what to do.

Section 4.1 If services aren't covered by our plan, youmust pay the full cost

CareFirst BlueCross BlueShield Advantage Salute covers all medically necessary services as
listed in the Medical Benefits Chart in Chapter 4. If you get services that aren't covered by our
plan, you're responsible for paying the full cost of services.

For covered services that have a benefit limitation, you also pay the full cost of any services you
get after you use up your benefit for that type of covered service. Any amounts you pay after
the benefit has been exhausted will not count toward the out-of-pocket maximum.

SECTION 5 Medical services in a clinical research study?

Section 5.1 What is a clinical research study

A clinical research study (also called a clinical trial) is a way that doctors and scientists test new
types of medical care, like howwell a new cancer drug works. Certain clinical research studies
are approved by Medicare. Clinical research studies approved by Medicare typically ask for
volunteers to participate in the study. When you’re in a clinical research study, you can stay
enrolled in our plan and continue to get the rest of your care (the care that is not related to the
study) through our plan.

If you participate in a Medicare-approved study, Original Medicare paysmost of the costs
for covered services you get as part of the study. If you tell us you’re in a qualified clinical
trial, you’re only responsible for the in-network cost sharing for the services in that trial. If you
paid more—for example, if you already paid the Original Medicare cost-sharing amount—we’ll
reimburse the difference between what you paid and the in-network cost sharing. You’ll need
to provide documentation to show us howmuch you paid.

If you want to participate in any Medicare-approved clinical research study, you don’t need to
tell usor get approval fromus. Theproviders thatdeliver your careaspart of the clinical research
study don’t need to be part of our plan’s network. (This doesn’t apply to covered benefits that
require a clinical trial or registry to assess the benefit, including certain benefits requiring
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coverage with evidence development (NCDs-CED) and investigational device exemption (IDE)
studies. These benefits may also be subject to prior authorization and other plan rules.)

While you don't need our plan’s permission to be in a clinical research study,we encourage you
to notify us in advance when you choose to participate in Medicare-qualified clinical trials.

If you participate in a study not approved byMedicare, you'll be responsible for paying all costs
for your participation in the study.

Section 5.2 Who pays for services in a clinical research study

Onceyou joinaMedicare-approvedclinical researchstudy,OriginalMedicarecovers the routine
items and services you get as part of the study, including:

Room and board for a hospital stay that Medicare would pay for even if you weren’t in a
study.
An operation or other medical procedure if it's part of the research study.
Treatment of side effects and complications of the new care.

After Medicare pays its share of the cost for these services, our plan will pay the difference
between the cost sharing in Original Medicare and your in-network cost sharing as a member
of our plan. Thismeans you'll pay the same amount for the services you get as part of the study
as youwould if yougot these services fromourplan.However, youmust submit documentation
showing howmuch cost sharing you paid. Go to Chapter 5 for more information on submitting
requests for payments.

Example of cost sharing in a clinical trial: Let’s say you have a lab test that costs $100 as part
of the research study. Your share of the costs for this test is $20 under Original Medicare, but
the test would be $10 under our plan. In this case, Original Medicare would pay $80 for the
test, and you would pay the $20 copay required under Original Medicare. You would then
notify our plan that you got a qualified clinical trial service and submit documentation (like
a provider bill) to our plan. Our plan would then directly pay you $10. This makes your net
payment for the test $10, the same amount you’d pay under our plan’s benefits.

When you’re in a clinical research study,neitherMedicare nor our planwill pay for anyof the
following:

Generally, Medicare won't pay for the new item or service the study is testing unless
Medicare would cover the item or service even if you weren't in a study.
Items or services provided only to collect data and not used in your direct health care.
For example, Medicare won't pay for monthly CT scans done as part of a study if your
medical condition would normally require only one CT scan.
Items and services provided by the research sponsors free-of-charge for people in the
trial.
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Getmore information about joining a clinical research study

Getmore informationabout joiningaclinical researchstudy in theMedicarepublicationMedicare
andClinical ResearchStudies,availableatwww.Medicare.gov/sites/default/files/2019-09/02226-
medicare-and-clinical-research-studies.pdf. Youcanalsocall 1-800-MEDICARE (1-800-633-4227).
TTY users call 1-877-486-2048.

SECTION 6 Rules for getting care in a religious non-medical health care
institution

Section 6.1 A religious non-medical health care institution

A religiousnon-medical health care institution is a facility that provides care for a condition that
would ordinarily be treated in a hospital or skilled nursing facility. If getting care in a hospital
or a skilled nursing facility is against a member’s religious beliefs, we'll instead cover care in a
religious non-medical health care institution. This benefit is provided only for Part A inpatient
services (non-medical health care services).

Section 6.2 How to get care from a religious non-medical health care institution

Toget care froma religiousnon-medical health care institution, youmust signa legaldocument
that says you're conscientiously opposed to getting medical treatment that is non-excepted.

Non-exceptedmedical careor treatment is anymedical careor treatment that's voluntary
and not required by any federal, state, or local law.
Exceptedmedical treatment ismedical careor treatment that youget that'snotvoluntary
or is required under federal, state, or local law.

To be covered by our plan, the care you get froma religious non-medical health care institution
must meet the following conditions:

The facility providing the care must be certified by Medicare.
Our plan only covers non-religious aspects of care.
If you get services from this institution that are provided to you in a facility, the following
conditions apply:

Youmust have a medical condition that would allow you to get covered services for
inpatient hospital care or skilled nursing facility care.
– and – youmust get approval in advance from our plan before you're admitted to the
facility, or your stay won't be covered.

Medicare InpatientHospital andSkilledNursing Facility Care coverage limits apply. Please refer
to the Medical Benefits Chart in Chapter 4 for more details.
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SECTION 7 Rules for ownership of durable medical equipment

Section 7.1 You won’t own some durable medical equipment after making a certain
number of payments under our plan

Durable medical equipment (DME) includes items like oxygen equipment and supplies,
wheelchairs,walkers, poweredmattress systems, crutches,diabetic supplies, speechgenerating
devices, IV infusion pumps, nebulizers, and hospital beds ordered by a provider for members
to use in the home. Themember always owns some DME items, like prosthetics. Other types of
DME youmust rent.

In Original Medicare, people who rent certain types of DME own the equipment after paying
copayments for the item for 13 months. As amember of CareFirst BlueCross BlueShield
Advantage Salute you won’t get ownership of rented DME items nomatter howmany
copayments youmake for the itemwhile amember of our plan. You won’t get ownership
even if youmade up to 12 consecutive payments for the DME item under Original Medicare
before you joined our plan.

What happens to payments youmade for durable medical equipment if you switch to
Original Medicare?

If you didn’t get ownership of the DME itemwhile in our plan, you’ll have to make 13 new
consecutivepaymentsafter youswitch toOriginalMedicare toown theDME item.Thepayments
youmade while enrolled in our plan don’t count toward these 13 payments.

Example 1: Youmade 12 or fewer consecutive payments for the item in Original Medicare and
then joined our plan. The payments youmade in Original Medicare don’t count.

Example 2: Youmade 12 or fewer consecutive payments for the item in Original Medicare and
then joined our plan. You didn’t get ownership of the itemwhile in our plan. You then go back
to Original Medicare. You’ll have to make 13 consecutive new payments to own the item once
you rejoinOriginalMedicare. Anypayments youalreadymade (whether toourplanor toOriginal
Medicare) don’t count.

Section 7.2 Rules for oxygen equipment, supplies, andmaintenance

What oxygen benefits are you entitled to?

If youqualify forMedicareoxygenequipmentcoverageCareFirstBlueCrossBlueShieldAdvantage
Salute will cover:

Rental of oxygen equipment
Delivery of oxygen and oxygen contents
Tubing and related oxygen accessories for the delivery of oxygen and oxygen contents
Maintenance and repairs of oxygen equipment

If you leave CareFirst BlueCross BlueShield Advantage Salute or no longer medically require
oxygen equipment, the oxygen equipment must be returned.
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What happens if you leave our plan and return to Original Medicare?

Original Medicare requires an oxygen supplier to provide you services for 5 years. During the
first 36 months, you rent the equipment. For the remaining 24 months, the supplier provides
the equipment andmaintenance (you’re still responsible for the copayment for oxygen). After
5 years, you can choose to staywith the same companyor go to another company. At this point,
the 5-year cycle starts over again, even if you stay with the same company, and you’re again
required topay copayments for the first 36months. If you join or leaveour plan, the 5-year cycle
starts over.
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CHAPTER 4:
Medical Benefits Chart (what’s covered and
what you pay)
SECTION 1 Understanding your out-of-pocket costs for covered services

The Medical Benefits Chart that lists your covered services and shows howmuch you will pay
for each covered service as amember of CareFirst BlueCross BlueShield Advantage Salute. This
section also gives information aboutmedical services that aren’t covered. It also explains limits
on certain services.

Section 1.1 Out-of-pocket costs youmay pay for covered services

Types of out-of-pocket costs youmay pay for covered services include:

Copayment: the fixed amount you pay each time you receive certain medical services.
You pay a copayment at the time you get themedical service. (TheMedical Benefits Chart
tells youmore about your copayments.)
Coinsurance: the percentage you pay of the total cost of certain medical services. You
pay a coinsurance at the time you get the medical service. (The Medical Benefits Chart
tells youmore about your coinsurance.)

Most people who qualify for Medicaid or for the Qualified Medicare Beneficiary (QMB) program
don’t pay deductibles, copayments or coinsurance. If you’re in one of these programs, be sure
to show your proof of Medicaid or QMB eligibility to your provider.

Section 1.2 What’s themostyou’ll pay forMedicarePartAandPartBcoveredmedical
services?

Under our plan, there are 2 different limits on what you pay out-of-pocket for coveredmedical
services:
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Your in-networkmaximum out-of-pocket amount (MOOP) is $5,900. This is the most
youpayduring the calendar year for coveredMedicare Part A andPart B services received
from network providers. The amounts you pay for deductibles, copayments, and
coinsurance for covered services from network providers count toward this in-network
maximumout-of-pocket amount. (The amounts you pay for plan premiums and services
fromout-of-networkprovidersdon’tcounttowardyour in-networkmaximumout-of-pocket
amount. In addition, amounts you pay for some services do not count toward your
in-networkmaximumout-of-pocket amount. These services aremarkedwith an asterisk
in the Medical Benefits Chart.) If you pay $5,900 for covered Part A and Part B services
from network providers, you won’t have any out-of-pocket costs for the rest of the year
whenyouseeournetworkproviders.However, youmustcontinue topayourplanpremium
and theMedicarePart Bpremium (unless yourPart Bpremium ispaid for youbyMedicaid
or another third party).
Your combinedmaximum out-of-pocket amount is $8,950. This is the most you pay
during the calendar year for covered Medicare Part A and Part B services received from
both in-network and out-of-network providers. The amounts you pay for deductibles,
copayments, andcoinsurance for coveredservices count toward this combinedmaximum
out-of-pocket amount. (The amounts you pay for our plan premiums don’t count toward
your combinedmaximumout-of-pocket amount. In addition, amounts you pay for some
services do not count toward your combinedmaximum out-of-pocket amount. These
services are marked in the Medical Benefits Chart. If you pay $8,950 for covered services,
you’ll have 100%coverage andwon’t have any out-of-pocket costs for the rest of the year
for covered Part A and Part B services. However, youmust continue to pay your plan
premium and the Medicare Part B premium (unless your Part B premium is paid for you
by Medicaid or another third party).

Section 1.3 Providers aren’t allowed to balance bill you

As a member of CareFirst BlueCross BlueShield Advantage Salute, you have an important
protection because you only have to pay your cost-sharing amount when you get services
covered by our plan. Providers can’t bill you for additional separate charges, called balance
billing. This protection applies even if we pay the provider less than the provider charges for a
service, and even if there’s a dispute and we don’t pay certain provider charges.

Here’s how this protection from balance billing works:

If your cost sharing is a copayment (a set amount of dollars, for example, $15.00), then
youpayonly thatamount foranycoveredservices fromanetworkprovider. You’ll generally
have higher copayments when you get care from out-of-network providers.
If your cost sharing is a coinsurance (a percentage of the total charges), then you never
pay more than that percentage. However, your cost depends on which type of provider
you see:
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If yougetcoveredservices fromanetworkprovider, youpay thecoinsurancepercentage
multiplied by our plan’s reimbursement rate (this is set in the contract between the
provider and our plan).
If you get covered services from an out-of-network provider who participates with
Medicare, you pay the coinsurance percentage multiplied by the Medicare payment
rate for participating providers.
If youget thecoveredservices fromanout-of-networkproviderwhodoesn’tparticipate
withMedicare, youpay thecoinsurancepercentagemultipliedby theMedicarepayment
rate for non-participating providers.

If you think a provider has balance billed you, call Member Services at 833-536-2001 (TTY
users call 711).

SECTION 2 The Medical Benefits Chart shows yourmedical benefits and
costs

The Medical Benefits Chart on the next pages lists the services CareFirst BlueCross BlueShield
Advantage Salute covers andwhat you pay out of pocket for each service. The services listed in
the Medical Benefits Chart are covered only when these requirements are met:

Your Medicare-covered services must be provided according to Medicare coverage
guidelines.
Your services (including medical care, services, supplies, equipment, and Part B drugs)
must bemedically necessary. Medically necessary means that the services, supplies, or
drugs are needed for the prevention, diagnosis, or treatment of your medical condition
andmeet accepted standards of medical practice.
For new enrollees, your MA coordinated care plan must provide a minimum 90-day
transition period, duringwhich time the newMAplanmaynot require prior authorization
for any active course of treatment, even if the course of treatment was for a service that
commenced with an out-of-network provider.
Someof the services listed in theMedicalBenefitsChart are coveredas in-network services
only if your doctor or other network provider gets approval in advance (sometimes called
prior authorization).

Covered services that need approval in advance to be covered as in-network services
are marked in italics in the Medical Benefits Chart.
You never need approval in advance for out-of-network services from out-of-network
providers.
While you don’t need approval in advance for out-of-network services, you or your
doctor can ask us to make a coverage decision in advance.

Other important things to know about our coverage:

For benefits where your cost sharing is a coinsurance percentage, the amount you pay
depends on what type of provider you get the services from:
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If you get the covered services from a network provider, you pay the coinsurance
percentagemultipliedbyourplan’s reimbursement rate (asdetermined in thecontract
between the provider and our plan).
If you get the covered services from an out-of-network provider who participates with
Medicare, you pay the coinsurance percentage multiplied by the Medicare payment
rate for participating providers.
If youget thecoveredservices fromanout-of-networkproviderwhodoesn’tparticipate
withMedicare, youpay thecoinsurancepercentagemultipliedby theMedicarepayment
rate for non-participating providers.

Like all Medicare health plans, we cover everything that Original Medicare covers. For
some of these benefits, you paymore in our plan than you would in Original Medicare.
Forothers, youpay less. (To learnmoreabout the coverageandcostsofOriginalMedicare,
go to yourMedicare & You 2026 handbook. View it online at www.Medicare.gov or ask for
a copy by calling 1-800-MEDICARE (1-800-633-4227). TTY users call 1-877-486-2048.)
For preventive services covered at no cost under Original Medicare, we also cover those
services at no cost to you. However, if you’re also treated or monitored for an existing
medical condition during the visit when you get the preventive service, a copayment will
apply for the care you got for the existing medical condition.
If Medicare adds coverage for any new services during 2026, either Medicare or our plan
will cover those services.

Special SupplementalBenefits for theChronically Ill: ImportantBenefit Information forEnrollees
with Chronic Conditions.

If you are diagnosed with the following chronic condition(s) identified below andmeet certain
criteria, youmay be eligible for special supplemental benefits for the chronically ill.

Chronic alcohol use disorder and other substance use disorders (SUDs),
Autoimmune disorders,
Cancer,
Cardiovascular disorders,
Chronic heart failure,
Dementia,
Diabetes mellitus,
Overweight, obesity, andmetabolic syndrome,
Chronic gastrointestinal disease,
Chronic kidney disease (CKD),
Severe hematologic disorders,
HIV/AIDS,
Chronic lung disorders,
Chronic and disabling mental health conditions,
Neurological disorders,
Stroke,
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Post-organ transplantation,
Immunodeficiency and Immunosuppressive disorders,
Conditions associated with cognitive impairment,
Conditions with functional challenges,
Chronic conditions that impair vision, vision, hearing (deafness), taste, touch, and smell,
Conditions that require continued therapy services in order for individuals to maintain
or retain functioning,
Chronically underweight

Membersmust attest to having one ormore of the chronic conditions listed above and the plan
may choose to confirm the diagnosis via claims review.

Formore detail, go to the Special Supplemental Benefits for the Chronically Ill row in the
Medical Benefits Chart below.
Contact us to find out exactly which benefits youmay be eligible for.

This apple shows preventive services in the Medical Benefits Chart.

Medical Benefits Chart

What you pay
when you get
these services
Out-of-Network

What you pay
when you get
these services
In-NetworkCovered Service

50% coinsurance
for all services
out-of-network

There is no
coinsurance,
copayment, or

Abdominal aortic aneurysm screening

A one-time screening ultrasound for people at
risk. Our plan only covers this screening if you You pay these

amounts until you

deductible for
members eligible
for this preventive
screening.

have certain risk factors and if you get a referral
for it from your physician, physician assistant,
nurse practitioner, or clinical nurse specialist.

reach the
out-of-pocket
maximum.

50% coinsurance
for all services
out-of-network

$0 copay at a PCP
office or $35 copay
at a Specialist

Acupuncture for chronic low back pain

Covered services include:

Up to 12 visits in 90 days are covered under the
following circumstances: You pay these

amounts until you

office for each
Medicare-covered
acupuncture visit.For the purpose of this benefit, chronic low back

pain is defined as:
reach the
out-of-pocket
maximum.$20 copay for any

additional
Lasting 12 weeks or longer;
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What you pay
when you get
these services
Out-of-Network

What you pay
when you get
these services
In-NetworkCovered Service

acupuncture
services beyond

nonspecific, in that it has no identifiable
systemic cause (i.e., not associated with
metastatic, inflammatory, infectious disease,
etc.);

Medicare-covered
services (12 visits
per calendar year).
Non-Medicare
covered / routine

not associated with surgery; and
not associated with pregnancy.

Anadditional 8 sessionswill be covered for those
patients demonstrating an improvement. No

services do not
count toward your

more than 20 acupuncture treatments may be
administered annually.

maximum
out-of-pocket
(MOOP).Treatmentmust be discontinued if the patient is

not improving or is regressing.

Provider Requirements:

Physicians (as defined in 1861(r)(1) of the Social
Security Act (the Act)) may furnish acupuncture
inaccordancewithapplicablestate requirements.

Physician assistants (PAs), nurse practitioners
(NPs)/clinical nurse specialists (CNSs) (as
identified in 1861(aa) (5) of theAct), andauxiliary
personnel may furnish acupuncture if theymeet
all applicable state requirements and have:

a master’s or doctoral level degree in
acupuncture or Oriental Medicine from a
school accredited by the Accreditation
Commission on Acupuncture and Oriental
Medicine (ACAOM); and,
a current, full, active, andunrestricted license
to practice acupuncture in a State, Territory,
or Commonwealth (i.e., Puerto Rico) of the
United States, or District of Columbia.

Auxiliarypersonnel furnishingacupuncturemust
be under the appropriate level of supervision of
a physician, PA, or NP/CNS required by our
regulations at 42 CFR §§ 410.26 and 410.27.

Ourplanalsocovers routineacupuncturebeyond
chronic low back pain.
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What you pay
when you get
these services
Out-of-Network

What you pay
when you get
these services
In-NetworkCovered Service

50% coinsurance
for all services
out-of-network

Prior authorization
maybe required for
non-emergent
services.

Ambulance services

Covered ambulance services, whether for an
emergency or non-emergency situation, include
fixed wing, rotary wing, and ground ambulance You pay these

amounts until you$240 copay for
each

services, to the nearest appropriate facility that
canprovide care if they’re furnished toamember reach the

Medicare-coveredwhosemedicalcondition is suchthatothermeans out-of-pocket
maximum.one-wayof transportation could endanger the person’s

ambulanceground
trip.
20% for each
Medicare-covered
air ambulance trip.

health or if authorized by our plan. If the covered
ambulance services aren’t for an emergency
situation, it should be documented that the
member’s condition is such that other means of
transportation could endanger the person’s
health and that transportation by ambulance is
medically required.

This copay is not
waived if you are
admitted to a
hospital.

50% coinsurance
for all services
out-of-network

$0 copay for an
annual physical
exam (1 per
calendar year).

Annual Physical Exam

The plan covers a routine physical exam, in
addition to theannualwellness visit, oncea year.
This exam includes a detailed medical/family You pay these

amounts until youhistory and the performance of a detailed head
reach theto toe assessmentwithhands-onexaminationof
out-of-pocket
maximum.

all thebody systems. Additional services include,
as appropriate, follow-up orders or referrals to
other practitioners, lab tests, clinical screenings,
EKG, recommendations forpreventivescreenings,
vaccination(s), and counseling about healthy
behaviors.

50% coinsurance
for all services
out-of-network

There is no
coinsurance,
copayment, or

Annual wellness visit

If you’ve had Part B for longer than 12 months,
you can get an annual wellness visit to develop You pay these

amounts until you

deductible for the
annual wellness
visit.

or update a personalized prevention plan based
on your current health and risk factors. This is
covered once every 12 months.

reach the
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What you pay
when you get
these services
Out-of-Network

What you pay
when you get
these services
In-NetworkCovered Service

out-of-pocket
maximum.

Note: Your first annual wellness visit can’t take
place within 12 months of yourWelcome to
Medicare preventive visit. However, you don’t
need to have had aWelcome to Medicare visit to
becovered for annualwellness visits after you’ve
had Part B for 12 months.

50% coinsurance
for all services
out-of-network

There is no
coinsurance,
copayment, or

Bonemassmeasurement

Forqualifiedpeople (generally, thismeanspeople
at risk of losing bonemass or at risk of You pay these

amounts until you

deductible for
Medicare-covered
bonemass
measurement.

osteoporosis), the following services are covered
every 24 months or more frequently if medically
necessary: procedures to identify bonemass,

reach the
out-of-pocket
maximum.detect bone loss, or determine bone quality,

including a physician’s interpretation of the
results.

50% coinsurance
for all services
out-of-network

There is no
coinsurance,
copayment, or

Breast cancer screening (mammograms)

Covered services include:
deductible for You pay these

amounts until you
Onebaselinemammogrambetween the ages
of 35 and 39

covered screening
mammograms. reach theOne screeningmammogramevery 12months

for women aged 40 and older out-of-pocket
maximum.Clinical breast exams once every 24 months

50% coinsurance
for all services
out-of-network

$10 copay for each
Medicare-covered
cardiacor intensive

Cardiac rehabilitation services

Comprehensive programs of cardiac
rehabilitation services that include exercise,

cardiac
rehabilitation visit.

education, and counseling are covered for
members whomeet certain conditions with a
doctor’s order.

You pay these
amounts until you
reach the
out-of-pocket
maximum.

Our plan also covers intensive cardiac
rehabilitation programs that are typically more
rigorous or more intense than cardiac
rehabilitation programs.
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What you pay
when you get
these services
Out-of-Network

What you pay
when you get
these services
In-NetworkCovered Service

50% coinsurance
for all services
out-of-network

There is no
coinsurance,
copayment, or

Cardiovasculardiseaseriskreductionvisit
(therapy for cardiovascular disease)

Wecoveronevisit per yearwithyourprimarycare
doctor to help lower your risk for cardiovascular

You pay these
amounts until you

deductible for the
intensive
behavioral therapydisease.During this visit, yourdoctormaydiscuss reach the
cardiovascularaspirin use (if appropriate), check your blood out-of-pocket

maximum.disease preventive
benefit.

pressure, and give you tips to make sure you’re
eating healthy.

50% coinsurance
for all services
out-of-network

There is no
coinsurance,
copayment, or

Cardiovascular disease screening tests

Blood tests for the detection of cardiovascular
disease (or abnormalities associated with an You pay these

amounts until you

deductible for
cardiovascular
disease testing that

elevated risk of cardiovascular disease) once
every 5 years (60 months). reach the

is covered once
every 5 years.

out-of-pocket
maximum.

50% coinsurance
for all services
out-of-network

There is no
coinsurance,
copayment, or

Cervical and vaginal cancer screening

Covered services include:
deductible for You pay these

amounts until you
For allwomen:Pap tests andpelvic examsare
covered once every 24 months

Medicare-covered
preventivePapand
pelvic exams.

reach the
out-of-pocket
maximum.

If you’re at high risk of cervical or vaginal
cancer or you’re of childbearing age and have
had an abnormal Pap test within the past 3
years: one Pap test every 12 months

50% coinsurance
for all services
out-of-network

Prior authorization
maybe required for
Medicare-covered

Chiropractic services

Covered services include:

Manual manipulation of the spine to correct
subluxation You pay these

amounts until you

chiropractic
services only.

Our plan also covers routine chiropractic
services beyondmanual manipulation of the
spine to correct subluxation

reach the
out-of-pocket
maximum.

$10 copay for each
Medicare-covered
chiropractic visit.
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What you pay
when you get
these services
Out-of-Network

What you pay
when you get
these services
In-NetworkCovered Service

$10 copay for any
additional
chiropracticservice
beyond
Medicare-covered
services (12 visits
per calendar year).
Non-Medicare
covered / routine
services do not
count toward your
maximum
out-of-pocket
(MOOP).

50% coinsurance
for all services
out-of-network

Cost sharing for
this service will
vary depending on

Chronic painmanagement and treatment
services

Coveredmonthly services for people living with
chronic pain (persistent or recurring pain lasting You pay these

amounts until you

individual services
providedunder the
course of

longer than3months). Servicesmay includepain
assessment, medicationmanagement, and care
coordination and planning.

reach the
out-of-pocket
maximum.

treatment. Please
consult theMedical
Benefits Chart for
cost-sharing
amounts.

These services will
most likely be
provided througha
PCP or Specialist
and your cost
sharing would be:

$0 copay for each
Medicare-covered
Primary Care
Provider visit or
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What you pay
when you get
these services
Out-of-Network

What you pay
when you get
these services
In-NetworkCovered Service

each telehealth
visit.

$35 copay for each
Medicare-covered
Specialist visit.

50% coinsurance
for all services
out-of-network

There is no
coinsurance,
copayment, or

Colorectal cancer screening

The following screening tests are covered:
deductible for a You pay these

amounts until you
Colonoscopy has nominimum or maximum
age limitation and is covered once every 120
months (10 years) for patientsnot at high risk,
or 48 months after a previous flexible
sigmoidoscopy forpatientswhoaren’t at high
risk for colorectal cancer, and once every 24
months for high-risk patients after a previous
screening colonoscopy.

Medicare-covered
colorectal cancer
screening exam. If
your doctor finds
and removes a
polyp or other
tissue during the
colonoscopy or

reach the
out-of-pocket
maximum.

Computed tomography colonography for
patients45yearsandolderwhoarenotathigh
risk of colorectal cancer and is covered when
at least 59 months have passed following the
month in which the last screening computed
tomography colonographywas performed or
47 months have passed following the month
in which the last screening flexible
sigmoidoscopyor screeningcolonoscopywas
performed. For patients at high risk for
colorectal cancer, payment may bemade for
a screening computed tomography
colonography performed after at least 23
months have passed following the month in
which the last screening computed
tomography colonography or the last
screening colonoscopy was performed.

flexible
sigmoidoscopy, the
screening exam
becomes a
diagnostic exam
and there is no
coinsurance,
copayment, or
deductible in our
plan.

$0 copay for each
Medicare-covered
barium enema.
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What you pay
when you get
these services
Out-of-Network

What you pay
when you get
these services
In-NetworkCovered Service

Flexible sigmoidoscopy for patients 45 years
andolder.Onceevery120months forpatients
not at high risk after the patient got a
screeningcolonoscopy.Onceevery48months
for high risk patients from the last flexible
sigmoidoscopy or computed tomography
colonography.
Screening fecal-occult blood tests forpatients
45 years and older. Once every 12 months.
Multitarget stool DNA for patients 45 to 85
yearsof ageandnotmeetinghigh risk criteria.
Once every 3 years.
Blood-based Biomarker Tests for patients 45
to 85 years of age and not meeting high risk
criteria. Once every 3 years.
Colorectal cancer screening tests include a
follow-on screening colonoscopy after a
Medicare-covered non-invasive stool-based
colorectal cancer screening test returns a
positive result.
Colorectal cancer screening tests include a
planned screening flexible sigmoidoscopy or
screening colonoscopy that involves the
removal of tissue or other matter, or other
procedure furnished in connection with, as a
result of, and in the same clinical encounter
as the screening test.

50% coinsurance
for all services
out-of-network

Clinical reviewmay
be required for
non-preventive
dental services.

Dental services

In general, preventive dental services (such as
cleaning, routinedentalexams,anddental x-rays)
aren’t covered by Original Medicare. However, You pay these

amounts until you$40 copay for
Medicare-covered

Medicare currently pays for dental services in a
limited number of circumstances, specifically reach the

comprehensive
dental services.

when that service is an integral part of specific
treatment of a person’s primary medical

out-of-pocket
maximum.

condition. Examples include reconstruction of Non-Medicare cov-
ered / routine ser-the jawafter a fractureor injury, toothextractions
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What you pay
when you get
these services
Out-of-Network

What you pay
when you get
these services
In-NetworkCovered Service

done in preparation for radiation treatment for
cancer involving the jaw, or oral exams prior to
organ transplantation.

vices do not count
toward your maxi-
mumout-of-pocket
(MOOP).In addition, we cover Preventive and

Comprehensive dental services. For more Preventive
Services:information on the additional dental coverage

provided by the plan, please see the chart
following this Medical Benefits Chart.

Cleanings: $0
copay per service

Oral Exams: $0
copay per service

X-rays: $0 copay
per service

Fluoride
Treatment: $0
copay per service

Additional
Comprehensive
Services:

Our plan also
covers additional
comprehensive
dental services, up
to a benefit
maximum amount
of $1,000 per
calendar year.

Extractions - $40 to
$100

Adjunct General
Services - $15 to
$30

Endodontics - $100
to $200
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What you pay
when you get
these services
Out-of-Network

What you pay
when you get
these services
In-NetworkCovered Service

Periodontics - $50
to $300

Restorative - $15 to
$400

Implant Services-
$70 to $500

Prosthodontics,
Removable - $30 to
$700

Prosthodontics,
Fixed - $40 to $400

Oral and
Maxillofacial
Surgery - $40 to
$100

AdjunctiveGeneral
Services - $15 to
$30

For information on
the preventive and
comprehensive
dental coverage
please see the
chart after the
Medical Benefits
Chart.

50% coinsurance
for all services
out-of-network

There is no
coinsurance,
copayment, or

Depression screening

We cover one screening for depression per year.
The screening must be done in a primary care You pay these

amounts until you

deductible for an
annual depression
screening visit.

setting thatcanprovide follow-uptreatmentand/
or referrals. reach the

out-of-pocket
maximum.
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What you pay
when you get
these services
Out-of-Network

What you pay
when you get
these services
In-NetworkCovered Service

50% coinsurance
for all services
out-of-network

There is no
coinsurance,
copayment, or

Diabetes screening

Wecover this screening (includes fastingglucose
tests) if you have any of these risk factors: high You pay these

amounts until you

deductible for the
Medicare-covered
diabetes screening
tests.

blood pressure (hypertension), history of
abnormal cholesterol and triglyceride levels
(dyslipidemia), obesity, or ahistoryof highblood

reach the
out-of-pocket
maximum.sugar (glucose). Testsmay also be covered if you

meet other requirements, like being overweight
and having a family history of diabetes.

Youmay be eligible for up to 2 diabetes
screenings every 12 months following the date
of your most recent diabetes screening test.

50% coinsurance
for all services
out-of-network

$0 copay for
Medicare-covered
diabetic supplies.

Diabetes self-management training,
diabetic services and supplies

For all people who have diabetes (insulin and
non-insulin users). Covered services include:

You pay these
amounts until you

15% coinsurance
for

reach theMedicare-coveredSupplies tomonitor yourbloodglucose:blood
glucose monitor, blood glucose test strips,
lancet devices and lancets, and
glucose-control solutions for checking the
accuracy of test strips andmonitors.

out-of-pocket
maximum.

therapeutic shoes
and inserts.

$0 copay for each
Medicare-covered
diabetesFor people with diabetes who have severe

diabetic foot disease: one pair per calendar
year of therapeutic custom-molded shoes
(including inserts provided with such shoes)
and 2 additional pairs of inserts, or one pair
of depth shoes and 3 pairs of inserts (not
including the non-customized removable
inserts provided with such shoes). Coverage
includes fitting.

self-management
training.

Diabetes self-management training is covered
under certain conditions.

TrueMetrixandAccu-Chekproductsarepreferred
at network pharmacies. For other blood glucose
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What you pay
when you get
these services
Out-of-Network

What you pay
when you get
these services
In-NetworkCovered Service

meter or test strip products, please contact your
DME supplier.

Wemay apply quantity limits for certain Part B
diabetic supplies. If the request exceeds the
quantity limits, a reviewmay be required.

50% coinsurance
for all services
out-of-network

Prior authorization
may be required
and is the

Durablemedical equipment (DME)andrelated
supplies

(For a definition of durable medical equipment,
go to Chapter 10 and Chapter 3, Section 7.) You pay these

amounts until you

responsibility of the
provideror supplier.

Covered items include, but aren’t limited to,
wheelchairs, crutches, poweredmattress reach the

out-of-pocket
maximum.

Your cost sharing
for Medicare
oxygen equipment

systems,diabetic supplies, hospitalbedsordered
by a provider for use in the home, IV infusion

coverage is 15%pumps, speech generating devices, oxygen
equipment, nebulizers, and walkers. coinsurance for

Medicare-covered
We cover all medically necessary DME covered
by Original Medicare. If our supplier in your area

items. every
month.

does not carry a particular brand or
Your cost sharing
will not change

manufacturer, youmay ask them if they can
special order it for you. The most recent list of

afterbeingenrolled
for 36 months.

suppliers is available on our website at www.
carefirst.com/medicareadvantage.

If prior to enrolling
in CareFirst
BlueCross
BlueShield
Advantage Salute
you hadmade 36
months of rental
payment for
oxygen equipment
coverage, yourcost
sharing inCareFirst
BlueCross
BlueShield
Advantage Salute
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What you pay
when you get
these services
Out-of-Network

What you pay
when you get
these services
In-NetworkCovered Service

is a 15%
coinsurance for
Medicare-covered
items.

$110 copay for each Medicare-covered
emergency room visit.

Emergency care

Emergency care refers to services that are:
Copay iswaived if youareadmitted to the
hospital within 24 hours for the same
condition.

Furnished by a provider qualified to furnish
emergency services, and
Needed to evaluate or stabilize anemergency
medical condition. If you receive emergency care at an

out-of-network hospital and needAmedical emergency is when you, or any other
prudent layperson with an average knowledge inpatient care after your emergency

condition is stabilized, youmustmove toof health andmedicine, believe that you have a network hospital in order to pay themedical symptoms that require immediate in-network cost-sharing amount for themedical attention to prevent loss of life (and, if part of your stay after you are stabilized.you’re a pregnant woman, loss of an unborn If you stayat theout-of-networkhospital,child), loss of a limb, or loss of function of a limb. your staywill be covered but youwill payThemedical symptomsmay be an illness, injury, the out-of-network cost-sharing amountseverepain, or amedical condition that’squickly
getting worse. for the part of your stay after you are

stabilized.
Cost sharing for necessary emergency services
you get out-of-network is the same as when you
get these services furnished in-network.

Worldwide Emergency Coverage:

Worldwide Emergency benefits do NOT
count toward your maximum
out-of-pocket (MOOP).Emergency care is covered worldwide.

Only benefits rendered in an emergency room
settingarecovered. If youareadmitted, inpatient $0 copay for each worldwide emergency

room visit.
$50,000 (USD) combined limitper year for
emergency and urgent care services

benefits related to your emergency are not
covered by the plan.

If youhaveanemergency serviceoutside theU.S.
and its territories, you will be responsible for

provided outside the U.S. and its
territories.

payment at the time services are rendered. You
may then submit your claims and proof of
payment for reimbursementconsideration(minus
any applicable member cost sharing).
Transportationand repatriationarenot covered.
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Out-of-Network

What you pay
when you get
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For more information please see Chapter 5
(Section 1).

$0 copay for all listed services.Fitness benefit (SilverSneakers)

Benefit is covered through plan
contracted vendor only.

SilverSneakers® Membership

SilverSneakers canhelpyou liveahealthier,more
active life through fitness and social connection.
You are covered for a fitness benefit through
SilverSneakers at participating locations1where
youcan takeclasses2anduseexerciseequipment
andother amenities, at noadditional cost to you.
Enroll in as many locations as you like, at any
time.Youalsohaveaccess to instructorswho lead
specially designedgroupexerciseonline classes,
seven days a week with SilverSneakers LIVE.
Additionally, SilverSneakers Community gives
you options to get active outside of traditional
gyms at recreation centers, parks and other
neighborhood locations. SilverSneakers also
connects you to a support network and online
resources through SilverSneakers On-Demand
videos and the SilverSneakers GOmobile app.
Activate your free online account at
SilverSneakers.com to view your SilverSneakers
Member ID number and explore everything
SilverSneakers has to offer. For additional
questions, go to SilverSneakers.com or call
1-888-423-4632(TTY:711)MondaythroughFriday,
8 a.m. to 8 p.m. ET.

Always talk with your doctor before starting
an exercise program.
1Participating locations (“PL”) are not owned or
operatedbyTivityHealth, Inc. or its affiliates.Use
of PL facilities and amenities is limited to terms
andconditionsofPLbasicmembership. Facilities
and amenities vary by PL. Inclusion of specific

2026 Evidence of Coverage for CareFirst BlueCross BlueShield Advantage Salute 46
CHAPTER 4: Medical Benefits Chart (what’s covered andwhat you pay)



What you pay
when you get
these services
Out-of-Network

What you pay
when you get
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PLs is not guaranteed and PL participation may
differ by health plan.
2Membership includes SilverSneakers
instructor-led group fitness classes. Some
locations offer members additional classes.
Classes vary by location.

SilverSneakers is a registered trademarkof Tivity
Health, Inc. © 2025 Tivity Health, Inc. All rights
reserved.

$0 copay for all listed services.
Health andwellness education programs

Our health and wellness programs are designed
to enrich the health and quality of life of
members. These programs are focused on
improving health outcomes, including chronic
conditions.

Our plan covers:

Access to CareFirst’s Health Library (https://
www.carefirst.com/wellness) with helpful
information about health management and
wellness, aswell as links toexclusiveCareFirst
resources.
In Home Assessment - A targeted annual
assessment to complete a comprehensive
evaluation of your health status in the
convenience of your home with an advanced
clinician. This evaluation will be shared with
your PCP to help initiate proactive care
services to help manage your health
throughout the year. Receive assistance to
review and support any immediate health
needs youmay have, research and help take
full advantage of navigating Health Plan
Benefits. Formore informationpleasecontact
1-800-558-9922 (TTY: 711).
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when you get
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50% coinsurance
for

$30 copay for each
Medicare-covered

Hearing services

Diagnostic hearing and balance evaluations
performedbyyourPCPORprovider todetermine Medicare-covered

exam to diagnose
exam to diagnose
and treat hearing
andbalance issues.
$0 copay for a
routine hearing

if you needmedical treatment are covered as
outpatient care when you get them from a
physician,audiologist,orotherqualifiedprovider.

Inaddition toMedicare-coveredbenefits,wealso
cover the following through NationsHearing:

and treat hearing
andbalance issues.

exam (once per
calendar year).
Hearing Aids:
$0 copay per entry
hearing aid
$175 copay per
basic hearing aid
$475 copay per
prime hearing aid
$775 copay per
preferred hearing
aid
$1,075 copay per
advanced hearing
aid
$1,475 copay per
premium hearing
aid
Non-Medicare
covered / routine

Routine hearing exams: one exam every year
Hearing aids: two hearing aids every year
Hearing aid fitting evaluations: one hearing
aid fitting/evaluation every year
Routine hearing exam and hearing aids are
covered through a vendor and also provides
the following services:
Sixty (60)-day money-back guarantee
Three (3) follow up appointments within one
year of fitting date
Sixty (60)-batteries per year per hearing aid
3-year manufacturer’s warranty
1-time replacement coverage for lost, stolen
or damaged hearing aid
First set of ear mold(s), when needed

Our plan has contracted with NationsHearing to
provide your non-Medicare-covered hearing services do not
services. Youmust obtain your hearing aids from count toward your
a NationsHearing provider. Please contact maximum
NationsHearingbyphoneat (877) 246-1666 (TTY: out-of-pocket

(MOOP).
Benefit is covered
through plan

711) for more information or to schedule an
appointment.

contracted vendor
only
$0 copay for a
fitting and
evaluation for a
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Out-of-Network

What you pay
when you get
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hearing aid visit
(once per calendar
year). Benefit is
covered through
plan contracted
vendor only.

50% coinsurance
for all services
out-of-network

There’s no
coinsurance,
copayment, or

HIV screening

For people who ask for an HIV screening test or
who are at increased risk for HIV infection, we
cover:

You pay these
amounts until you

deductible for
members eligible
for reach theOne screening exam every 12 months Medicare-covered out-of-pocket

maximum.If you are pregnant, we cover: preventive HIV
screening.

Up to 3 screening exams during a pregnancy

50% coinsurance
for all services
out-of-network

Prior authorization
may be required
and is the

Home health agency care

Before you get home health services, a doctor
must certify that you need home health services

responsibility of the
provider.

and will order home health services to be
provided by a home health agency. Youmust be

You pay these
amounts until you

homebound, which means leaving home is a
major effort.

reach the
out-of-pocket
maximum.

$0 copay for
Medicare-covered
home health visits.Covered services include, but aren’t limited to:

Part-time or intermittent skilled nursing and
home health aide services (to be covered
under the home health care benefit, your
skilled nursing andhomehealth aide services
combinedmust total fewer than 8 hours per
day and 35 hours per week)
Physical therapy, occupational therapy, and
speech therapy
Medical and social services
Medical equipment and supplies
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50% coinsurance
for all services
out-of-network

Prior authorization
may be required
and is the

Home infusion therapy

Home infusion therapy involves the intravenous
or subcutaneous administration of drugs or

responsibility of the
provideror supplier.

biologicals toapersonathome.Thecomponents
needed to perform home infusion include the

You pay these
amounts until you

drug (for example, antivirals, immune globulin), reach the$35 copay for each
Medicare-covered
Specialist visit.

equipment (for example, a pump), and supplies
(for example, tubing and catheters).

out-of-pocket
maximum.

Covered services include, but aren’t limited to:

Professional services, including nursing
services, furnished inaccordancewithourplan
of care
Patient training and education not otherwise
coveredunder thedurablemedicalequipment
benefit
Remote monitoring
Monitoring services for the provision of home
infusion therapy and home infusion drugs
furnishedbyaqualifiedhome infusion therapy
supplier

When you enroll in a Medicare-certified
hospice program, your hospice services

Hospice care

You’re eligible for the hospice benefit when your
doctor and the hospice medical director have and your Part A and Part B services

related to your terminal prognosis aregiven you a terminal prognosis certifying that
paid for by Original Medicare, notyou’re terminally ill and have 6months or less to
CareFirstBlueCrossBlueShieldAdvantage
Salute.

live if your illness runs its normal course. Youmay
receive care fromanyMedicare-certifiedhospice
program. Our plan is obligated to help you find
Medicare-certifiedhospiceprograms inourplan’s
servicearea, includingprogramsweown,control,
orhavea financial interest in. Yourhospicedoctor
can be a network provider or an out-of-network
provider.

Covered services include:

Drugs for symptom control and pain relief
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when you get
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Short-term respite care
Home care

When you’re admitted to ahospice, youhave the
right to stay in our plan; if you stay in our plan
youmust continue to pay plan premiums.

For hospice services and for services that are
covered by Medicare Part A or B that are
related to your terminal prognosis: Original
Medicare (rather than our plan) will pay your
hospice provider for your hospice services and
any Part A and Part B services related to your
terminal prognosis. While you’re in the hospice
program, your hospice provider will bill Original
Medicare for the services that Original Medicare
pays for. You’ll be billed Original Medicare cost
sharing.

For services that are covered by Medicare
Part A or B not related to your terminal
prognosis: If you need non-emergency,
non-urgently needed services that are covered
under Medicare Part A or B that aren’t related to
your terminal prognosis, your cost for these
services depends on whether you use a provider
in our plan’s network and follow plan rules (like
if there’s a requirement to get prior
authorization).

If youget the covered services fromanetwork
provider and follow plan rules for getting
service, you pay only our plan cost-sharing
amount for in-network services
If you get the covered services from an
out-of-network provider, you pay the cost
sharing under Original Medicare

For services covered by CareFirst BlueCross
BlueShield Advantage Salute but not covered
by Medicare Part A or B: CareFirst BlueCross
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What you pay
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BlueShield Advantage Salute will continue to
cover plan-covered services that aren’t covered
under Part A or B whether or not they’re related
to your terminal prognosis. You pay our plan
cost-sharing amount for these services.

Note: If you need non-hospice care (care that’s
not related to your terminal prognosis), you
should contact us to arrange the services.

There is no coinsurance, copayment, or
deductible for the pneumonia, flu/Immunizations

Covered Medicare Part B services include: influenza, Hepatitis B, and COVID-19
vaccines.

Pneumonia vaccines
Flu/influenza shots (or vaccines), once each
flu/influenzaseason in the fall andwinter,with
additional flu/influenza shots (or vaccines) if
medically necessary
Hepatitis B vaccines if you’re at high or
intermediate risk of getting Hepatitis B
COVID-19 vaccines
Other vaccines if you’re at risk and theymeet
Medicare Part B coverage rules

50% coinsurance
for all services
out-of-network

Prior authorization
may be required
and is the

Inpatient hospital care

Includes inpatientacute, inpatient rehabilitation,
long-term care hospitals and other types of

responsibility of the
provider.

inpatient hospital services. Inpatient hospital
care starts the day you’re formally admitted to

You pay these
amounts until you

thehospitalwithadoctor’s order. Thedaybefore
you’re discharged is your last inpatient day.

reach the
out-of-pocket
maximum.

For each
Medicare-covered
inpatient hospitalCovered services include but aren’t limited to:
stay: $335 per day

Semi-private room (or a private room if
medically necessary)

for days 1-5, $0
copay per day for
days 6-90Meals including special diets

Regular nursing services For each
Medicare-coveredCosts of special care units (such as intensive

care or coronary care units)
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hospital stay, you
are required to pay

Drugs andmedications
Lab tests

the applicable costX-rays and other radiology services
sharing, startingNecessary surgical andmedical supplies
with Day 1 eachUse of appliances, such as wheelchairs
time you areOperating and recovery room costs admitted. Cost

Physical, occupational, and speech language
therapy

sharing does not
apply on day of
discharge.Inpatient substance abuse services

Under certain conditions, the following types
of transplants are covered: corneal, kidney,
kidney-pancreatic, heart, liver, lung, heart/
lung, bonemarrow, stem cell, and intestinal/
multivisceral. If you need a transplant, we’ll
arrange to have your case reviewed by a
Medicare-approved transplant center thatwill
decide whether you’re a candidate for a
transplant. Transplantprovidersmaybe local
oroutsideof the servicearea. If our in-network
transplant servicesareoutside thecommunity
pattern of care, youmay choose to go locally
as long as the local transplant providers are
willing to accept the Original Medicare rate. If
CareFirst BlueCross BlueShield Advantage
Salute provides transplant services at a
location outside the pattern of care for
transplants in your community and you
choose to obtain transplants at this distant
location, we’ll arrange or pay for appropriate
lodging and transportation costs for you and
a companion. All CareFirst Medicare
Advantage plans provide coverage for travel
and lodging related organ transplant for
eligible members with an approved prior
authorization for a covered Medicare organ
transplant provided at a distant location. The
benefit period foracovered transplantbegins
five days prior to the transplant and extends
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through the patient’s transplant episode of
care (not to exceed one year from the date of
the transplant). Travel and lodging expenses
are covered for the recipient (exclusive of
inpatienthospital admission)andcompanion,
subject to eligibility of the recipient and an
approved prior authorization. The combined
total maximum reimbursement allowed for
travel and lodging per transplant episode of
care is $5,000 a year. Lodging expenses are
limited up to $150 per day, which applies to
thecombined$5,000annualmaximum.Please
refer to the Reimbursement Policy for
Transplant Services for more information.

50% coinsurance
for all services
out-of-network

If you get
authorized
inpatient careatan

Inpatient hospital care (continued)

Blood - including storage andadministration.
Coverageofwholebloodandpacked redcells
starts with the first pint of blood you need. All
other components of blood are covered
beginning with the first pint.

You pay these
amounts until you

out-of-network
hospital after your
emergencyPhysician services reach the
condition isNote: To be an inpatient, your provider must

write an order to admit you formally as an
out-of-pocket
maximum.stabilized, your

cost is the costinpatient of the hospital. Even if you stay in the sharing you wouldhospital overnight, youmight still be considered pay at a network
hospital.an outpatient. If you’re not sure if you’re an

inpatient or an outpatient, ask the hospital staff.

Get more information in the Medicare fact sheet
Medicare Hospital Benefits. This fact sheet is
availableathttps://es.medicare.gov/publications/
11435-Medicare-Hospital-Benefits.pdf or by
calling 1-800-MEDICARE (1-800-633-4227). TTY
users call 1-877-486-2048.

50% coinsurance
for all services
out-of-network

Prior authorization
may be required
and is the

Inpatient services in a psychiatric hospital

Covered services include mental health care
services that require a hospital stay.

You pay these
amounts until you

responsibility of the
provider.
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reach the
out-of-pocket
maximum.

For each
Medicare-covered
inpatient

Medicare limits covered inpatient mental
health services provided in a psychiatric
hospital to amaximumof 190days. These 190
days are referred to as a "lifetime limit." psychiatrichospital

stay: $245 copayThe 190-day lifetime limit does not apply to
inpatient mental health services provided in
a psychiatric unit of a general hospital.

per days 1-5, $0
copay days 6-90

Our plan covers 90 days of inpatient mental
health care services per admission. We also
cover 60 extra days over your lifetime. These
are called "lifetime reserve days." If you need
more than 90 days of inpatientmental health
care, youmay use your lifetime reserve days.
Once these lifetime reservedayshaveall been
used, your coverage for inpatient mental
health care will be limited to 90 days per
admission.

50% coinsurance
for all services
out-of-network

Prior authorization
may be required
and is the

Inpatient stay: Covered services you get in a
hospitalorSNFduringanon-covered inpatient
stay

responsibility of the
provider.

If you’ve used up your inpatient benefits or if the
inpatient stay is not reasonable and necessary,

You pay these
amounts until you

wewon’t coveryour inpatient stay. In somecases, reach theYou pay the
applicable costwe’ll cover certain services you get while you’re out-of-pocket

maximum.sharing for servicesin thehospital or the skillednursing facility (SNF).
Covered services include, but aren’t limited to: as though they

were provided onPhysician services
an outpatientDiagnostic tests (like lab tests) basis. Please refer

X-ray, radium, and isotope therapy including
technician materials and services

to the applicable
benefit in the

Surgical dressings Medical Benefits
Splints, casts, and other devices used to
reduce fractures and dislocations

Chart of this
Evidence of
Coverage.
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Prosthetics and orthotics devices (other than
dental) that replace all or part of an internal
body organ (including contiguous tissue), or
all or part of the function of a permanently
inoperative or malfunctioning internal body
organ, including replacement or repairs of
such devices
Leg, arm, back, and neck braces; trusses, and
artificial legs, arms, and eyes including
adjustments, repairs, and replacements
required because of breakage, wear, loss, or
a change in the patient’s physical condition
Physical therapy, speech therapy, and
occupational therapy

50% coinsurance
for all services
out-of-network

There is no
coinsurance,
copayment, or

Medical nutrition therapy

This benefit is for people with diabetes, renal
(kidney) disease (but not on dialysis), or after a
kidney transplant when ordered by your doctor.

You pay these
amounts until you

deductible for
members eligible
for

We cover 3 hours of one-on-one counseling
services during the first year you get medical

reach the
out-of-pocket
maximum.

Medicare-covered
medical nutrition
therapy services.nutrition therapy services under Medicare (this

includesourplan, anyotherMedicareAdvantage
plan, orOriginalMedicare), and2hourseachyear
after that. If your condition, treatment, or
diagnosis changes, youmay be able to get more
hours of treatment with a physician’s order. A
physician must prescribe these services and
renew their order yearly if your treatment is
needed into the next calendar year.

50% coinsurance
for all services
out-of-network

There is no
coinsurance,
copayment, or

Medicare Diabetes Prevention Program
(MDPP)

MDPP services are covered for eligible people
under all Medicare health plans.

You pay these
amounts until you

deductible for the
MDPP benefit.

reach the
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MDPP is a structured health behavior change
intervention that provides practical training in

out-of-pocket
maximum.

long-term dietary change, increased physical
activity, and problem-solving strategies for
overcoming challenges to sustainingweight loss
and a healthy lifestyle.

50% coinsurance
for all services
out-of-network

Prior authorization
may be required
and is the

Medicare Part B drugs

These drugs are covered under Part B of
Original Medicare. Members of our plan get

responsibility of the
provider.

coverage for these drugs through our plan.
Covered drugs include:

You pay these
amounts until you
reach the0-20%coinsurance

for
Drugs thatusually aren’t self-administeredby
the patient and are injected or infused while
you get physician, hospital outpatient, or
ambulatory surgical center services

out-of-pocket
maximum.Medicare-covered

Part B
chemotherapy
drugs.

0-20%coinsurance
for

Insulin furnished through an item of durable
medical equipment (such as a medically
necessary insulin pump)
Other drugs you take using durable medical
equipment (such as nebulizers) that were
authorized by our plan

Medicare-covered
Part B other drugs
and insulin.

Insulin cost sharing
is subject to a cap

The Alzheimer’s drug, Leqembi®, (generic
name lecanemab), which is administered
intravenously. Inaddition tomedicationcosts,
youmay need additional scans and tests
beforeand/orduring treatment thatcouldadd
toyouroverall costs. Talk toyourdoctorabout
what scans and tests youmay need as part of
your treatment

of $35 for
one-month’s
supply

Medicare Part B
drugs may be

Clotting factors you give yourself by injection
if you have hemophilia

subject to step
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therapy
requirements.

Transplant/immunosuppressive drugs:
Medicare covers transplant drug therapy if
Medicare paid for your organ transplant. You
must have Part A at the time of the covered
transplant, and youmust have Part B at the
timeyouget immunosuppressivedrugs.Keep
in mind, Medicare drug coverage (Part D)
covers immunosuppressive drugs if Part B
doesn’t cover them
Injectable osteoporosis drugs, if you’re
homebound, have a bone fracture that a
doctor certifies was related to
post-menopausal osteoporosis, and can’t
self-administer the drug
Some antigens: Medicare covers antigens if a
doctor prepares them and a properly
instructed person (who could be you, the
patient) gives them under appropriate
supervision
Certain oral anti-cancer drugs: Medicare
covers some oral cancer drugs you take by
mouth if the same drug is available in
injectable form or the drug is a prodrug (an
oral formofadrug that,when ingested,breaks
down into the same active ingredient found
in the injectable drug) of the injectable drug.
Oral anti-nausea drugs: Medicare covers oral
antinausea drugs you use as part of an
anti-cancer chemotherapeutic regimen if
they’re administered before, at, or within 48
hours of chemotherapy or are used as a full
therapeutic replacement for an intravenous
anti-nausea drug
Certain oral End-Stage Renal Disease (ESRD)
drugs covered under Medicare Part B
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Calcimimetic and phosphate binder
medicationsunder theESRDpaymentsystem,
including the intravenous medication
Parsabiv®, and the oral medication Sensipar®
Certain drugs for home dialysis, including
heparin, the antidote for heparin when
medically necessary and topical anesthetics
Erythropoiesis-stimulating agents: Medicare
covers erythropoietin by injection if you have
End-Stage Renal Disease (ESRD) or you need
this drug to treat anemia related to certain
other conditions (such as Epogen®, Procrit®,
Retacrit®, EpoetinAlfa, Aranesp®,Darbepoetin
Alfa, Mircera®, or Methoxy polyethylene
glycol-epoetin beta)
Intravenous Immune Globulin for the home
treatment of primary immune deficiency
diseases
Parenteral and enteral nutrition (intravenous
and tube feeding)

The following link will take you to a list of Part B
Drugs that may be subject to Step Therapy:
https://www.carefirst.com/medicare-options/
compare-medicare-plans/medicare-part-b-
prescription-drugs.html.

We also cover some vaccines under our Part B
drug benefit.

50% coinsurance
for all services
out-of-network

There is no
coinsurance,
copayment, or

Obesityscreeningandtherapytopromote
sustained weight loss

If you have a bodymass index of 30 or more, we
cover intensive counseling to help you lose

You pay these
amounts until you

deductible for
preventive obesity
screening and
therapy.

weight. This counseling is covered if you get it in
a primary care setting, where it can be

reach the
out-of-pocket
maximum.coordinatedwithyourcomprehensiveprevention

plan. Talk to your primary care doctor or
practitioner to find out more.
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50% coinsurance
for all services
out-of-network

$40 copay for each
opioid treatment
program service.

Opioid treatment program services:

Members of our plan with opioid use disorder
(OUD) can get coverage of services to treat OUD
through an Opioid Treatment Program (OTP)
which includes the following services:

You pay these
amounts until you
reach theU.S. Food and Drug Administration

(FDA)-approvedopioidagonistandantagonist
medication-assisted treatment (MAT)
medications

out-of-pocket
maximum.

Dispensing and administration of MAT
medications (if applicable)
Substance use counseling
Individual and group therapy
Toxicology testing
Intake activities
Periodic assessments

50% coinsurance
for all services
out-of-network

Prior authorization
maybe required for
non-routine tests
and services.

Outpatient diagnostic tests and therapeutic
services and supplies

Covered services include, but aren’t limited to:
You pay these
amounts until you

X-rays
$50 copay for each
Medicare-coveredRadiation (radium and isotope) therapy

including technician materials and supplies reach the
out-of-pocket
maximum.

diagnostic
procedure or test.Surgical supplies, such as dressings

Splints, casts, and other devices used to
reduce fractures and dislocations $0 copay for each

Medicare-coveredLaboratory tests
lab service (perday
per facility).Blood - including storage andadministration.

Coverageofwholebloodandpacked redcells
begins with the first pint of blood that you
need. All other components of blood are
covered beginning with the first pint used.

$200 copay for
each
Medicare-covered
diagnosticDiagnostic non-laboratory tests such as CT

scans, MRIs, vEKGs, and PET scanswhen your
doctor or other health care provider orders
them to treat a medical problem.

radiological
service. $0 copay
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What you pay
when you get
these services
Out-of-Network

What you pay
when you get
these services
In-NetworkCovered Service

for diagnostic
mammograms

Other outpatient diagnostic tests

$50 copay for each
Medicare-covered
nuclear medicine
service.

20% coinsurance
for each
Medicare-covered
therapeutic
radiological
service.

$20 copay for each
Medicare-covered
X-ray service.

$0 copay for
Medicare-covered
blood services.

15%coinsuranceof
the total cost for
Medicare-covered
prosthetic and
orthotic devices
and
medical supplies
related to
prosthetics, splints,
and other
devices.

50% coinsurance
for all services
out-of-network

Prior authorization
may be required
and is the

Outpatient hospital observation

Observation services are hospital outpatient
services given to determine if you need to be
admitted as an inpatient or can be discharged. You pay these

amounts until you

responsibility of the
provider.

For outpatient hospital observation services to
becovered, theymustmeet theMedicare criteria reach the
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when you get
these services
Out-of-Network

What you pay
when you get
these services
In-NetworkCovered Service

out-of-pocket
maximum.

$250 copay for
each

and be considered reasonable and necessary.
Observation services are covered only when

Medicare-coveredprovided by the order of a physician or another
outpatienthospital
observation.

person authorized by state licensure law and
hospital staff bylaws to admit patients to the
hospital or order outpatient tests.

Note: Unless the provider has written an order
to admit you as an inpatient to the hospital,
you’re an outpatient and pay the cost-sharing
amounts for outpatient hospital services. Even if
you stay in the hospital overnight, youmight still
be considered an outpatient. If you aren’t sure if
you’reanoutpatient, youshouldask thehospital
staff.

Get more information in the Medicare fact sheet
Medicare Hospital Benefits. This fact sheet is
availableathttps://es.medicare.gov/publications/
11435-Medicare-Hospital-Benefits.pdf or by
calling 1-800-MEDICARE (1-800-633-4227). TTY
users call 1-877-486-2048.

50% coinsurance
for all services
out-of-network

Prior authorization
may be required
and is the

Outpatient hospital services

Wecovermedically necessary services you get in
the outpatient department of a hospital for
diagnosis or treatment of an illness or injury. You pay these

amounts until you

responsibility of the
provider.

Covered services include, but aren’t limited to:
reach the$250 copay for

eachServices in an emergency department or
outpatient clinic, suchasobservation services
or outpatient surgery

out-of-pocket
maximum.Medicare-covered

outpatienthospital
facility visit. copayLaboratory and diagnostic tests billed by the

hospital for select
outpatienthospital
services.

Mental health care, including care in a
partial-hospitalization program, if a doctor
certifies that inpatient treatment would be
required without it

$200 copay for
each

X-rays and other radiology services billed by
the hospital

Medicare-covered
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What you pay
when you get
these services
Out-of-Network

What you pay
when you get
these services
In-NetworkCovered Service

Ambulatory
Surgical Center

Medical supplies such as splints and casts
Certain drugs and biologicals you can’t give
yourself visit. copay for

select servicesNote: Unless the provider has written an order
to admit you as an inpatient to the hospital, received at an

Ambulatory
Surgical Center.you’re an outpatient and pay the cost-sharing

amounts for outpatient hospital services. Even if
To see the
cost-sharing

you stay in the hospital overnight, youmight still
be considered an outpatient. If you aren’t sure if
you’re an outpatient, ask the hospital staff. amounts you will

pay, refer to other
sections of the
Medical Benefits
Chart for services
that could apply in
an outpatient
hospital setting,
such as:

Partial
hospitalization
Emergency
care
Medicare
Part B
prescription
drugs
Durable
Medical
Equipment
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when you get
these services
Out-of-Network

What you pay
when you get
these services
In-NetworkCovered Service

Outpatient
diagnostic
tests,
therapeutic
services and
supplies,
including lab
and x-ray
Outpatient
surgery

50% coinsurance
for all services
out-of-network

$10 copay for each
Medicare-covered
individual therapy

Outpatient mental health care

Covered services include:

Mental health services provided by a
state-licensed psychiatrist or doctor, clinical You pay these

amounts until you

visit with any type
of mental health
professional. $0psychologist, clinical socialworker, clinical nurse

specialist, licensedprofessional counselor (LPC), reach the
out-of-pocket
maximum.

copay for
telehealth visit.licensedmarriage and family therapist (LMFT),

nurse practitioner (NP), physician assistant (PA),
$10 copay for each
Medicare-covered

or other Medicare-qualified mental health care
professional as allowed under applicable state
laws. group therapy visit

with any type of
mental health
professional. $0
copay for each
telehealth visit.

50% coinsurance
for all services
out-of-network

Prior authorization
may be required
and is the

Outpatient rehabilitation services

Covered services include physical therapy,
occupational therapy, and speech language
therapy. You pay these

amounts until you

responsibility of the
provider.

Outpatient rehabilitation services are provided
in various outpatient settings, such as hospital reach the

out-of-pocket
maximum.

$35 copay for each
Medicare-covered
occupational

outpatient departments, independent therapist
offices, and Comprehensive Outpatient
Rehabilitation Facilities (CORFs). therapy, physical

therapy, or speech
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when you get
these services
Out-of-Network

What you pay
when you get
these services
In-NetworkCovered Service

language therapy
visit.

50% coinsurance
for all services
out-of-network

$40 copay for each
Medicare-covered
individual

Outpatient substance use disorder services

Outpatient substance abuse services include
various levels of care, to include:

outpatient You pay these
amounts until you

Office-based outpatient treatment substance abuse
treatment visit.Intensive outpatient programs (IOP) reach the

Partial hospitalization programs (PHP) out-of-pocket
maximum.

$20 copay for each
Medicare-coveredResidential treatment

Inpatient care, including detoxification. group outpatient
substance abuse
treatment visit.

All levels of care may include individual and/or
group counseling andmedication-assisted
treatments.

50% coinsurance
for all services
out-of-network

Prior authorization
may be required
and is the

Outpatient surgery, including services
provided at hospital outpatient facilities and
ambulatory surgical centers

responsibility of the
provider.

Note: If you’rehavingsurgery inahospital facility,
you should check with your provider about

You pay these
amounts until you

whether you’ll be an inpatient or outpatient. reach the$250 copay for
eachUnless the provider writes an order to admit you out-of-pocket

maximum.Medicare-coveredas an inpatient to the hospital, you’re an
outpatienthospital
facility visit.

outpatient andpay the cost-sharing amounts for
outpatient surgery.Even if youstay in thehospital
overnight, youmight still be considered an
outpatient.

$200 copay for
each
Medicare-covered
Ambulatory
Surgical Center
visit.

Members will receive a $40 quarterly
allowance for any mail order

Over the counter items (OTC)

Anallowancetowardsmail-orderover thecounter
(OTC) products, a wide selection of drugs,

over-the-counter (OTC) purchases
through our vendor.

supplies, and self-care products, available
without a prescription. Examples of OTC items
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when you get
these services
Out-of-Network

What you pay
when you get
these services
In-NetworkCovered Service

includebut are not limited to: adhesive or elastic
bandages, antihistamines, analgesics,
decongestants, anti-inflammatories, antiseptics,
sleep aids, supplements, incontinence supplies,
compression hosiery, toothpaste, denture
adhesives, denture cleaners, and gum
stimulators.

The OTC catalog contains a complete listing of
all plan-covered OTC drugs, supplies, and
self-care products and the price of each item.
Available products and brands may change
throughout the year and are subject to
availability.Quantity limits apply to select items.

Please go to the plan website to access the
catalog and order items.

50% coinsurance
for all services
out-of-network

Prior authorization
may be required
and is the

Partial hospitalization services and Intensive
outpatient services

Partial hospitalization is a structured programof
active psychiatric treatment provided as a You pay these

amounts until you

responsibility of the
provider.hospital outpatient service or by a community

reach the$20 copay for each
Medicare-covered

mental health center that’s more intense than
careyouget in yourdoctor’s, therapist’s, licensed out-of-pocket

maximum.partialmarriage and family therapist’s (LMFT), or
hospitalization orlicensedprofessional counselor’s officeand is an

alternative to inpatient hospitalization. intensive
outpatient
services.

Intensive outpatient service is a structured
program of active behavioral (mental) health
therapy treatment provided in a hospital
outpatient department, a community mental
health center, a federally qualifiedhealth center,
or a rural health clinic that’s more intense than
careyouget in yourdoctor’s, therapist’s, licensed
marriage and family therapist’s (LMFT), or
licensed professional counselor’s office but less
intense than partial hospitalization.
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Out-of-Network

What you pay
when you get
these services
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50% coinsurance
for all services
out-of-network

$0 copay for each
Medicare-covered
Primary Care

Physician/Practitioner services, including
doctor’s office visits

Covered services include:
Provider visit or You pay these

amounts until you
Medically necessary medical care or surgery
services you get in a physician’s office,
certified ambulatory surgical center, hospital
outpatient department, or any other location

each telehealth
visit.

$35 copay for each
Medicare-covered

reach the
out-of-pocket
maximum.Consultation, diagnosis, and treatment by a

specialist Specialist visit or
each telehealth
visit.Basic hearing and balance exams performed

byyourPCPOR specialist, if yourdoctororders
it to see if you needmedical treatment $10 copay for each

Medicare-coveredCertain additional telehealth services,
including those for: Primary Care Provider, individual therapy

visit with any typeSpecialist, Mental Health Care (individual or
of mental healthgroup), and Mental Health Care with a
professional. $0Psychologist (individual or group), and
copay for
telehealth visit.

urgently needed services. Services will only
be provided via telehealth when deemed
clinically appropriateby thenetworkprovider
rendering the service.

$10 copay for each
Medicare-covered
group therapy visitYou have the option of getting these

services through an in-person visit or by
telehealth. If youchoose togetoneof these
services by telehealth, youmust use a
networkproviderwhooffers the serviceby
telehealth.

with any type of
mental health
professional. $0
copay for each
telehealth visit.

$25 copay for each
Medicare-covered

Weoffer the followingmeansof telehealth:
Interactive video visits for professional
services when care can be provided in
this format as determined by an in or
out-of-network provider.

urgent care visit
in-person.
$0 virtual urgent
care visit.Some telehealth services including

consultation, diagnosis, and treatment by a
physician or practitioner, for patients in
certain rural areas or other places approved
by Medicare
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when you get
these services
Out-of-Network

What you pay
when you get
these services
In-NetworkCovered Service

Telehealth services for monthly end-stage
renal disease-related visits for home dialysis
members inahospital-basedor critical access
hospital-based renal dialysis center, renal
dialysis facility, or the member’s home
Telehealth services to diagnose, evaluate, or
treat symptomsofa stroke, regardlessof your
location
Telehealth services for members with a
substanceusedisorderorco-occurringmental
health disorder, regardless of their location
Telehealth services for diagnosis, evaluation,
and treatment of mental health disorders if:

Youhavean in-personvisitwithin6months
prior to your first telehealth visit
Youhavean in-personvisit every12months
while getting these telehealth services
Exceptions can bemade to the above for
certain circumstances

Telehealth services for mental health visits
providedbyRuralHealthClinics andFederally
Qualified Health Centers
Virtual check-ins (for example, by phone or
video chat) with your doctor for 5-10minutes
if:

You’re not a new patient and
The check-in isn’t related to an office visit
in the past 7 days and
The check-in doesn’t lead to an office visit
within 24 hours or the soonest available
appointment

Evaluation of video and/or images you send
to your doctor, and interpretation and
follow-up by your doctor within 24 hours if:

You’re not a new patient and
Theevaluation isn’t related toanofficevisit
in the past 7 days and
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when you get
these services
Out-of-Network

What you pay
when you get
these services
In-NetworkCovered Service

The evaluation doesn’t lead to an office
visit within 24 hours or the soonest
available appointment

Consultation your doctor has with other
doctors by phone, internet, or electronic
health record
Second opinion by another network provider
prior to surgery
Non-routinedental care (covered services are
limited to surgery of the jaw or related
structures, setting fracturesof the jawor facial
bones, extraction of teeth to prepare the jaw
for radiation treatments of neoplastic cancer
disease, or services that would be covered
when provided by a physician)

50% coinsurance
for all services
out-of-network

$10 copay for each
Medicare-covered
podiatry visit.

Podiatry services

Covered services include:

Diagnosis and the medical or surgical
treatment of injuries and diseases of the feet
(such as hammer toe or heel spurs)

12 visits per
calendar year
combined in and
out-of-network.

$10 copay for any
additionalpodiatry
service beyond
Medicare-coveredRoutine foot care for members with certain

medical conditions affecting the lower limbs
You pay these
amounts until you

services (12 visits
per calendar year
combined in-and
out-of-network).
Non-medicare
(routine services)

In additional to Medicare-covered podiatry
services above, we also offer: reach the

out-of-pocket
maximum.

Non-Medicare routine podiatry care for
memberswithanymedical conditionaffecting
the lower limbs

do not count
towards your
maximum
out-of-pocket
(MOOP).
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Out-of-Network

What you pay
when you get
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In-NetworkCovered Service

50% coinsurance
for all services
out-of-network

There is no
coinsurance,
copayment, or

Pre-exposure prophylaxis (PrEP) for HIV
prevention

If you don’t have HIV, but your doctor or other
health care practitioner determines you're at an

You pay these
amounts until you

deductible for the
PrEP benefit.

increased risk for HIV, we cover pre-exposure reach the
prophylaxis (PrEP) medication and related
services.

out-of-pocket
maximum.

If you qualify, covered services include:

FDA-approved oral or injectable PrEP
medication. If you’re getting an injectable
drug, we also cover the fee for injecting the
drug.
Up to 8 individual counseling sessions
(including HIV risk assessment, HIV risk
reduction, andmedication adherence) every
12 months.
Up to 8 HIV screenings every 12 months.

A one-time hepatitis B virus screening.

50% coinsurance
for all services
out-of-network

There is no
coinsurance,
copayment, or

Prostate cancer screening exams

For men aged 50 and older, covered services
include the following – once every 12 months: You pay these

amounts until you

deductible for an
annual PSA test

Digital rectal exam
reach the$0 copay for each

Medicare-covered
digital rectal exam.

Prostate Specific Antigen (PSA) test
out-of-pocket
maximum.

50% coinsurance
for all services
out-of-network

Prior authorization
may be required
and is the

Prosthetic and orthotic devices and related
supplies

Devices (other thandental) that replaceall orpart
of a body part or function. These include but You pay these

amounts until you

responsibility of the
provideror supplier.aren’t limited to testing, fitting, or training in the

reach the15%coinsuranceof
the total cost for
Medicare-covered

2026 Evidence of Coverage for CareFirst BlueCross BlueShield Advantage Salute 70
CHAPTER 4: Medical Benefits Chart (what’s covered andwhat you pay)



What you pay
when you get
these services
Out-of-Network

What you pay
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prosthetic and
orthotic devices
and
medical supplies
related to
prosthetics, splints,
and other
devices.

use of prosthetic and orthotic devices; as well as
colostomy care, pacemakers, braces, prosthetic
shoes, artificial limbs, and breast prostheses
(including a surgical brassiere after a
mastectomy). Includes certain supplies related
to prosthetic and orthotic devices, and repair
and/or replacement of prosthetic and orthotic
devices. Also includes some coverage following

out-of-pocket
maximum.

cataract removalor cataract surgery–go toVision
Care later in this table for more detail.

50% coinsurance
for all services
out-of-network

$10 copay for each
Medicare-covered
pulmonary

Pulmonary rehabilitation services

Comprehensive programs of pulmonary
rehabilitationarecovered formemberswhohave

rehabilitation
service.

moderate to very severe chronic obstructive
pulmonary disease (COPD) and an order for

You pay these
amounts until you

pulmonary rehabilitation fromthedoctor treating
the chronic respiratory disease.

reach the
out-of-pocket
maximum.

50% coinsurance
for all services
out-of-network

There is no
coinsurance,
copayment, or

Screening and counseling to reduce
alcohol misuse

Wecoveronealcoholmisuse screening for adults
(includingpregnantwomen)whomisusealcohol
but aren’t alcohol dependent.

You pay these
amounts until you
reach the

deductible for the
Medicare-covered
screening and
counseling to

If you screenpositive for alcoholmisuse, you can
get up to 4 brief face-to-face counseling sessions

out-of-pocket
maximum.reduce alcohol

misuse preventive
benefit.per year (if you’re competent and alert during

counseling) provided by a qualified primary care
doctor or practitioner in a primary care setting.

50% coinsurance
for all services
out-of-network

There is no
coinsurance,
copayment, or

Screening for lung cancer with low dose
computed tomography (LDCT)

For qualified people, a LDCT is covered every 12
months.

You pay these
amounts until you

deductible for the
Medicare covered
counseling and

2026 Evidence of Coverage for CareFirst BlueCross BlueShield Advantage Salute 71
CHAPTER 4: Medical Benefits Chart (what’s covered andwhat you pay)



What you pay
when you get
these services
Out-of-Network

What you pay
when you get
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Eligible members are people age 50 – 77 years
who have no signs or symptoms of lung cancer,

reach the
out-of-pocket
maximum.

shared
decision-making
visit or for the
LDCT.

but who have a history of tobacco smoking of at
least 20 pack-years and who currently smoke or
have quit smoking within the last 15 years, who
get an order for LDCT during a lung cancer
screeningcounselingandshareddecision-making
visit that meets the Medicare criteria for such
visits andbe furnishedbyaphysicianorqualified
non-physician practitioner.

For LDCT lung cancer screenings after the initial
LDCT screening: the members must get an order
for LDCT lung cancer screening, which may be
furnished during any appropriate visit with a
physicianorqualifiednon-physicianpractitioner.
If a physician or qualified non-physician
practitioner elects to provide a lung cancer
screeningcounselingandshareddecision-making
visit for later lung cancer screenings with LDCT,
the visitmustmeet theMedicare criteria for such
visits.

50% coinsurance
for all services
out-of-network

There is no
coinsurance,
copayment, or

Screening for Hepatitis C Virus infection

WecoveroneHepatitisCscreening if yourprimary
caredoctororotherqualifiedhealthcareprovider
ordersoneandyoumeetoneof theseconditions:

You pay these
amounts until you

deductible for the
Medicare-covered
screening for the
Hepatitis C Virus.

reach the
out-of-pocket
maximum.

You’re at high risk because you use or have
used illicit injection drugs.
You had a blood transfusion before 1992.
You were born between 1945-1965.

If you were born between 1945-1965 and aren’t
consideredhigh risk,wepay for a screeningonce.
If you’re at high risk (for example, you’ve
continued to use illicit injection drugs since your
previous negativeHepatitis C screening test), we
cover yearly screenings.
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50% coinsurance
for all services
out-of-network

There is no
coinsurance,
copayment, or

Screening for sexually transmitted
infections (STIs) and counseling to prevent
STIs

We cover sexually transmitted infection (STI)
screenings for chlamydia, gonorrhea, syphilis,

You pay these
amounts until you
reach the

deductible for the
Medicare-covered
screening for STIs
and counseling forandHepatitisB. These screeningsare covered for out-of-pocket

maximum.STIs preventive
benefit.

pregnantwomen and for certain peoplewho are
at increased risk for an STI when the tests are
ordered by a primary care provider. We cover
these tests once every 12 months or at certain
times during pregnancy.

We also cover up to 2 individual 20 to 30minute,
face-to-facehigh-intensitybehavioral counseling
sessions each year for sexually active adults at
increased risk for STIs. We only cover these
counseling sessionsasapreventive service if they
areprovidedby aprimary careprovider and take
place in aprimary care setting, suchasadoctor’s
office.

50% coinsurance
for all services
out-of-network

$0 copay for
Medicare-covered
kidney disease
educationservices.

Services to treat kidney disease

Covered services include:

Kidney disease education services to teach
kidneycareandhelpmembersmake informed
decisions about their care. Formembers with
stage IV chronic kidneydiseasewhen referred
by their doctor, we cover up to 6 sessions of
kidneydiseaseeducation servicesper lifetime

You pay these
amounts until you
reach the
out-of-pocket
maximum.

20% coinsurance
for each
Medicare-covered
renal dialysis visit.

Outpatient dialysis treatments (including
dialysis treatments when temporarily out of
the service area, as explained in Chapter 3 or
when your provider for this service is
temporarily unavailable or inaccessible)
Inpatient dialysis treatments (if you’re
admitted as an inpatient to a hospital for
special care)
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Self-dialysis training (includes training for you
and anyone helping you with your home
dialysis treatments)
Home dialysis equipment and supplies
Certainhomesupport services (suchas,when
necessary, visits by trained dialysis workers
to check on your home dialysis, to help in
emergencies, and check your dialysis
equipment and water supply)

Certain drugs for dialysis are covered under
MedicarePartB. For informationabout coverage
for Part B Drugs, please go toMedicare Part B
drugs in this table.

50% coinsurance
for all services
out-of-network

Prior authorization
may be required
and is the

Skilled nursing facility (SNF) care

(For adefinitionof skillednursing facility care, go
to Chapter 12. Skilled nursing facilities are
sometimes called SNFs.) You pay these

amounts until you

responsibility of the
provider.

We cover up to 100 days per benefit period of
skilled nursing inpatient services in a skilled reach the

out-of-pocket
maximum.

For each
Medicare-covered
Skilled Nursing

nursing facility in accord with Medicare
guidelines. A prior hospital stay is not required.
Covered services include but aren’t limited to: Facility stay: $0

copay per day for
Semiprivate room (or a private room if
medically necessary)

days 1 to 20, $200
copay per day for
days 21 to 100Meals, including special diets

Skilled nursing services A benefit period
begins the day youPhysical therapy, occupational therapy and

speech therapy go into a skilled
nursing facility.TheDrugs administered to you as part of our plan

of care (this includes substances that are
naturally present in the body, such as blood
clotting factors.)

benefitperiodends
when you haven’t
receivedanyskilled
care in a SNF for 60
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days ina row. If you
go into a hospital

Blood - including storage andadministration.
Coverageofwholebloodandpacked redcells
begins with the first pint of blood that you
need. All other components of blood are
covered beginning with the first pint used.

or a skilled nursing
facility after one
benefit period has
ended, a newMedical and surgical supplies ordinarily

provided by SNFs benefit period
begins. There is noLaboratory tests ordinarily provided by SNFs
limit to thenumberX-rays and other radiology services ordinarily

provided by SNFs of benefit periods.
Cost sharingUse of appliances such as wheelchairs

ordinarily provided by SNFs applies to day of
discharge.Physician/Practitioner services

Generally, you get SNF care from network
facilities. Under certain conditions listed below,
youmay be able to pay in-network cost sharing
for a facility that isn’t a network provider, if the
facility accepts our plan’s amounts for payment.

Anursinghomeor continuing care retirement
communitywhereyouwere living rightbefore
youwent to thehospital (as longas it provides
skilled nursing facility care)
A SNFwhere your spouse or domestic partner
is living at the time you leave the hospital

50% coinsurance
for all services
out-of-network

There is no
coinsurance,
copayment, or

Smoking and tobacco use cessation
(counseling to stop smoking or tobacco use)

Smoking and tobacco use cessation counseling
is covered for outpatient and hospitalized
patients whomeet these criteria:

You pay these
amounts until you
reach the

deductible for the
Medicare-covered
smoking and
tobacco use out-of-pocket

maximum.
Use tobacco, regardless of whether they
exhibit signs or symptoms of tobacco-related
disease

cessation
preventive
benefits.

Are competent and alert during counseling
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A qualified physician or other
Medicare-recognized practitioner provides
counseling

We cover 2 cessation attempts per year (each
attempt may include a maximum of 4
intermediate or intensive sessions, with the
patient getting up to 8 sessions per year.)

$75 monthly allowance applies through
plan approved vendor only.

Special Supplemental Benefits for the
Chronically Ill

Members that are diagnosed with certain
qualifying conditions (see list below) can use all
or aportionof the$75monthlyallowance toward
groceries (ex. beverages, frozen food,
non-perishable/perishable foods, vitamins,
dietary supplements, diabetes health and
wellness nutrition, or weight management),
utilities (please note some utility companies will
not allow a partial payment, please check with
your company before using the card) or rent
(pleasenote some rental companiesor landlords
maynot accept payment through the healthcare
prepaid card, full or partial. There will be a
reimbursement process in place to provide
assistance, however a receipt of paymentwill be
required) through a healthcare prepaid card
provided by the plan when you join the plan.
The qualifying conditions are:
Chronicalcoholusedisorderandother substance
use disorders (SUDs),

Autoimmune disorders,

Cancer,

Cardiovascular disorders,

Chronic heart failure,
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What you pay
when you get
these services
Out-of-Network

What you pay
when you get
these services
In-NetworkCovered Service

Dementia,

Diabetes mellitus,

Overweight, obesity, andmetabolic syndrome,

Chronic gastrointestinal disease,

Chronic kidney disease (CKD),

Severe hematologic disorders,

HIV/AIDS,

Chronic lung disorders,

Chronic and disablingmental health conditions,

Neurologic disorders,

Stroke,

Post-organ transplantation,

Immunodeficiency and Immunosuppressive
disorders,

Conditionsassociatedwithcognitive impairment,

Conditions with functional challenges,

Chronic conditions that impair vision, hearing
(deafness), taste, touch, and smell,

Conditions that require continued therapy
services in order for individuals to maintain or
retain functioning,
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when you get
these services
Out-of-Network

What you pay
when you get
these services
In-NetworkCovered Service

Chronically underweight

The healthcare prepaid card can be used at
participating grocery stores that accept Visa or
MasterCard, or to pay utility companies, rental
agencies or landlords directly.
Members must activate the card by calling
844-479-6334 (TTY: 711) and will also need to
attest to a qualifying condition. Once this is
completed, it will take 48 hours (business days)
for the funds to be available on the card.
Qualifying members will receive a replacement
card annually for no additional charge.
There is no monthly or annual rollover for this
benefit.
Please contact Member Services at
1-844-479-6334 (TTY: 711) for more information.

50% coinsurance
for all services
out-of-network

$10 copay for each
Medicare-covered
supervisedexercise
therapy visit.

Supervised Exercise Therapy (SET)

SET is covered for members who have
symptomatic peripheral artery disease (PAD).

Up to 36 sessions over a 12-week period are
covered if theSETprogramrequirementsaremet.

You pay these
amounts until you
reach the

The SET programmust: out-of-pocket
maximum.Consist of sessions lasting 30-60 minutes,

comprising a therapeutic exercise-training
program forPAD inpatientswith claudication
Be conducted in a hospital outpatient setting
or a physician’s office
Be delivered by qualified auxiliary personnel
necessary to ensure benefits exceed harms
and who are trained in exercise therapy for
PAD
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when you get
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Out-of-Network

What you pay
when you get
these services
In-NetworkCovered Service

Beunder thedirect supervisionof aphysician,
physician assistant, or nurse practitioner/
clinical nurse specialist whomust be trained
in both basic and advanced life support
techniques

SETmay be covered beyond 36 sessions over 12
weeks for an additional 36 sessions over an
extended period of time if deemedmedically
necessary by a health care provider.

$0 copay for 24 one-way trips directly to
and from any health-related location

Transportation (Non-Emergency)

Covered services include:
One-way trips directly to and from any
health-related location every calendar year via

every calendar year via taxi, van, or other
approved type of transportation. This
benefit is only covered through our
vendor.

taxi, van, or other approved type of
transportation.

This benefit is only valid for health- related
purposes. Routine transportation is provided to
the member, and when necessary, due to the
health status of the member, one (1) escort. The
transportation benefit can only be used for
appointments and pharmacy visits directly
related to the member. Transportation cannot
be used for anyone other than the member. We
are not responsible for any lost items, injuries,
etc. during the transportation service.

Members are required to provide three (3)
business days (Monday-Friday, excluding
holidays) advance notice to arrange for
transportation. Members should call
833-536-2001 (TTY Users: 711) 8 a.m. to 8 p.m.,
local time, 7days aweek fromOctober 1 through
March31and8a.m. to8p.m., local time,Monday
through Friday from April 1 through
September 30.
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Out-of-Network

What you pay
when you get
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Cancellations or changes must be made at least
two (2) hours prior to the scheduled trip, or itwill
bededucted fromthenumberof trips remaining.

$25 copay for each Medicare-covered
urgent care visit in-person.
$0 virtual urgent care visit.

Urgently needed services

A plan-covered service requiring immediate
medical attention that’s not an emergency is an
urgently needed service if either you’re Copay iswaived if youareadmitted to the

hospital within 48 hours for the same
condition.

temporarily outside our plan’s service area, or,
even if you’re inside our plan’s service area, it’s
unreasonable given your time, place, and Worldwide Urgently Needed Services:
circumstances to get this service from network

Worldwide Urgently needed services do
NOT count toward your maximum
out-of-pocket (MOOP).

providers. Our plan must cover urgently needed
services and only charge you in-network cost
sharing. Examples of urgently needed services
are unforeseenmedical illnesses and injuries, or $0 copay for each worldwide urgent care

visit.unexpected flare-ups of existing conditions.
Medically necessary routine provider visits (like

$50,000 (USD) combined limitper year for
emergency and urgent care services

annual checkups) aren’t considered urgently
needed even if you’re outside our plan’s service

provided outside the U.S. and its
territories.

area or our plan network is temporarily
unavailable.

Urgentlyneededservicesarecoveredworldwide.

Only benefits rendered in an urgent care setting
are covered. If you are admitted, inpatient
benefits related to your urgent care visit are not
covered by the plan.

If youhaveanemergency serviceoutside theU.S.
and its territories, you will be responsible for
payment at the time services are rendered. You
may then submit your claims and proof of
payment for reimbursementconsideration(minus
any applicable member cost sharing).
Transportationand repatriationarenot covered.

For more information please see Chapter 5
(Section 1).
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What you pay
when you get
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50% coinsurance
for all services
out-of-network

$30 copay for each
Medicare-covered
eye exam to

Vision care

Covered services include:
diagnose and treat $200 maximum for

all eyewear.
Outpatientphysicianservices for thediagnosis
and treatment of diseases and injuries of the
eye, including treatment for age-related
macular degeneration. Original Medicare
doesn’t cover routine eye exams (eye
refractions) for eyeglasses/contacts.

diseases and
conditions of the
eye.
$0 copay for one
pair of
Medicare-covered

You pay these
amounts until you
reach the
out-of-pocket
maximum.For people who are at high risk for glaucoma,

we cover one glaucoma screening each year.
Peopleathigh riskofglaucoma includepeople
witha familyhistoryof glaucoma,peoplewith
diabetes, African Americans who are age 50
andolder andHispanic Americanswho are 65
or older.

eyeglasses or
contact lensesafter
cataract surgery.
$0 copay for each
Medicare-covered
glaucoma
screening visit.
$0 copay for each
diabetic eye exam

For people with diabetes, screening for
diabetic retinopathy is covered once per year

(one per calendar
year).
The vision benefit
cannot be

One pair of eyeglasses or contact lenses after
each cataract surgery that includes insertion
of an intraocular lens. If you have 2 separate
cataract operations, you can’t reserve the
benefit after the first surgery and purchase 2
eyeglasses after the second surgery.

combinedwithany
provider-offered
discounts or
promotions.
Insurance must be
usedat timeof sale

We also cover through Davis Vision:

Diabetic eye exam
Routine eye exam

for benefits to
apply.

Additional eyewear that includesprescription
lenses and one pair of eyeglass frames or
contact lenses. $0 copay for a

routine eye examFor more details about the routine vision
coverage and allowances, please contact Davis
Vision 1-888-573-2990 (TTY: 711).

(includesdilation&
refraction), once
every calendar
year.
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Additional
Eyewear
Coverage:
Eyewear (Frames
and Lenses):
- Select frames
purchased from
Davis Vision's
exclusivecollection
will be covered in
full through our
vendor.
- $200 allowance
for any other
frames annually.
- Single Vision,
Bifocal, Trifocal,
and Lenticular
lenses have a $10
copay foreach type
of lenses annually.
Contacts (Medical
and Elective):
- If contact lenses
are medically
necessary they will
be covered in full
through Davis
Vision, .
- $250 allowance
for elective contact
lenses annually.
- Contact lens
evaluation and
fitting is a
maximum
reimbursement of
$60.

2026 Evidence of Coverage for CareFirst BlueCross BlueShield Advantage Salute 82
CHAPTER 4: Medical Benefits Chart (what’s covered andwhat you pay)



What you pay
when you get
these services
Out-of-Network

What you pay
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Non-Medicare
covered / routine
services do not
count toward your
maximum-out-of-pocket
(MOOP).

50% coinsurance
for all services
out-of-network

There is no
coinsurance,
copayment, or

Welcome to Medicare preventive visit

Our plan covers the one-timeWelcome to
Medicare preventive visit. The visit includes a You pay these

amounts until you

deductible for the
Welcome to
Medicare
preventive visit.

review of your health, as well as education and
counseling about the preventive services you
need (including certain screenings and shots),
and referrals for other care if needed.

reach the
out-of-pocket
maximum.

Important:We cover theWelcome to Medicare
preventive visit only within the first 12 months
you have Medicare Part B. When youmake your
appointment, let your doctor’s office know you
want to schedule yourWelcome to Medicare
preventive visit.

Preventive and Enhanced Comprehensive Dental Coverage Chart

You have additional preventive and comprehensive dental coverage beyondMedicare-covered
services. See the tablebelow fora full overviewof coveredservices, frequencies, andcost-sharing
amounts.

For any questions about dental benefits, please contact Member Services.

Note: Prior authorization may be required for some services. Services from non-participating
dentists arenot coveredunlessauthorizedby theplanor fordental emergencies. Inother cases,
members will be responsible for any out-of-network services.

TheAmericanDental Association (ADA)mayperiodically change thecurrentdental terminology
(CDT) codes or definitions listed in the ADA publications. If such changes result in different CDT
codes being usedbyparticipating dentists to describe the covereddental services listed below,
the coverage and patient responsibility will not change.
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INN/ONNCODE

Medicare Advantage PPOPlan Type

CareFirst BlueCross
BlueShield Advantage
Salute (PPO)

Plan Name

All Comprehensive services are subject to
$1000 maximum plan coverage

Includes Comprehensive
Dental Coverage

Plan Features

$0Individual Deductible:

In and Out-of-Network coverage availableNetwork:

Cost-Sharing
Out-of-Network

Cost-Sharing
In-Network

FrequencyPreventive Dental Services

Oral Exams (16b1)

50%coinsurance$0Twice per yearPERIODIC ORAL EXAMINATION—
ESTABLISHED PATIENT

D0120

50%coinsurance$0Once a day per
provider

LIMITED ORAL
EVALUATION—PROBLEM FOCUSED

D0140

Also covered with D9995 as a
teledenstistry modifier

50%coinsurance$0Once per three
years per
provider

COMPREHENSIVEORALEVALUATION—
NEWOR ESTABLISHED PATIENT

D0150

50%coinsurance$0Once a day per
provider

DETAILED AND EXTENSIVE ORAL
EVALUATION—PROBLEM FOCUSED,
BY REPORT

D0160

50%coinsurance$0Once per three
years per
provider

COMPREHENSIVE PERIODONTAL
EVALUATION—NEWORESTABLISHED
PATIENT

D0180

50%coinsurance$0Once per date of
service

Screening of a patient; a screening,
includingstateor federallymandated

D0190

screenings, to determine an
individual'sneed tobeseenbydentist
fordiagnosisOnly coveredwithD9995
as a teledenstistry modifier

Dental X-Rays (16b2)

50%coinsurance$0Onceevery three
years

INTRAORAL—COMPLETE SERIES OF
RADIOGRAPHIC IMAGES

D0210

50%coinsurance$0Once per
provider per day

INTRAORAL—PERIAPICAL FIRST
RADIOGRAPHIC IMAGE

D0220
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Cost-Sharing
Out-of-Network

Cost-Sharing
In-Network

FrequencyPreventive Dental Services

50%coinsurance$0Up to six a dayINTRAORAL—PERIAPICAL EACH
ADDITIONAL RADIOGRAPHIC IMAGE

D0230

50%coinsurance$0Onebitewing set
a year

BITEWING—SINGLE RADIOGRAPHIC
IMAGE

D0270

50%coinsurance$0BITEWINGS—TWO RADIOGRAPHIC
IMAGES

D0272

50%coinsurance$0BITEWINGS—THREE RADIOGRAPHIC
IMAGES

D0273

50%coinsurance$0BITEWINGS—FOUR RADIOGRAPHIC
IMAGES

D0274

50%coinsurance$0Onceevery three
years

VERTICAL BITEWINGS—7 TO 8
RADIOGRAPHIC IMAGES

D0277

50%coinsurance$0Onceevery three
years

PANORAMIC RADIOGRAPHIC IMAGED0330

Prophylaxis (16b4)

50%coinsurance$0Twice per yearPROPHYLAXIS—ADULTD1110

Fluoride Treatment (16b5)

50%coinsurance$0Only one of the
codes twice a
year

TOPICAL APPLICATION OF FLUORIDE
VARNISH

D1206

50%coinsurance$0TOPICAL APPLICATION OF
FLUORIDE—EXCLUDING VARNISH

D1208

Comprehensive Dental (16c)

$1000 Annual Plan Maximum:Annual Maximum (applies to
comprehensive dental ONLY)

Cost-Sharing
Out-of-Network

Cost-Sharing
In-Network

FrequencyComprehensive Dental Services

Restorative Services (16c1)

50%coinsurance$30.00One surface per
12 months

AMALGAM—ONE SURFACE, PRIMARY
OR PERMANENT

D2140

50%coinsurance$40.00One surface per
12 months

AMALGAM—TWOSURFACES,PRIMARY
OR PERMANENT

D2150

50%coinsurance$50.00One surface per
12 months

AMALGAM—THREE SURFACES,
PRIMARY OR PERMANENT

D2160

50%coinsurance$60.00One surface per
12 months

AMALGAM—FOUR OR MORE
SURFACES, PRIMARYORPERMANENT

D2161
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Cost-Sharing
Out-of-Network

Cost-Sharing
In-Network

FrequencyComprehensive Dental Services

50%coinsurance$30.00One surface per
12 months

RESIN-BASED COMPOSITE—ONE
SURFACE, ANTERIOR

D2330

50%coinsurance$40.00One surface per
12 months

RESIN-BASED COMPOSITE—TWO
SURFACES, ANTERIOR

D2331

50%coinsurance$50.00One surface per
12 months

RESIN-BASED COMPOSITE—THREE
SURFACES, ANTERIOR

D2332

50%coinsurance$60.00One surface per
12 months

RESIN-BASEDCOMPOSITE—FOUROR
MORE SURFACES OR INVOLVING
INCISAL ANGLE (ANTERIOR)

D2335

50%coinsurance$30.00One surface per
12 months

RESIN-BASED COMPOSITE—ONE
SURFACE, POSTERIOR

D2391

50%coinsurance$40.00One surface per
12 months

RESIN-BASED COMPOSITE—TWO
SURFACES, POSTERIOR

D2392

50%coinsurance$50.00One surface per
12 months

RESIN-BASED COMPOSITE—THREE
SURFACES, POSTERIOR

D2393

50%coinsurance$60.00One surface per
12 months

RESIN-BASEDCOMPOSITE—FOUROR
MORE SURFACES, POSTERIOR

D2394

50%coinsurance$200.00Once per tooth
every 5 years

ONLAY—METALLIC—TWO SURFACESD2542

50%coinsurance$200.00Once per tooth
every 5 years

ONLAY—METALLIC—THREESURFACESD2543

50%coinsurance$300.00Once per tooth
every 5 years

ONLAY—METALLIC—FOUR OR MORE
SURFACES

D2544

50%coinsurance$200.00Once per tooth
every 5 years

ONLAY—PORCELAIN/CERAMIC—TWO
SURFACES

D2642

50%coinsurance$300.00Once per tooth
every 5 years

ONLAY—PORCELAIN/
CERAMIC—THREE SURFACES

D2643

50%coinsurance$300.00Once per tooth
every 5 years

ONLAY—PORCELAIN/CERAMIC—FOUR
OR MORE SURFACES

D2644

50%coinsurance$200.00Once per tooth
every 5 years

ONLAY—RESIN-BASED
COMPOSITE—TWO SURFACES

D2662

50%coinsurance$300.00Once per tooth
every 5 years

ONLAY—RESIN-BASED COMPOSITE—
THREE SURFACES

D2663

50%coinsurance$300.00Once per tooth
every 5 years

ONLAY—RESIN-BASED
COMPOSITE—FOUR OR MORE
SURFACES

D2664
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Cost-Sharing
Out-of-Network

Cost-Sharing
In-Network

FrequencyComprehensive Dental Services

50%coinsurance$400.00Once per tooth
every 5 years

CROWN—RESIN WITH
PREDOMINANTLY BASE METAL

D2721

50%coinsurance$400.00Once per tooth
every 5 years

CROWN—PORCELAIN/CERAMICD2740

50%coinsurance$400.00Once per tooth
every 5 years

CROWN—PORCELAIN FUSED TO
PREDOMINANTLY BASE METAL

D2751

50%coinsurance$400.00Once per tooth
every 5 years

CROWN—PORCELAIN FUSED TO
TITANIUM AND TITANIUM ALLOYS

D2753

50%coinsurance$400.00Once per tooth
every 5 years

CROWN—3/4 CAST PREDOMINATELY
BASE METAL

D2781

50%coinsurance$400.00Once per tooth
every 5 years

CROWN—3/4 PORCELAIN/CERAMICD2783

50%coinsurance$400.00Once per tooth
every 5 years

CROWN—FULL CAST HIGH NOBLE
METAL

D2790

50%coinsurance$400.00Once per tooth
every 5 years

CROWN—FULLCASTPREDOMINANTLY
BASE

D2791

50%coinsurance$400.00Once per tooth
every 5 years

CROWN—FULL CAST NOBLE METALD2792

50%coinsurance$400.00Once per tooth
every 5 years

CROWN—TITANIUM AND TITANIUM
ALLOYS

D2794

50%coinsurance$20.00Once every 12
months

RE-CEMENT OR RE-BOND INLAY,
ONLAY, VENEER OR PARTIAL
COVERAGE RESTORATION

D2910

50%coinsurance$20.00Once every 12
months

RE-CEMENTORRE-BONDINDIRECTLY
FABRICATED OR PREFABRICATED
POST AND CORE

D2915

50%coinsurance$20.00Once every 12
months

RE-CEMENT OR RE-BOND CROWND2920

50%coinsurance$20.00Once per tooth
per year

PROTECTIVE RESTORATIOND2940

50%coinsurance$60.00Once per tooth
every 5 years

COREBUILDUP, INCLUDINGANYPINS
WHEN REQUIRED

D2950

50%coinsurance$15.00As neededPIN RETENTION—PER TOOTH, IN
ADDITION TO RESTORATION

D2951

50%coinsurance$100.00Once per tooth
every 5 years

POST AND CORE IN ADDITION TO
CROWN, INDIRECTLY FABRICATED

D2952
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Cost-Sharing
Out-of-Network

Cost-Sharing
In-Network

FrequencyComprehensive Dental Services

50%coinsurance$60.00Once per tooth
every 5 years

PREFABRICATED POST AND CORE IN
ADDITION TO CROWN

D2954

Implant Services (16c6)

50%coinsurance$200.00Once every 5
years

SURGICAL PLACEMENT OF MINI
IMPLANT

D6013

50%coinsurance$300.00Once every 5
years

PREFABRICATED
ABUTMENT—INCLUDES
MODIFICATION AND PLACEMENT

D6056

50%coinsurance$300.00Once every 5
years

CUSTOM FABRICATED
ABUTMENT—INCLUDES PLACEMENT

D6057

50%coinsurance$400.00Once every 5
years

ABUTMENTSUPPORTEDPORCELAIN/
CERAMIC CROWN

D6058

50%coinsurance$400.00Once every 5
years

ABUTMENT SUPPORTED PORCELAIN
FUSED TOMETAL CROWN (HIGH
NOBLE METAL)

D6059

50%coinsurance$400.00Once every 5
years

ABUTMENT SUPPORTED PORCELAIN
FUSED TOMETAL CROWN
(PREDOMINANTLY BASE METAL)

D6060

50%coinsurance$400.00Once every 5
years

ABUTMENT SUPPORTED PORCELAIN
FUSED TOMETAL CROWN (NOBLE
METAL)

D6061

50%coinsurance$400.00Once every 5
years

ABUTMENTSUPPORTEDCASTMETAL
CROWN (HIGH NOBLE METAL)

D6062

50%coinsurance$400.00Once every 5
years

ABUTMENTSUPPORTEDCASTMETAL
CROWN (PREDOMINANTLY BASE
METAL)

D6063

50%coinsurance$400.00Once every 5
years

ABUTMENTSUPPORTEDCASTMETAL
CROWN (NOBLE METAL)

D6064

50%coinsurance$400.00Once every 5
years

IMPLANT SUPORTED PORCELAIN/
CERAMIC CROWN

D6065

50%coinsurance$400.00Once every 5
years

IMPLANT SUPPORTED CROWN -
PORCELAIN FUSED TO HIGH NOBLE
ALLOYS

D6066

50%coinsurance$400.00Once every 5
years

IMPLANT SUPPORTEDCROWN -HIGH
NOBLE ALLOYS

D6067

50%coinsurance$400.00Once every 5
years

IMPLANT SUPPORTEDRETAINER FOR
CERAMIC FPD

D6075
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Cost-Sharing
Out-of-Network

Cost-Sharing
In-Network

FrequencyComprehensive Dental Services

50%coinsurance$400.00Once every 5
years

IMPLANT SUPPORTEDRETAINER FOR
FPD - PORCELAIN FUSED TO HIGH
NOBLE ALLOYS

D6076

50%coinsurance$400.00Once every 5
years

IMPLANT SUPPORTEDRETAINER FOR
METAL FPD - HIGH NOBLE ALLOYS

D6077

50%coinsurance$400.00Once every 5
years

IMPLANT SUPPORTED CROWN -
PORCELAIN FUSED TO
PREDOMINANTLY BASE ALLOYS

D6082

50%coinsurance$400.00Once every 5
years

IMPLANT SUPPORTED CROWN -
PORCELAINFUSEDTONOBLEALLOYS

D6083

50%coinsurance$400.00Once every 5
years

IMPLANT SUPPORTED CROWN -
PORCELAINFUSEDTOTITANIUMAND
TITANIUM ALLOYS

D6084

50%coinsurance$400.00Once every 5
years

IMPLANT SUPPORTED CROWN -
PREDOMINATELY BASE ALLOYS

D6086

50%coinsurance$400.00Once every 5
years

IMPLANT SUPPORTED CROWN -
NOBLE ALLOYS

D6087

50%coinsurance$400.00Once every 5
years

IMPLANT SUPPORTED CROWN -
TITANIUM AND TITANIUM ALLOYS

D6088

50%coinsurance$400.00Once every 5
years

ABUTMENT SUPPORTED CROWN
TITANIUM AND TITANIUM ALLOYS

D6094

50%coinsurance$400.00Once every 5
years

ABUTMENT SUPPORTED CROWN -
PORCELAIN FUSED TO TITANIUM OR
TITANIUM ALLOYS

D6097

50%coinsurance$400.00Once every 5
years

IMPLANT SUPPORTED RETAINER -
PORCELAIN FUSED TO
PREDOMINANTLY BASE ALLOYS

D6098

50%coinsurance$400.00Once every 5
years

IMPLANT SUPPORTEDRETAINER FOR
FPD - PORCELAIN FUSED TO NOBLE
ALLOYS

D6099

50%coinsurance$500.00As neededIMPLANT REMOVAL, BY REPORTD6100

50%coinsurance$150.00Once every 12
months

DEBRIDEMENT OF A PERI-IMPLANT
DEFECT OR DEFECTS SURROUNDING

D6101

A SINGLE IMPLANT, AND SURFACE
CLEANINGOFTHEEXPOSEDIMPLANT
SURFACES, INCLUDING FLAP ENTRY
AND CLOSURE
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Cost-Sharing
Out-of-Network

Cost-Sharing
In-Network

FrequencyComprehensive Dental Services

50%coinsurance$150.00Once every 12
months

DEBRIDEMENT AND OSSEOUS
CONTOURING OF A PERI-IMPLANT

D6102

DEFECT OR DEFECTS SURROUNDING
A SINGLE IMPLANT AND INCLUDES
SURFACECLEANINGOFTHEEXPOSED
IMPLANTSURFACES, INCLUDINGFLAP
ENTRY AND CLOSURE

50%coinsurance$400.00Once every 5
years

IMPLANT SUPPORTED RETAINER -
PORCELAINFUSEDTOTITANIUMAND
TITANIUM ALLOYS

D6120

50%coinsurance$400.00Once every 5
years

IMPLANT SUPPORTEDRETAINER FOR
METAL FPD - PREDOMINANTLY BASE
ALLOYS

D6121

50%coinsurance$400.00Once every 5
years

IMPLANT SUPPORTEDRETAINER FOR
METAL FPD - NOBLE ALLOYS

D6122

50%coinsurance$400.00Once every 5
years

IMPLANT SUPPORTEDRETAINER FOR
METALFPD-TITANIUMANDTITANIUM
ALLOYS

D6123

50%coinsurance$70.00Once every 5
years

RADIOGRAPHIC/SURGICAL IMPLANT
INDEX, BY REPORT

D6190

50%coinsurance$400.00Once every 5
years

ABUTMENT SUPPORTED RETAINER -
PORCELAINFUSEDTOTITANIUMAND
TITANIUM ALLOYS

D6195

Endodontics (16c2)

50%coinsurance$200.00Once per tooth
per lifetime

ENDODONTIC THERAPY, ANTERIOR
TOOTH (EXCLUDING FINAL
RESTORATION)

D3310

50%coinsurance$200.00Once per tooth
per lifetime

ENDODONTIC THERAPY, PREMOLAR
TOOTH (EXCLUDING FINAL
RESTORATION)

D3320

50%coinsurance$200.00Once per tooth
per lifetime

ENDODONTIC THERAPY, MOLAR
(EXCLUDING FINAL RESTORATION)

D3330

50%coinsurance$200.00Once per tooth
per lifetime

RETREATMENT OF PREVIOUS ROOT
CANAL THERAPY - ANTERIOR

D3346

50%coinsurance$200.00Once per tooth
per lifetime

RETREATMENT OF PREVIOUS ROOT
CANAL THERAPY - PREMOLAR

D3347

50%coinsurance$200.00Once per tooth
per lifetime

RETREATMENT OF PREVIOUS ROOT
CANAL THERAPY - MOLAR

D3348
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Cost-Sharing
Out-of-Network

Cost-Sharing
In-Network

FrequencyComprehensive Dental Services

50%coinsurance$200.00Once per tooth
per lifetime

APICOECTOMY—ANTERIORD3410

50%coinsurance$200.00Once per tooth
per lifetime

APICOECTOMY—PREMOLAR (FIRST
ROOT)

D3421

50%coinsurance$200.00Once per tooth
per lifetime

APICOECTOMY—MOLAR(FIRSTROOT)D3425

50%coinsurance$100.00Once per tooth
per lifetime

APICOECTOMY (EACH ADDITIONAL
ROOT)

D3426

50%coinsurance$100.00As neededRETROGRADE FILLING—PER ROOTD3430

50%coinsurance$100.00As neededROOT AMPUTATION—PER ROOTD3450

Periodontics (16c3)

50%coinsurance$50.00Once every 24
months

PERIODONTAL SCALING AND ROOT
PLANING—FOURORMORETEETHPER
QUADRANT

D4341

50%coinsurance$50.00Once every 24
months

PERIODONTAL SCALING AND ROOT
PLANING—ONETOTHREETEETHPER
QUADRANT

D4342

50%coinsurance$50.00Once every 24
months

SCALING IN PRESENCE OF
GENERALIZEDMODERATEORSEVERE

D4346

GINGIVAL INFLAMMATION—FULL
MOUTH, AFTER ORAL EVALUATION

50%coinsurance$60.00Once every 36
months

FULL MOUTH DEBRIDEMENT TO
ENABLE A COMPREHENSIVE ORAL

D4355

EVALUATION AND DIAGNOSIS ON A
SUBSEQUENT VISIT

50%coinsurance$50.00Twice per yearPERIODONTAL MAINTENANCED4910

50%coinsurance$200.00Once every 5
years

GINGIVECTOMYORGINGIVOPLASTY—
FOURORMORE CONTIGUOUS TEETH

D4210

OR TOOTH BOUNDED SPACES PER
QUADRANT

50%coinsurance$100.00Once every 5
years

GINGIVECTOMY OR
GINGIVOPLASTY—ONE TO THREE

D4211

CONTIGUOUS TEETH OR TOOTH
BOUNDED SPACES PER QUADRANT

50%coinsurance$100.00Once every 5
years

GINGIVECTOMY OR GINGIVOPLASTY
TOALLOWACCESSFORRESTORATIVE
PROCEDURE, PER TOOTH

D4212
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Cost-Sharing
Out-of-Network

Cost-Sharing
In-Network

FrequencyComprehensive Dental Services

50%coinsurance$100.00Once every 5
years

GINGIVAL FLAP PROCEDURE,
INCLUDING ROOT PLANING— FOUR

D4240

OR MORE CONTIGUOUS TEETH OR
TOOTH BOUNDED SPACES PER
QUADRANT

50%coinsurance$100.00Once every 5
years

GINGIVAL FLAP PROCEDURE,
INCLUDINGROOTPLANING—ONETO

D4241

THREE CONTIGUOUS TEETH OR
TOOTH BOUNDED SPACES PER
QUADRANT

50%coinsurance$300.00Once every 5
years

OSSEOUS SURGERY (INCLUDING
ELEVATIONOFFULLTHICKNESSFLAP

D4260

ENTRY AND CLOSURE)—FOUR OR
MORECONTIGUOUSTEETHORTOOTH
BOUNDED SPACES PER QUADRANT

50%coinsurance$300.00Once every 5
years

OSSEOUS SURGERY (INCLUDING
ELEVATIONOFFULLTHICKNESSFLAP

D4261

ENTRY AND CLOSURE)—ONE TO
THREE CONTIGUOUS TEETH OR
TOOTH BOUNDED SPACES PER
QUADRANT

50%coinsurance$200.00Once every 5
years

BONE REPLACEMENT
GRAFT—RETAINED NATURAL
TOOTH—FIRST SITE IN QUADRANT

D4263

50%coinsurance$100.00Once every 5
years

BONE REPLACEMENT
GRAFT—RETAINED NATURAL

D4264

TOOTH—EACH ADDITIONAL SITE IN
QUADRANT

Prosthodontics, Removable (16c4)

50%coinsurance$400.00Once every 5
years

COMPLETE DENTURE—MAXILLARYD5110

50%coinsurance$400.00Once every 5
years

COMPLETE DENTURE—MANDIBULARD5120

50%coinsurance$400.00Once every 5
years

IMMEDIATE DENTURE—MAXILLARYD5130

50%coinsurance$400.00Once every 5
years

IMMEDIATE DENTURE—MANDIBULARD5140

50%coinsurance$400.00Once every 5
years

MAXILLARYPARTIALDENTURE—RESIN
BASE (INCLUDING RETENTIVE /

D5211
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Cost-Sharing
Out-of-Network

Cost-Sharing
In-Network

FrequencyComprehensive Dental Services

CLASPING MATERIALS, RESTS AND
TEETH)

50%coinsurance$400.00Once every 5
years

MANDIBULAR PARTIAL
DENTURE—RESIN BASE (INCLUDING

D5212

RETENTIVE / CLASPING MATERIALS,
RESTS AND TEETH)

50%coinsurance$400.00Once every 5
years

MAXILLARYPARTIALDENTURE—CAST
METAL FRAMEWORKWITH RESIN

D5213

DENTURE BASES (INCLUDING
RETENTIVE / CLASPING MATERIALS,
RESTS AND TEETH)

50%coinsurance$400.00Once every 5
years

MANDIBULAR PARTIAL
DENTURE—CASTMETALFRAMEWORK

D5214

WITH RESIN DENTURE BASES
(INCLUDING RETENTIVE / CLASPING
MATERIALS, RESTS AND TEETH)

50%coinsurance$400.00Once every 5
years

IMMEDIATE MAXILLARY PARTIAL
DENTURE—RESIN BASE (INCLUDING

D5221

RETENTIVE / CLASPING MATERIALS,
RESTS AND TEETH)

50%coinsurance$400.00Once every 5
years

IMMEDIATE MANDIBULAR PARTIAL
DENTURE—RESIN BASE (INCLUDING

D5222

RETENTIVE / CLASPING MATERIALS,
RESTS AND TEETH)

50%coinsurance$400.00Once every 5
years

IMMEDIATE MAXILLARY PARTIAL
DENTURE—CASTMETALFRAMEWORK

D5223

WITH RESIN DENTURE BASES
(INCLUDING RETENTIVE / CLASPING
MATERIALS, RESTS AND TEETH)

50%coinsurance$400.00Once every 5
years

IMMEDIATE MANDIBULAR PARTIAL
DENTURE—CASTMETALFRAMEWORK

D5224

WITH RESIN DENTURE BASES
(INCLUDING RETENTIVE / CLASPING
MATERIALS, RESTS AND TEETH)

50%coinsurance$400.00Once every 5
years

MAXILLARY PARTIAL
DENTURE—FLEXIBLE BASE

D5225

(INCLUDING ANY CLASPS, RESTS AND
TEETH)
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Cost-Sharing
Out-of-Network

Cost-Sharing
In-Network

FrequencyComprehensive Dental Services

50%coinsurance$400.00Once every 5
years

MANDIBULAR PARTIAL DENTURE—
FLEXIBLE BASE (INCLUDING ANY
CLASPS, RESTS AND TEETH)

D5226

50%coinsurance$200.00Once every 5
years

REMOVABLE UNILATERAL PARTIAL
DENTURE—ONE PIECE CAST METAL

D5282

(INCLUDING CLASPS AND TEETH),
MAXILLARY

50%coinsurance$200.00Once every 5
years

REMOVABLE UNILATERAL PARTIAL
DENTURE—ONE PIECE CAST METAL

D5283

(INCLUDING CLASPS AND TEETH),
MANDIBULAR

50%coinsurance$30.00Once every 12
months per arch

ADJUST COMPLETE
DENTURE—MAXILLARY

D5410

50%coinsurance$30.00Once every 12
months per arch

ADJUST COMPLETE DENTURE—
MANDIBULAR

D5411

50%coinsurance$30.00Once every 12
months per arch

ADJUST PARTIAL
DENTURE—MAXILLARY

D5421

50%coinsurance$30.00Once every 12
months per arch

ADJUST PARTIAL
DENTURE—MANDIBULAR

D5422

50%coinsurance$50.00Once every 12
months per arch

REPAIRBROKENCOMPLETEDENTURE
BASE, MANDIBULAR

D5511

50%coinsurance$50.00Once every 12
months per arch

REPAIRBROKENCOMPLETEDENTURE
BASE, MAXILLARY

D5512

50%coinsurance$50.00Once every 12
months per arch

REPAIR RESIN PARTIAL DENTURE
BASE, MANDIBULAR

D5611

50%coinsurance$50.00Once every 12
months per arch

REPAIR RESIN PARTIAL DENTURE
BASE, MAXILLARY

D5612

50%coinsurance$50.00Once every 12
months per arch

REPAIR CAST PARTIAL FRAMEWORK,
MANDIBULAR

D5621

50%coinsurance$50.00Once every 12
months per arch

REPAIR CAST PARTIAL FRAMEWORK,
MAXILLARY

D5622

50%coinsurance$50.00Once every 12
months per arch

REPAIR OR REPLACE BROKEN
RETENTIVE/CLASPING
MATERIALS—PER TOOTH

D5630

50%coinsurance$50.00Once every 12
months per arch

REPLACE BROKEN TEETH—PER
TOOTH

D5640

50%coinsurance$50.00Once every 12
months per arch

ADD TOOTH TO EXISTING PARTIAL
DENTURE

D5650
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Cost-Sharing
Out-of-Network

Cost-Sharing
In-Network

FrequencyComprehensive Dental Services

50%coinsurance$50.00Once every 12
months per arch

ADD CLASP TO EXISTING PARTIAL
DENTURE—PER TOOTH

D5660

50%coinsurance$60.00Once every 36
months

REBASE COMPLETE MAXILLARY
DENTURE

D5710

50%coinsurance$60.00Once every 36
months

REBASE COMPLETE MANDIBULAR
DENTURE

D5711

50%coinsurance$60.00Once every 36
months

REBASEMAXILLARYPARTIALDENTURED5720

50%coinsurance$60.00Once every 36
months

REBASE MANDIBULAR PARTIAL
DENTURE

D5721

50%coinsurance$60.00Once every 36
months

RELINE COMPLETE MAXILLARY
DENTURE (CHAIRSIDE)

D5730

50%coinsurance$60.00Once every 36
months

RELINE COMPLETE MANDIBULAR
DENTURE (CHAIRSIDE)

D5731

50%coinsurance$60.00Once every 36
months

RELINEMAXILLARYPARTIALDENTURE
(CHAIRSIDE)

D5740

50%coinsurance$60.00Once every 36
months

RELINE MANDIBULAR PARTIAL
DENTURE (CHAIRSIDE)

D5741

50%coinsurance$60.00Once every 36
months

RELINE COMPLETE MAXILLARY
DENTURE (LABORATORY)

D5750

50%coinsurance$60.00Once every 36
months

RELINE COMPLETE MANDIBULAR
DENTURE (LABORATORY)

D5751

50%coinsurance$60.00Once every 36
months

RELINEMAXILLARYPARTIALDENTURE
(LABORATORY)

D5760

50%coinsurance$60.00Once every 36
months

RELINE MANDIBULAR PARTIAL
DENTURE (LABORATORY)

D5761

50%coinsurance$60.00Once every 12
months

TISSUE CONDITIONING, MAXILLARYD5850

50%coinsurance$60.00Once every 12
months

TISSUECONDITIONING,MANDIBULARD5851

50%coinsurance$700.00Once every 5
years

OVERDENTURE—COMPLETE
MAXILLARY

D5863

50%coinsurance$700.00Once every 5
years

OVERDENTURE—PARTIALMAXILLARYD5864

50%coinsurance$700.00Once every 5
years

OVERDENTURE—COMPLETE
MANDIBULAR

D5865

2026 Evidence of Coverage for CareFirst BlueCross BlueShield Advantage Salute 95
CHAPTER 4: Medical Benefits Chart (what’s covered andwhat you pay)



Cost-Sharing
Out-of-Network

Cost-Sharing
In-Network

FrequencyComprehensive Dental Services

50%coinsurance$700.00Once every 5
years

OVERDENTURE—PARTIAL
MANDIBULAR

D5866

50%coinsurance$60.00Once every 12
months per arch

MODIFICATION OF REMOVABLE
PROSTHESIS FOLLOWING IMPLANT
SURGERY

D5875

Prosthodontics, Fixed (16c7)

50%coinsurance$400.00Once every 5
years

PONTIC—CAST HIGH NOBLE METALD6210

50%coinsurance$400.00Once every 5
years

PONTIC—CASTPREDOMINANTLYBASE
METAL

D6211

50%coinsurance$400.00Once every 5
years

PONTIC—CAST NOBLE METALD6212

50%coinsurance$400.00Once every 5
years

PONTIC—TITANIUM AND TITANIUM
ALLOYS

D6214

50%coinsurance$400.00Once every 5
years

PONTIC—PORCELAINFUSEDTOHIGH
NOBLE METAL

D6240

50%coinsurance$400.00Once every 5
years

PONTIC—PORCELAIN FUSED TO
PREDOMINANTLY BASE METAL

D6241

50%coinsurance$400.00Once every 5
years

PONTIC—PORCELAIN FUSED TO
NOBLE METAL

D6242

50%coinsurance$400.00Once every 5
years

PONTIC—PORCELAIN FUSED TO
TITANIUM AND TITANIUM ALLOYS

D6243

50%coinsurance$400.00Once every 5
years

PONTIC—PORCELAIN/CERAMICD6245

50%coinsurance$400.00Once every 5
years

PONTIC—RESIN WITH HIGH NOBLE
METAL

D6250

50%coinsurance$400.00Once every 5
years

PONTIC—RESIN WITH
PREDOMINANTLY BASE METAL

D6251

50%coinsurance$400.00Once every 5
years

PONTIC—RESIN WITH NOBLE METALD6252

50%coinsurance$400.00Once every 5
years

RETAINER CROWN—PORCELAIN
FUSED TO HIGH NOBLE METAL

D6750

50%coinsurance$400.00Once every 5
years

RETAINER CROWN—PORCELAIN
FUSED TO PREDOMINANTLY BASE
METAL

D6751

50%coinsurance$400.00Once every 5
years

RETAINER CROWN—PORCELAIN
FUSED TO NOBLE METAL

D6752
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Cost-Sharing
Out-of-Network

Cost-Sharing
In-Network

FrequencyComprehensive Dental Services

50%coinsurance$400.00Once every 5
years

RETAINER CROWN—PORCELAIN
FUSED TO TITANIUM AND TITANIUM
ALLOYS

D6753

50%coinsurance$400.00Once every 5
years

RETAINER CROWN—3/4 CAST HIGH
NOBLE METAL

D6780

50%coinsurance$400.00Once every 5
years

RETAINER CROWN—3/4 CAST
PREDOMINANTLY BASED METAL

D6781

50%coinsurance$400.00Once every 5
years

RETAINER CROWN—3/4 CAST NOBLE
METAL

D6782

50%coinsurance$400.00Once every 5
years

RETAINER CROWN—3/4 PORCELAIN/
CERAMIC

D6783

50%coinsurance$400.00Once every 5
years

RETAINER CROWN—FULL CAST HIGH
NOBLE METAL

D6790

50%coinsurance$400.00Once every 5
years

RETAINER CROWN—FULL CAST
PREDOMINANTLY BASE METAL

D6791

50%coinsurance$400.00Once every 5
years

RETAINERCROWN—FULLCASTNOBLE
METAL

D6792

50%coinsurance$400.00Once every 5
years

RETAINER CROWN—TITANIUM AND
TITANIUM ALLOYS

D6794

50%coinsurance$40.00Once every 12
months

RE-CEMENT OR RE-BOND FIXED
PARTIAL DENTURE

D6930

Oral and Maxillofacaial Surgery (16c8)

50%coinsurance$100.00Once per tooth
per lifetime

EXTRACTION, ERUPTED TOOTH
REQUIRING REMOVAL OF BONE AND/

D7210

OR SECTIONING OF TOOTH, AND
EXCLUDING ELEVATION OF
MUCOPERIOSTEALFLAP IF INDICATED

50%coinsurance$100.00Once per tooth
per lifetime

REMOVAL OF IMPACTED
TOOTH—SOFT TISSUE

D7220

50%coinsurance$100.00Once per tooth
per lifetime

REMOVAL OF IMPACTED TOOTH—
PARTIALLY BONY

D7230

50%coinsurance$100.00Once per tooth
per lifetime

REMOVAL OF IMPACTED TOOTH—
COMPLETELY BONY

D7240

50%coinsurance$100.00Once per tooth
per lifetime

REMOVAL OF IMPACTED TOOTH—
COMPLETELY BONY, WITH UNUSUAL
SURGICAL COMPLICATIONS

D7241
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Cost-Sharing
Out-of-Network

Cost-Sharing
In-Network

FrequencyComprehensive Dental Services

50%coinsurance$100.00Once per tooth
per lifetime

REMOVAL OF RESIDUAL TOOTH
ROOTS (CUTTING PROCEDURE)

D7250

50%coinsurance$40.00Once per tooth
per lifetime

EXTRACTION,CORONALREMNANTS—
PRIMARY TOOTH

D7111

50%coinsurance$50.00Once per tooth
per lifetime

EXTRACTION, ERUPTED TOOTH OR
EXPOSED ROOT (ELEVATION AND/OR
FORCEPS REMOVAL)

D7140

50%coinsurance$100.00Once per tooth
per lifetime

EXPOSUREOFANUNERUPTEDTOOTHD7280

50%coinsurance$60.00As neededDEEP SEDATION/GENERAL
ANESTHESIA— FIRST 15 MINUTES

D9222

50%coinsurance$60.00As neededDEEP SEDATION/GENERAL
ANESTHESIA—EACHSUBSEQUENT15
MINUTE INCREMENT

D9223

Adjunctive General Services (16c10)

50%coinsurance$15.00Twice per yearAPPLICATION OF DESENSITIZING
MEDICAMENT

D9910

50%coinsurance$15.00One application
per surface per
lifetime

INTERIM CARIES ARRESTING
MEDICAMENT APPLICATION—PER
TOOTH

D1354

50%coinsurance$30.00No limit -
available as
needed

PALLIATIVE(EMERGENCY)TREATMENT
OFDENTALPAIN,MINORPROCEDURE

D9110

Section 2.1 Get care using our plan’s optional visitor/traveler benefit

If you do not permanently move, but you are continuously away from our plan’s service area
for more than six months, we usually must disenroll you from our plan. However, we offer a
visitor/traveler Programwhichwill include BlueMedicare Advantage PPO network coverage of
all Part A, Part B, and Supplemental benefits offered by your plan outside your service area in
48 states and 2 territories: Alabama, Arizona, Arkansas, California, Colorado, Connecticut,
Delaware, Florida, Georgia, Hawaii, Idaho, Illinois, Indiana, Iowa, Kansas, Kentucky, Louisiana,
Maine,Massachusetts,Michigan,Minnesota,Mississippi,Missouri,Montana,Nebraska,Nevada,
New Hampshire, New Jersey, NewMexico, New York, North Carolina, North Dakota, Ohio,
Oklahoma, Oregon, Pennsylvania, Puerto Rico, Rhode Island, South Carolina, South Dakota,
Tennessee, Texas, Utah, Vermont, Virginia, Washington, Wisconsin andWest Virginia. For some
of the states listed, MA PPO networks are only available in portions of the state. This will allow
you to remain enrolledwhen you are outside of our service area for less than 12months. Under
our visitor/travelerprogramyoumay receiveall plancoveredservicesat in-networkcost sharing.
Please contact the plan for assistance in locating a provider when using the visitor/traveler
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benefit. If you are in the visitor/traveler area, you can stay enrolled in our plan for up to 12
months. If you have not returned to the plan’s service area within 12 months, you will be
disenrolled from the plan.

Call 1-800-810-Blue to findaBlueMedicareAdvantagePPOprovider.MemberswhoseeMedicare
Advantage PPO providers in any geographic area where the Visitor/Travel Program is offered
will pay the same cost sharing level (in-network cost sharing) they would pay if they received
covered benefits from in-network providers in their service area.

SECTION 3 Services that aren’t covered by our plan (exclusions)

This section tells you what services are excluded fromMedicare coverage and therefore, aren’t
covered by this plan.

The chart below lists services and items that either aren’t covered under any condition or are
covered only under specific conditions.

If you get services that are excluded (not covered), youmust pay for themyourself except under
the specific conditions listed below. Even if you get the excluded services at an emergency
facility, the excluded services are still not covered, and our plan won’t pay for them. The only
exception is if the service is appealed and decided upon appeal to be amedical service that we
should have paid for or covered because of your specific situation. (For information about
appealing a decision wemade to not cover a medical service, go to Chapter 7, Section 5.3 in
this document.)

Covered only under specific conditionsServicesnotcoveredbyMedicare
Covered in cases of an accidental injury or for
improvement of the functioning of a malformed body
member

Cosmetic surgery or procedures

Covered for all stages of reconstruction for a breast after
a mastectomy, as well as for the unaffected breast to
produce a symmetrical appearance

Not covered under any conditionCustodial care

Custodial care ispersonal care that
doesn’t require the continuing
attention of trainedmedical or
paramedical personnel, such as
care that helps you with activities
of daily living, such as bathing or
dressing
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Covered only under specific conditionsServicesnotcoveredbyMedicare
May be covered by Original Medicare under a
Medicare-approvedclinical research studyorbyourplan.

Experimental medical and
surgical procedures, equipment,
andmedications (Go to Chapter 3, Section 5 for more information on

clinical research studies)Experimentalproceduresand items
are those items and procedures
determinedbyOriginalMedicare to
not be generally accepted by the
medical community

Not covered under any conditionFees charged for care by your
immediate relatives ormembers
of your household

Not covered under any conditionFull-time nursing care in your
home

Not covered under any conditionHome-deliveredmeals

Not covered under any conditionHomemaker services include
basic household help, including
light housekeeping or light meal
preparation.

Not covered under any conditionNaturopathservices (usesnatural
or alternative treatments)

Shoes that are part of a leg brace and are included in the
cost of the brace. Orthopedic or therapeutic shoes for
people with, diabetic foot disease

Orthopedic shoes or supportive
devices for the feet

Not covered under any conditionPersonal items in your room at a
hospital or a skilled nursing
facility, such as a telephone or a
television

Covered only whenmedically necessaryPrivate room in a hospital

Not covered under any conditionReversal of sterilization
procedures and or
non-prescription contraceptive
supplies

Not covered under any conditionServices considered not
reasonable and necessary,
according to Original Medicare
standards
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CHAPTER 5:
Askingus topayourshareofabill forcovered
medical services
SECTION 1 Situationswhenyoushouldaskus topayourshare forcovered

services

Sometimeswhen you getmedical care, youmay need to pay the full cost. Other times, youmay
pay more than you expected under the coverage rules of our plan, or youmay get a bill from a
provider. In these cases, you can ask our plan to pay you back (reimburse you). It’s your right
to be paid back by our plan whenever you’ve paidmore than your share of the cost formedical
services covered by our plan. There may be deadlines that youmust meet to get paid back. Go
to Section 2 of this chapter.

Theremay also be timeswhen you get a bill from a provider for the full cost ofmedical care you
got or for more than your share of cost sharing. First, try to resolve the bill with the provider. If
thatdoesn’twork, send thebill tous insteadofpaying it.We’ll lookat thebill anddecidewhether
the services should be covered. If we decide they should be covered, we’ll pay the provider
directly. If we decide not to pay it, we’ll notify the provider. You should never pay more than
plan-allowed cost-sharing. If this provider is contracted, you still have the right to treatment.

Examples of situations in which youmay need to ask our plan to pay you back or to pay a bill
you got:

1. When you got medical care from a provider who isn't in our plan’s network

When you get care from a provider who is not part of our network, you’re only responsible
for paying your share of the cost. (Your share of the costmaybe higher for an out-of-network
provider than for a network provider.) Ask the provider to bill our plan for our share of the
cost.

Emergency providers are legally required to provide emergency care. You’re only
responsible for paying your share of the cost for emergency or urgently needed services.
If you pay the entire amount yourself at the time you get the care, ask us to pay you back
for our share of the cost. Send us the bill, alongwith documentation of any payments you
made.
Youmay get a bill from the provider asking for payment that you think you don't owe.
Send us this bill, along with documentation of any payments you have already made.

If the provider is owed anything, we'll pay the provider directly.
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If youhavealreadypaidmore thanyour shareof the cost of the service,we'll determine
howmuch you owed and pay you back for our share of the cost.

While youcanget your care fromanout-of-networkprovider, theprovidermustbeeligible
to participate in Medicare. Except for emergency care, we can’t pay a provider who is not
eligible to participate inMedicare. If the provider is not eligible to participate inMedicare,
you’ll be responsible for the full cost of the services you got.

2. When a network provider sends you a bill you think you shouldn't pay

Network providers should always bill our plan directly and ask you only for your share of the
cost. But sometimes they makemistakes and ask you to pay more than your share.

You only have to pay your cost-sharing amount when you get covered services. We don't
allowproviders toaddadditional separate charges, calledbalancebilling. Thisprotection
(that you never pay more than your cost-sharing amount) applies even if we pay the
provider less than the provider charges for a service and even if there's a dispute and we
don’t pay certain provider charges.
Whenever you get a bill from a network provider that you think is more than you should
pay, send us the bill. We'll contact the provider directly and resolve the billing problem.
If you have already paid a bill to a network provider, but you feel that you paid toomuch,
send us the bill along with documentation of any payment you have made and ask us to
pay you back the difference between the amount you paid and the amount you owed
under our plan.

3. If you're retroactively enrolled in our plan

Sometimes a person’s enrollment in our plan is retroactive. This means that the first day of
their enrollment has already passed. The enrollment datemay even have occurred last year.

If you were retroactively enrolled in our plan and you paid out of pocket for any covered
services after your enrollment date, you can ask us topay youback for our share of the costs.
Youneed to submitpaperwork suchas receipts andbills for us tohandle the reimbursement.

When you send us a request for payment, we’ll review your request and decide whether the
service or drug should be covered. This is called making a coverage decision. If we decide it
should be covered, we’ll pay for our share of the cost for the service or drug. If we deny your
request for payment, you can appeal our decision. Chapter 7 has information about how to
make an appeal.

SECTION 2 How to ask us to pay you back or to pay a bill you got

Youcanaskus topayyoubackby sendingusa request inwriting. If you senda request inwriting,
send your bill and documentation of any payment you have made. It’s a good idea to make a
copy of your bill and receipts for your records. Youmust submit your claim to us within one
(1) year of the date you received the service or item. Tomake sure you are giving us all the
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informationwe need tomake a decision, youmust fill out our claim form tomake your request
for payment.

Download a copy of the form fromourwebsite (www.carefirst.com/medicareadvantage)
or call Member Services at 833-536-2001 (TTY users call711) and ask for the form.

Mail your request for payment together with any bills or paid receipts to us at this address:

CareFirst BlueCross BlueShield Medicare Advantage
Attention: Member Claims Reimbursement
P.O. Box 915
Owings Mills, MD 21117

SECTION 3 We'll consider your request for payment and say yes or no

Whenweget your request forpayment,we'll let youknow ifweneedanyadditional information
from you. Otherwise, we'll consider your request andmake a coverage decision.

If we decide that the medical care is covered and you followed all the rules, we'll pay for
our shareof thecost. If youhavealreadypaid for theservice,we'llmail your reimbursement
ofour shareof thecost toyou. If youhaven't paid for the service yet,we'llmail thepayment
directly to the provider.
If we decide that the medical care is not covered, or you did not follow all the rules, we
won't pay for our share of the cost. We'll send you a letter explaining the reasons whywe
aren't sending the payment and your right to appeal that decision.

Section 3.1 If we tell you wewon't pay for all or part of themedical care, you can
make an appeal

If you think we have made amistake in turning down your request for payment or the amount
we're paying, you canmake an appeal. If you make an appeal, it means you're asking us to
change the decision wemade when we turned down your request for payment. The appeals
process is a formal process with detailed procedures and important deadlines. For details on
how tomake this appeal, go to Chapter 7.
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CHAPTER 6:
Your rights and responsibilities
SECTION 1 Our planmust honor your rights and cultural sensitivities

Section 1.1 Wemust provide information in away thatworks for you and consistent
with your cultural sensitivities (in languages other than English, braille,
largeprint,orotheralternate formats,etc.)Debemosbrindar información
de unamanera que sea apropiada para usted (en otros idiomas además
del inglés, en letra grande o en formatos alternativos, etc.)

Our plan is required to ensure that all services, both clinical and non-clinical, are provided in a
culturally competent manner and are accessible to all enrollees, including those with limited
English proficiency, limited reading skills, hearing incapacity, or thosewith diverse cultural and
ethnic backgrounds. Examples of how our plan maymeet these accessibility requirements
include,butaren’t limited to,provisionof translator services, interpreter services, teletypewriters,
or TTY (text telephone or teletypewriter phone) connection.

Our plan has free interpreter services available to answer questions fromnon-English speaking
members. We can also give youmaterials in braille, in large print, or other alternate formats at
no cost if you need it. We’re required to give you information about our plan’s benefits in a
format that’s accessible andappropriate for you. Toget information fromus inaway thatworks
for you, call Member Services at 833-536-2001 (TTY users call 711).

Our plan is required to give female enrollees the option of direct access to a women’s health
specialist within the network for women’s routine and preventive health care services.

If providers in our plan’s network for a specialty aren’t available, it’s our plan’s responsibility
to locate specialty providers outside the networkwhowill provide youwith the necessary care.
In this case, you’ll only pay in-network cost sharing. If you find yourself in a situation where
there are no specialists in our plan’s network that cover a service you need, call the plan for
information on where to go to get this service at in-network cost sharing.

If you have any trouble getting information from our plan in a format that is accessible and
appropriate for you, seeing a women’s health specialist or finding a network specialist, call to
file a grievancewith Customer Service at 833-536-2001 (TTY users should call 711). You can also
file a complaint with Medicare by calling 1-800-MEDICARE (1-800-633-4227) or directly with the
Office for Civil Rights 1-800-368-1019 or TTY 1-800-537-7697.

Suplan tiene laobligacióndegarantizarque todos los servicios, tantoclínicos comonoclínicos,
se presten demanera competente desde el punto de vista cultural y que sean accesibles para
todos los afiliados, incluidosaquellosque tienenundominio limitadodel inglés, una capacidad
limitada de lectura, una incapacidad auditiva o un origen cultural y étnico distinto. Algunos
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ejemplos de cómo un plan puede cumplir estos requisitos de accesibilidad son, entre otros: la
prestación de servicios de traductor, servicios de intérprete, teletipos o conexión TTY (teléfono
de texto o teletipo).

Nuestro plan cuenta con servicios gratuitos de interpretación para responder a las preguntas
de los afiliadosquenohablan inglés. Tambiénpodemosproporcionarle informaciónen sistema
braille, letras grandes u otros formatos alternativos sin costo alguno si lo necesita. Debemos
brindarle información sobre losbeneficiosdel planenun formatoque seaaccesible yapropiado
para usted. Para que le brindemos información de unamanera que funcione para usted, llame
a Servicios para Miembros.

Nuestro plan tiene la obligación de ofrecer a las mujeres inscritas la opción de acceso directo
aunespecialista enatenciónmédicapara lamujerdentrode la redpara los serviciosdeatención
médica preventiva y de rutina para la mujer.

Si los proveedores de la red del plan para una especialidad no están disponibles, es
responsabilidad del plan encontrar proveedores especializados fuera de la red que le
proporcionen la atención necesaria. En este caso, solo pagará la distribución de costos dentro
de la red. Si se encuentra en una situación en la que no hay especialistas en la red del plan que
cubran un servicio que usted necesita, llame al plan para que le informen sobre dónde acudir
para obtener ese servicio con la distribución de costos dentro de la red.

Si tiene problemas para obtener información de nuestro plan en un formato que sea accesible
y apropiado para usted, llame para presentar un reclamo al Servicio al Cliente al 833-536-2001
(Los usuarios de TTY deben llamar 711. También puede presentar un reclamo ante Medicare
llamandoal 1-800-MEDICARE (1-800-633-4227) odirectamente en laOficinadeDerechosCiviles
al 1-800-368-1019 o TTY 1-800-537-7697.

Section 1.2 Wemust ensure you get timely access to covered services

You have the right to choose a provider for your care.

You have the right to get appointments and covered services from your providerswithin a
reasonable amount of time. This includes the right to get timely services from specialists when
you need that care.

If you think youaren’t getting yourmedical carewithin a reasonable amount of time, Chapter 7,
Section 9 tells what you can do.

Section 1.3 Wemust protect the privacy of your personal health information

Federal and state laws protect the privacy of your medical records and personal health
information. We protect your personal health information as required by these laws.

Your personal health information includes the personal information you gave us when
you enrolled in this plan as well as your medical records and other medical and health
information.
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You have rights related to your information and controlling how your health information
is used. We give you a written notice, called a Notice of Privacy Practice, that tells about
these rights and explains howwe protect the privacy of your health information.

How dowe protect the privacy of your health information?

Wemake sure that unauthorized people don’t see or change your records.
Except for the circumstances noted below, if we intend to give your health information
to anyone who isn’t providing your care or paying for your care,we are required to get
written permission from you or someone you have given legal power to make decisions for
you first.
There are certain exceptions that don’t require us to get your written permission first.
These exceptions are allowed or required by law.

We’re required to releasehealth information togovernmentagencies that are checking
on quality of care.
Becauseyou’reamemberofourplan throughMedicare,we’re required togiveMedicare
your health information. If Medicare releases your information for research or other
uses, this will be done according to federal statutes and regulations; typically, this
requires that information that uniquely identifies you not be shared.

You can see the information in your records and know how it’s been shared with others

You have the right to look at your medical records held by our plan, and to get a copy of your
records. We’re allowed to charge you a fee for making copies. You also have the right to ask us
to make additions or corrections to your medical records. If you ask us to do this, we’ll work
with your health care provider to decide whether the changes should bemade.

You have the right to know how your health information has been shared with others for any
purposes that aren’t routine.

If you have questions or concerns about the privacy of your personal health information, call
Member Services at 833-536-2001 (TTY users call 711).

Notice of Privacy Practices

Thisnoticedescribeshowmedicaland financial informationaboutyoumaybeusedanddisclosed
and how you can get access to this information. Please review it carefully. The privacy of your
medical and financial information is important to us.

This notice applies tomembers of fully-insured groups and individual policyholders only. If you
areamemberof a self-insuredgroup,whilewecontinue to safeguardyourpersonal information
with the same safety mechanisms, you will get a Notice of Privacy Practices from your group
health plan. If you are unsure if you are a fully insured or self-insuredmember, please contact
your group administrator. This notice applies to the privacy practices of CareFirst of Maryland,
Inc., GroupHospitalization andMedical Services, Inc., CareFirst BlueChoice, Inc., FirstCare, Inc.
(CareFirst), CareFirst Advantage, Inc. and CareFirst Advantage PPO, Inc. Wemay share your
financial and protected health information (oral, written or electronic) as well as the protected
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health information of others on your insurance policy as needed for payment or health care
operations purposes.

Uses & disclosures of medical information

Our legal duty

This notice describes our privacy practices, which include howwemay use, disclose (share or
give out), collect, handle and protect our members’ protected health information. We are
required by certain federal and state laws to maintain the privacy of your protected health
information. We also are required to give you this notice about our privacy practices, our legal
duties, andyour rights concerningyourprotectedhealth information.Wemust followtheprivacy
practices that are described in this notice while it is in effect. This notice took effect October 1,
2016 and is intended to amend the notice of CareFirst privacy practices with an effective date
of April 14, 2003.

We reserve the right to change our privacy practices and the terms of this notice at any time, as
longas lawpermits thechanges.Wereserve the right tomake thechanges inourprivacypractices
and the new terms of our notice effective for all protected health information thatwemaintain,
including protected health information we created or received before wemade the changes. If
we make a significant change in our privacy practices, we will change this notice and post the
newnotice on ourwebsite,www.carefirst.com, and provide the revised notice or information
about the changes and how to get the revised notice in our next annual mailing to our health
plan subscribers.

Youmay request a copy of our notice at any time. For more information about our privacy
practices, or for additional copies of this notice, please contact us using the information listed
at the end of this notice.

Wemaintain physical, electronic and procedural safeguards in accordance with federal and
state standards to protect your health information. All of our associates receive training on
these standards at the time they are hired and thereafter receive annual refresher training.
Access to your protected health information is restricted to appropriate business purposes and
requires pass codes to access our computer systems and badges to access our facilities.
Associates who violate our standards are subject to disciplinary actions.

Primary uses and disclosures of protected health information

We use and disclose protected health information about you for payment and health care
operations. The federal health care privacy regulations ("HIPAA Privacy Rule") generally do not
"preempt" (or take precedence over) state privacy or other applicable laws that provide
individuals greaterprivacyprotections. Asa result, applicable stateor federal privacy lawsmight
impose a privacy standard under which we will be required to operate. For example, we will
followmore stringent state privacy laws that relate to uses and disclosures of the protected
health information concerning

HIV or AIDS, mental health, substance abuse/chemical dependency, genetic testing and
reproductive rights. In addition to these state law requirements, we also may use or disclose
your protected health information for health benefits administration purposes (such as claims
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and enrollment processing, care management and wellness offerings, claims payment, and
fraud detection and prevention efforts), for our business operations (including for quality
measurementandenhancementandbenefit improvementanddevelopment)and inthefollowing
situations:

Payment:Wemay use and disclose your protected health information for all activities that
are included within the definition of "payment" as written in the HIPAA Privacy Rule. For
example, wemight use and disclose your protected health information to pay claims for
services provided to you by doctors, hospitals, pharmacies and others that are covered by
your health plan.Wealsomayuse your information todetermine your eligibility for benefits,
coordinate benefits, examine medical necessity, obtain premiums and issue explanations
of benefits to the person who subscribes to the health plan in which you participate.

Health care operations:Wemay use and disclose your protected health information for all
activities that are includedwithin the definition of "health care operations" as defined in the
HIPAAPrivacyRule. For example,wemayuseanddisclose yourprotectedhealth information
to determine our premiums for your health plan, conduct quality assessment and
improvement activities, engage in care coordination or casemanagement, andmanage our
business.

Business associates: In connection with our payment and health care operations activities,
we contract with individuals and entities (called "business associates") to perform various
functions on our behalf or to provide certain types of services (such as member service
support, utilizationmanagement, subrogation or pharmacy benefit management). Wemay
share your contact information and phone number including your mobile number with our
business associates. To perform these functions or to provide the services, our business
associates will receive, create, maintain, use or disclose protected health information, but
only after we require the business associates to agree in writing to contract terms designed
to appropriately safeguard your information.

Other covered entities:Wemay use or disclose your protected health information to assist
health care providers in connection with their treatment or payment activities, or to assist
other covered entities in connectionwith certain aspects of their health care operations. For
example, wemaydisclose your protected health information to a health care providerwhen
needed by the provider to render treatment to you, andwemight disclose protected health
information to another covered entity to conduct health care operations in the areas of
quality assurance and improvement activities, or accreditation, certification, licensing or
credentialing.

Other possible uses and disclosures of protected health information

The following is a description of other possible ways in which wemay (and are permitted to)
use and/or disclose your protected health information:

To you or with your authorization:Wemust disclose your protected health information to
you, as described in the Individual Rights section of this notice. Youmay give us written
authorization to use your protected health information or to disclose it to anyone for any
purpose not listed in this notice. If you give us an authorization, youmay revoke it in writing
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at any time. Your revocationwill not affect any use or disclosures thatwemade as permitted
by your authorizationwhile it was in effect. To the extent (if any) that wemaintain or receive
psychotherapy notes about you,most disclosures of these notes require your authorization.
Also, to the extent (if any) that we use or disclose your information for our fundraising
practices,wewill provideyouwith theability tooptoutof future fundraisingcommunications.
In addition, most (but not all) uses and disclosures of medical information for marketing
purposes, and disclosures that constitute a sale of protected health information, require
your authorization. Without your written authorization, wemay not use or disclose your
protected health information for any reason except those described in this notice.

Disclosures to the Secretary of theU.S. Department of Health andHumanServices:Weare
required todiscloseyourprotectedhealth information to theSecretaryof theU.S.Department
of Health and Human Services (DHHS) when the Secretary is investigating or determining
our compliance with the federal Privacy Regulations.

Toplansponsors:Wherepermittedby law,wemaydiscloseyourprotectedhealth information
to the plan sponsor of your group health plan to permit the plan sponsor to perform plan
administration functions.

For example, a plan sponsormay contact us seeking information to evaluate future changes to
your benefit plan. We also may disclose summary health information (this type of information
is defined in the HIPAA Privacy Rule) about the enrollees in your group health plan to the plan
sponsor to obtain premium bids for the health insurance coverage offered through your group
health plan or to decide whether to modify, amend or terminate your group health plan.

To family and friends: If you agree (or if you are unavailable to agree), such as in a medical
emergency situation, wemay disclose your protected health information to a family member,
friend or other person to the extent necessary to help with your health care or with payment of
your health care.

Underwriting:Wemight receive your protected health information for underwriting, premium
rating or other activities relating to the creation, renewal or replacement of a contract of health
insurance or health benefits. We will not use or disclose protected health information that is
genetic information of an individual for such purposes. We will not use or further disclose this
protectedhealth information receivedunder these circumstances for anyotherpurpose, except
as required by law, unless and until you enter into a contract of health insurance or health
benefits with us.

Health oversight activities:Wemight disclose your protected health information to a health
oversight agency for activities authorized by law, such as: audits, investigations, inspections,
licensure or disciplinary actions, or civil, administrative or criminal proceedings or actions.
Oversight agencies seeking this information include government agencies that oversee: (i) the
healthcaresystem, (ii) governmentbenefitprograms, (iii) othergovernment regulatoryprograms
and (iv) compliance with civil rights laws.

Abuseorneglect:Wemaydisclose yourprotectedhealth information toappropriateauthorities
ifwe reasonablybelieve that youmightbeapossible victimof abuse, neglect, domestic violence
or other crimes.
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To prevent a serious threat to health or safety: Consistent with certain federal and state laws,
wemaydisclose yourprotectedhealth information ifwebelieve that thedisclosure isnecessary
to prevent or lessen a serious and imminent threat to the health or safety of a person or the
public.

Coroners,medicalexaminers, funeraldirectorsandorgandonation:Wemaydiscloseprotected
health information to a coroner or medical examiner for purposes of identifying you after you
die, determining your cause of death or for the coroner or medical examiner to perform other
duties authorized by law. We also might disclose, as authorized by law, information to funeral
directors so that they may carry out their duties on your behalf. Further, wemight disclose
protected health information to organizations that handle organ, eye or tissue donation and
transplantation.

Research:Wemay disclose your protected health information to researchers when an
institutional review board or privacy board has: (1) reviewed the research proposal and
established protocols to ensure the privacy of the information and (2) approved the research.

Inmates: If you are an inmate of a correctional institution, wemay disclose your protected
health information to the correctional institution or to a law enforcement official for: (1) the
institution to provide health care to you, (2) your health and safety and the health and safety
of others or (3) the safety and security of the correctional institution.Workers’ compensation:
Wemaydisclose yourprotectedhealth information tocomplywithworkers’ compensation laws
and other similar programs that provide benefits for work-related injuries or illnesses.

Public health and safety:Wemay disclose your protected health information to the extent
necessary to avert a serious and imminent threat to your health or safety or the health or safety
of others.

Requiredby law:Wemayuseordiscloseyourprotectedhealth informationwhenweare required
todosoby law.Forexample,wemustdiscloseyourprotectedhealth information toDHHSupon
their request for purposes of determining whether we are in compliance with federal privacy
laws.

Legalprocessandproceedings:Wemaydiscloseyourprotectedhealth information in response
to a court or administrative order, subpoena, discovery request or other lawful process, under
certain circumstances. Under limited circumstances, such as a court order, warrant or grand
jury subpoena,wemaydiscloseyourprotectedhealth information to lawenforcementofficials.

Law enforcement:Wemay disclose to a law enforcement official limited protected health
information of a suspect, fugitive, material witness, crime victim or missing person. Wemight
disclose protected health information where necessary to assist law enforcement officials to
capture an individual who has admitted to participation in a crime or has escaped from lawful
custody.

Military and national security:Wemay disclose to military authorities the protected health
information of Armed Forces personnel under certain circumstances. Wemight disclose to
federalofficialsprotectedhealth information required for lawful counterintelligence, intelligence
and other national security activities.
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Other uses and disclosures of your protected health information: Other uses and disclosures
of your protected health information that are not described above will bemade only with your
written authorization. If you provide us with such an authorization, youmay revoke the
authorization in writing, and this revocation will be effective for future uses and disclosures of
protectedhealth information.However, the revocationwill notbeeffective for information that
we already have used or disclosed in reliance on your authorization.

Individual rights

Access:Youhave the right to lookator get copiesof theprotectedhealth informationcontained
in a designated record set, with limited exceptions. Youmay request that we provide copies in
a formatother thanphotocopies.Wewill use the formatyourequestunlesswecannot reasonably
do so. Youmustmakea request inwriting toobtainaccess to yourprotectedhealth information.
Youmay request the information be as an electronic copy in certain circumstance, if youmake
the request inwriting. You alsomay request access by sending a letter to the address at the end
of this notice. If you request copies, wemight charge you a reasonable fee for each page and
postage if you want the copies mailed to you. If you request an alternative format, wemight
charge a cost-based fee for providing your protected health information in that format. If you
prefer, we will prepare a summary or an explanation of your protected health information, but
wemight charge a fee to do so.

Wemay deny your request to inspect and copy your protected health information in certain
limited circumstances. Under certain conditions, our denial will not be reviewable. If this event
occurs, we will inform you in our denial that the decision is not reviewable. If you are denied
access to your information and the denial is subject to review, youmay request that the denial
be reviewed. A licensed health care professional chosen by us will review your request and the
denial. The person performing this review will not be the same person who denied your initial
request.

Disclosure accounting: You have the right to receive a list of instances in which we or our
business associates disclosed your protected health information for purposes other than
treatment, payment, health care operations and certain other activities.Wewill provide you
with the date on which wemade the disclosure, the name of the person or entity to which
we disclosed your protected health information, a description of the protected health
information we disclosed, the reason for the disclosure and certain other information. Your
request may be for disclosures made up to six years before the date of your request.

Youmay request an accounting by submitting your request in writing using the information
listed at the end of this notice. If you request this list more than once in a 12-month period, we
may charge you a reasonable, cost-based fee for responding to these additional requests.

Restriction requests: You have the right to request that we place additional restrictions on our
use or disclosure of your protected health information. We are not required to agree to these
additional restrictions, but if we do, we will abide by our agreement (except in an emergency)
until or unless we receive a written request from you to terminate

the restriction. Any agreement thatwemightmake to a request for additional restrictionsmust
be in writing and signed by a person authorized to make such an agreement on our behalf. We
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will not be liable for uses and disclosures made outside of the requested restriction unless our
agreement to restrict is in writing. We are permitted to end our agreement to the requested
restriction by notifying you in writing.

Youmay request a restriction by writing to us using the information listed at the end of this
notice. In your request tell us: (1) the information of which you want to limit our use and
disclosure and (2) how you want to limit our use

and/or disclosure of the information. Youmay also use the information listed at the end of this
notice to send a written request to terminate an agreed upon restriction.

Confidential communication: If you believe that a disclosure of all or part of your protected
health information may endanger you, you have the right to request that we communicate
with you in confidence about your protected health information. This means that youmay
request that we send you information by alternative means, or to an alternate location. We
mayaccommodateyour request if it is reasonable, specifies thealternativemeansoralternate
location, and specifies howpayment issues (premiumsand claims)will be handled. Youmay
request a confidential communication by writing to us using the information listed at the
end of this notice.

Amendment:Youhave the right to request thatweamendyourprotectedhealth information.
Your requestmustbe inwriting, and itmust explainwhy the information shouldbeamended.
Wemay deny your request if we did not create the information you want amended or for
certainother reasons. Ifwedenyyour request,wewill provideyouwithawrittenexplanation.
Youmay respond with a statement of disagreement to be appended to the information you
wanted amended. If we accept your request to amend the information, we will make
reasonable efforts to inform others, including people you name, of the amendment and to
include the changes in any future disclosures of that information.

Electronic notice: Even if you agree to receive this notice on our Website or by electronic mail
(email), youare entitled to receive apaper copyaswell. Please contact us using the information
listed at the endof this notice to obtain this notice inwritten form. If the email transmission has
failed, and CareFirst is aware of the failure, then we will provide a paper copy of the notice to
you.

Breach Notification: In the event of breach of your unsecured health information, we will
provide you notification of such a breach as required by law or where we otherwise deem
appropriate.

CollectionofPersonalFinancial Information&Usesanddisclosuresof financial information

Wemay collect personal financial information about you frommany sources, including:

Information you provide on enrollment applications or other forms, such as your name,
address, social security number, salary, age and gender.

Information about your relationship with CareFirst, our affiliates and others, such as your
policy coverage, premiums and claims payment history.

Information as described above that we obtain from any of our affiliates.
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Informationwe receive about you fromother sources such as your employer, your provider,
your broker and other third parties.

Information we receive about you when you log on to our Website. We have the capability
through the use of "cookies" to track certain information, such as finding out if members
have previously visited the CareFirst Website or to track the amount of time visitors spend
on the Website. These cookies do not collect personally identifiable information and we do
not combine informationcollected throughcookieswithotherpersonal financial information
todetermine the identityof visitors to itsWebsite.Wewill notdisclose cookies to thirdparties.

How your information is used

Weuse the informationwecollect about you in connectionwith underwriting or administration
of an insurance policy or claim or for other purposes allowed by law. At no time do we disclose
your financial information to anyone outside of CareFirst unless we have proper authorization
from you, orwe are permitted or required to do so by law.Wemaintain physical, electronic and
procedural safeguards in accordance with federal and state standards that protect

your information. In addition, we limit access to your financial information to those CareFirst
employees, businesspartners, providers, benefit planadministrators, brokers, consultants and
agentswhoneed to know this information to conduct CareFirst business or toprovideproducts
or services to you.

Disclosure of your financial information

In order to protect your privacy, third parties that are either affiliated or nonaffiliated with
CareFirst are also subject to strict privacy laws. Affiliatedentities are companies that arepart
of the CareFirst corporate family and include health maintenance organizations (HMOs),
third party administrators, health insurers, long term care insurers and

insurance agencies. In some situations, related to our insurance transactions involving you,
wewill disclose your personal financial information to a non-affiliated third party that helps
us to provide services to or for you.

When we disclose information to these third parties, we require them to agree to protect
your financial information and to use it only for its intended purpose, and to comply with all
relevant laws.

Changes in our privacy policy

CareFirst periodically reviews its policies and reserves the right to change them. Ifwechange
the substance of our privacy policy, wewill continue our commitment to keep your financial
information secure— it is our highest priority. Even if youareno longer aCareFirst customer,
our privacy policy will continue to apply to your records.

Questions and complaints

Information on CareFirst privacy practices

Youmay request a copy of our notices at any time. If you want more information about our
privacy practices, if you would like additional copies of this notice, or have questions or
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concerns, please call the Member Services number on your ID card or contact the CareFirst
Privacy Office using the information below.

Filing a complaint

If you are concerned that wemight have violated your privacy rights, or you disagree with a
decision wemade about your individual rights, youmay use the contact information listed at
the end of this notice to complain to us. You alsomay submit a written complaint to DHHS. We
will provide you with the contact information for DHHS upon request.

We support your right to protect the privacy of your protected health and financial information.
We will not retaliate in any way if you choose to file a complaint with us or with DHHS.

Contact Information:

CareFirst BlueCross BlueShield and CareFirst BlueChoice, Inc. Privacy Office CT 10-03

10455 Mill Run Circle, Owings Mills, MD 21117

Phone: 800-853-9236

Fax: 410-505-6692

Email: privacy.office@carefirst.com

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and
GroupHospitalizationandMedicalServices, Inc.CareFirstBlueCrossBlueShieldMedicareAdvantage
is the business name of CareFirst Advantage, Inc. and CareFirst Advantage PPO, Inc. CareFirst
BlueCross BlueShield CommunityHealth PlanDistrict of Columbia is the business nameof Trusted
HealthPlan (District of Columbia), Inc. In theDistrict of ColumbiaandMaryland,CareFirstMedPlus
is the business name of First Care, Inc. In Virginia, CareFirst MedPlus is the business name of First
Care, Inc. of Maryland (used in VA by: First Care, Inc.). CareFirst of Maryland, Inc., Group
HospitalizationandMedical Services, Inc., CareFirst Advantage, Inc. andCareFirst AdvantagePPO,
Inc. TrustedHealth Plan (District of Columbia), Inc., CareFirst BlueChoice, Inc., First Care, Inc., and
The Dental Network, Inc. are independent licensees of the Blue Cross and Blue Shield Association.
BLUE CROSS®, BLUE SHIELD®and the Cross and Shield Symbols are registered servicemarks of the
Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield
Plans.

Section 1.4 Wemust give you information about our plan, our network of providers,
and your covered services

As a member of CareFirst BlueCross BlueShield Advantage Salute, you have the right to get
several kinds of information from us.

If youwant anyof the followingkindsof information, callMemberServices at 833-536-2001 (TTY
users call 711):

Information about our plan. This includes, for example, information about our plan’s
financial condition.
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Information about our network providers. You have the right to get information about
the qualifications of the providers in our network and howwe pay the providers in our
network.

Information about your coverage and the rules youmust followwhen using your
coverage. Chapters 3 and 4 provide information regarding medical services.

Information about why something is not covered andwhat you can do about it.
Chapter 7 provides information on asking for a written explanation on why amedical
service isn’t covered or if your coverage is restricted. Chapter 7 also provides information
on asking us to change a decision, also called an appeal.

Section 1.5 You have the right to know your treatment options and participate in
decisions about your care

You have the right to get full information from your doctors and other health care providers.
Your providers must explain your medical condition and your treatment choices in a way that
you can understand.

Youalsohave the right toparticipate fully indecisionsabout yourhealth care. Tohelp youmake
decisions with your doctors about what treatment is best for you, your rights include the
following:

Toknowaboutall yourchoices.Youhave the right tobe toldaboutall treatmentoptions
recommended for your condition, no matter what they cost or whether they’re covered
by our plan.
To know about the risks. You have the right to be told about any risks involved in your
care. Youmust be told in advance if any proposedmedical care or treatment is part of a
research experiment. You always have the choice to refuse any experimental treatments.
The right to say “no.” You have the right to refuse any recommended treatment. This
includes the right to leave a hospital or othermedical facility, even if your doctor advises
you not to leave. If you refuse treatment, you accept full responsibility for what happens
to your body as a result.

You have the right to give instructions about what’s to be done if you can’t makemedical
decisions for yourself

Sometimespeoplebecomeunable tomakehealthcaredecisions for themselvesdue toaccidents
or serious illness. You have the right to say what you want to happen if you’re in this situation.
This means, if you want to, you can:

Fill out a written form to give someone the legal authority tomakemedical decisions
for you if you ever become unable to make decisions for yourself.
Giveyourdoctorswritten instructionsabouthowyouwant themtohandleyourmedical
care if you become unable to make decisions for yourself.
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Legal documents you can use to give your directions in advance of these situations are called
advance directives. Documents like a living will and power of attorney for health care are
examples of advance directives.

How to set up an advance directive to give instructions:

Geta form.Youcanget anadvancedirective form fromyour lawyer, fromasocialworker,
or from some office supply stores. You can sometimes get advance directive forms from
organizations that give people information about Medicare.
Fill out the formand sign it. Nomatter of where you get this form, it’s a legal document.
Consider having a lawyer help you prepare it.
Give copies of the form to the right people. Give a copy of the form to your doctor and
to the person younameon the formwho canmakedecisions for you if you can’t. Youmay
want to give copies to close friends or family members. Keep a copy at home.

If you knowaheadof time that you’re going to be hospitalized, and youhave signed an advance
directive, take a copy with you to the hospital.

Thehospitalwill askwhether yousignedanadvancedirective formandwhether youhave
it with you.
If you didn’t sign an advance directive form, the hospital has forms available andwill ask
if you want to sign one.

Filling out an advance directive is your choice (including whether you want to sign one if
you’re in the hospital). According to law, no one can deny you care or discriminate against you
based on whether or not you signed an advance directive.

If your instructions aren’t followed

If you sign an advance directive and you believe that a doctor or hospital didn’t follow the
instructions in it, you can file a complaint with the Office of the Attorney General.

If you reside in Maryland, contact:

Maryland Attorney General

Health Decisions Policy Division

300 W. Preston Street,

3rd Floor,

Baltimore, MD 21201

If you reside in Washington D.C., contact:

Office of the Attorney General for the District of Columbia

400 Sixth Street, NW,
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Washington, DC 20001

Section 1.6 You have the right tomake complaints and to ask us to reconsider
decisions wemade

If you have any problems, concerns, or complaints and need to ask for coverage, or make an
appeal, Chapter 7 of this document tells what you can do.Whatever you do – ask for a coverage
decision, make an appeal, or make a complaint –we’re required to treat you fairly.

Section 1.7 If you believe you’re being treated unfairly, or your rights aren’t being
respected

If you believe you’ve been treated unfairly or your rights haven’t been respected due to your
race, disability, religion, sex, health, ethnicity, creed (beliefs), age, or national origin, call the
DepartmentofHealth andHumanServices’Office forCivil Rightsat 1-800-368-1019 (TTYusers
call 1-800-537-7697), or call your local Office for Civil Rights.

If you believe you’ve been treated unfairly or your rights haven’t been respected, and it’s not
aboutdiscrimination, youcangethelpdealingwith theproblemyou’rehaving fromtheseplaces:

Call Member Services at 833-536-2001 (TTY users call 833-536-2001)
Call your local SHIP at 410-767-1100 or 800-243-3425 (Maryland) or 202-727-8370
(Washington D.C.)
Call Medicare at 1-800-MEDICARE (1-800-633-4227) (TTY users call 1-877-486-2048)

Section 1.8 How to get more information about your rights

Get more information about your rights from these places:

Call Member Services at 833-536-2001 (TTY users call 833-536-2001)
Call your local SHIP at 410-767-1100 or 800-243-3425 (Maryland) or 202-727-8370
Washington D.C.
Contact Medicare

Visitwww.Medicare.gov to read thepublicationMedicareRights&Protections (available
at https://www.medicare.gov/publications/11534-medicare-rights-and-protections.
pdf)
Call 1-800-MEDICARE (1-800-633-4227) (TTY users call 1-877-486-2048).

SECTION 2 Your responsibilities as amember of our plan

Things you need to do as a member of our plan are listed below. For questions, call Member
Services at 833-536-2001 (TTY users call 711).
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Get familiar with your covered services and the rules youmust follow to get these
covered services. Use this Evidence of Coverage to learn what’s covered and the rules
you need to follow to get covered services.

Chapters 3 and 4 give details about medical services.
If you have any other health coverage in addition to our plan, or separate drug
coverage,you’rerequiredtotellus.Chapter1 tells youaboutcoordinating thesebenefits.

Tell your doctor and other health care providers that you’re enrolled in our plan.
Show our plan membership card whenever you get your medical care.
Help your doctors and other providers help you by giving them information, asking
questions, and following through on your care.

Tohelpget thebest care, tell yourdoctors andotherhealthproviders about yourhealth
problems. Follow the treatmentplans and instructions youandyourdoctors agreeon.
Make sure yourdoctors knowall of thedrugs you’re taking, includingover-the-counter
drugs, vitamins, and supplements.
If you have questions, be sure to ask and get an answer you can understand.

Be considerate.We expect our members to respect the rights of other patients. We also
expect you toact in away thathelps the smooth runningof yourdoctor’s office, hospitals,
and other offices.
Pay what you owe. As a plan member, you're responsible for these payments:

Youmust continue to pay your Medicare Part B premiums to stay a member of our
plan.
For someof yourmedical services covered by our plan, youmust pay your share of the
cost when you get the service.

If youmovewithin our plan service area, we need to know so we can keep your
membership record up to date and know how to contact you.

If youmove outside of our plan service area, you can’t stay amember of our plan.

If youmove, tell Social Security (or the Railroad Retirement Board).
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CHAPTER 7:
If you have a problem or complaint
(coverage decisions, appeals, complaints)
SECTION 1 What to do if you have a problem or concern

This chapter explains 2 types of processes for handling problems and concerns:

For some problems, you need to use the process for coverage decisions and appeals.
For other problems, you need to use the process for making complaints (also called
grievances).

Both processes have been approved by Medicare. Each process has a set of rules, procedures,
and deadlines that must be followed by us and by you.

The information in this chapter will help you identify the right process to use and what to do.

Section 1.1 Legal terms

There are legal terms for someof the rules, procedures, and types of deadlines explained in this
chapter. Many of these terms are unfamiliar to most. To make things easier, this chapter uses
more familiar words in place of some legal terms.

However, it’s sometimes important to know the correct legal terms. To help you knowwhich
terms to use will help you communicate more accurately to get the right help or information,
we include these legal terms when we give the details for handling specific situations.

SECTION 2 Where to get more information and personalized help

We’re always available to help you. Even if you have a complaint about our treatment of you,
we are obligated to honor your right to complain. You should always call Member Services at
833-536-2001 (TTYusers call 711) forhelp. In somesituations, youmayalsowanthelporguidance
from someone who isn’t connected with us. Two organizations that can help are:

State Health Insurance Assistance Program (SHIP).

Each state has a government programwith trained counselors. The program is not connected
with us orwith any insurance company or health plan. The counselors at this program can help
youunderstandwhichprocess you shoulduse tohandle aproblemyou’rehaving. They canalso
answer questions, give youmore information, and offer guidance on what to do.
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The services of SHIP counselors are free. You will find phone numbers and website URLs in
Chapter 2, Section 3 of this document.

Medicare

You can also contact Medicare for help:

Call 1-800-MEDICARE (1-800-633-4227). TTY users call 1-877-486-2048.
Visit www.Medicare.gov

SECTION 3 Which process to use for your problem

Is your problem or concern about your benefits or coverage?

This includes problems about whether medical care (medical items, services and/or Part B
drugs) are coveredornot, theway they're covered, andproblems related topayment formedical
care.

Yes.

Go to Section 4, A guide to coverage decisions and appeals.

No.

Go to Section 9 How tomake a complaint about quality of care, waiting times,
customer service or other concerns.

COVERAGE DECISIONS AND APPEALS

SECTION 4 A guide to coverage decisions and appeals

Coverage decisions and appeals deal with problems related to your benefits and coverage for
yourmedical care (services, items, andPartBdrugs, includingpayment). Tokeep things simple,
we generally refer to medical items, services, and Medicare Part B drugs asmedical care. You
use the coveragedecision andappeals process for issues such aswhether something is covered
or not and the way in which something is covered.

Asking for coverage decisions before you get services

If you want to know if we’ll cover a medical care before you get it, you can ask us to make a
coverage decision for you. A coverage decision is a decision wemake about your benefits and
coverage or about the amountwe’ll pay for yourmedical care. For example, if our plan network
doctor refers you to a medical specialist not inside the network, this referral is considered a
favorable coverage decision unless either you or your network doctor can show that you got a
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standard denial notice for this medical specialist, or the Evidence of Coveragemakes it clear
that the referred service is never covered under any condition. You or your doctor can also
contactusandask foracoveragedecision if yourdoctor isunsurewhetherwe’ll coveraparticular
medical service or refuses to provide medical care you think you need.

In limited circumstances a request for a coverage decision will be dismissed, which means we
won’t review the request. Examples of when a request will be dismissed include if the request
is incomplete, if someonemakes the request on your behalf but isn’t legally authorized to do
soor if youask for your request tobewithdrawn. Ifwedismiss a request for a coveragedecision,
we’ll send a notice explainingwhy the request was dismissed and how to ask for a review of the
dismissal.

Wemake a coverage decision whenever we decide what’s covered for you and howmuch we
pay. In some cases, wemight decidemedical care isn’t covered or is no longer covered for you.
If you disagree with this coverage decision, you canmake an appeal.

Making an appeal

Ifwemakeacoveragedecision,whetherbeforeorafter yougetabenefit, andyouaren’t satisfied,
you can appeal the decision. An appeal is a formal way of asking us to review and change a
coverage decisionwemade. Under certain circumstances, you can ask for an expedited or fast
appeal of a coverage decision. Your appeal is handled by different reviewers than those who
made the original decision.

When you appeal a decision for the first time, this is called a Level 1 appeal. In this appeal, we
review the coverage decision wemade to check to see if we properly followed the rules. When
we complete the review, we give you our decision.

In limited circumstances a request for a Level 1 appealwill bedismissed,whichmeanswewon’t
review the request. Examples of when a request will be dismissed include if the request is
incomplete, if someonemakes the request on your behalf but isn’t legally authorized to do so,
or if you ask for your request to bewithdrawn. If we dismiss a request for a Level 1 appeal, we'll
send a notice explaining why the request was dismissed and how to ask for a review of the
dismissal.

If we say no to all or part of your Level 1 appeal formedical care, your appeal will automatically
go on to a Level 2 appeal conducted by an independent review organization not connected to
us.

You don’t need to do anything to start a Level 2 appeal. Medicare rules require we
automatically send your appeal for medical care to Level 2 if we don’t fully agree with
your Level 1 appeal.
Go to Section 5.4 of this chapter for more information about Level 2 appeals for medical
care.

If youaren't satisfiedwith thedecisionat theLevel 2appeal, youmaybeable tocontinue through
additional levels of appeal (this chapter explains the Level 3, 4, and 5 appeals processes).
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Section 4.1 Get help when asking for a coverage decision or making an appeal

Here are resources if you decide to ask for any kind of coverage decision or appeal a decision:

Call Member Services at 833-536-2001 (TTY users call 711)
Get free help from your State Health Insurance Assistance Program.
Your doctor canmake a request for you. If your doctor helps with an appeal past Level
2, theyneed tobeappointedasyour representative.CallMemberServicesat 833-536-2001
(TTY users call 711) and ask for the Appointment of Representative form. (The form is also
available on Medicare’s website at www.CMS.gov/Medicare/CMS-Forms/CMS-Forms/
downloads/cms1696.pdf.)

Formedical careorPartBdrugs, yourdoctor canask for a coveragedecisionoraLevel 1
appeal on your behalf. If your appeal is denied at Level 1, it will be automatically
forwarded to Level 2.

You can ask someone to act on your behalf. You can name another person to act for
you as your representative to ask for a coverage decision or make an appeal.

If youwant a friend, relative, or another person to be your representative, call Member
Services at 833-536-2001 (TTY users call 711) and ask for the Appointment of
Representative form. (The formisalsoavailableatwww.CMS.gov/Medicare/CMS-Forms/
CMS-Forms/downloads/cms1696.pdf or on our website at www.carefirst.com/
medicareadvantage.) This form gives that person permission to act on your behalf. It
must be signed by you and by the person you want to act on your behalf. You must
give us a copy of the signed form.
We can accept an appeal request froma representativewithout the form, butwe can’t
beginor completeour reviewuntilweget it. Ifwedon’t get the formbeforeourdeadline
for making a decision on your appeal, your appeal request will be dismissed. If this
happens, we'll send you awritten notice explaining your right to ask the independent
review organization to review our decision to dismiss your appeal.

You also have the right to hire a lawyer. You can contact your own lawyer or get the
nameof a lawyer fromyour local bar associationorother referral service. Therearegroups
that will give you free legal services if you qualify. However, you aren’t required to hire
a lawyer to ask for any kind of coverage decision or appeal a decision.

Section 4.2 Rules and deadlines for your different situations

There are 3 different situations that involve coverage decisions and appeals. Each situation has
different rules anddeadlines.Wegive thedetails for eachoneof these situations in this chapter:

Section 5Medical care: How to ask for a coverage decision or make an appeal
Section6: How to ask us to cover a longer inpatient hospital stay if you think you’re being
discharged too soon
Section 7: How to ask us to keep covering certain medical services if you think your
coverage is ending too soon (Applies only to these services: home health care, skilled
nursing facilitycare,andComprehensiveOutpatientRehabilitationFacility (CORF) services)
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If you’re not sure which information applies to you, call Member Services at 833-536-2001 (TTY
users call 711). You can also get help or information from your SHIP.

SECTION 5 Medical care: How to ask for a coverage decision or make an
appeal

Section 5.1 What to do if you have problems getting coverage for medical care or
want us to pay you back for our share of the cost of your care

Your benefits formedical care are described in Chapter 4 in theMedical Benefits Chart. In some
cases, different rules apply to ask for a Part B drug. In those cases, we'll explain how the rules
for Part B drugs are different from the rules for medical items and services.

This section tells what you can do if you're in any of the 5 following situations:

1. You aren't getting certainmedical care youwant, and you believe this care is covered by our
plan. Ask for a coverage decision. Section 5.2.

2. Our plan won't approve the medical care your doctor or other medical provider wants to
give you, and you believe that this care is covered by our plan. Ask for a coverage decision.
Section 5.2.

3. You got medical care that you believe should be covered by our plan, but we said we won’t
pay for this care.Make an Appeal. Section 5.3.

4. You got and paid for medical care that you believe should be covered by our plan, and you
want to ask our plan to reimburse you for this care. Send us the bill. Section 5.5.

5. You're told that coverage for certain medical care you've been getting that we previously
approved will be reduced or stopped, and you believe that reducing or stopping this care
could harm your health.Make an Appeal. Section 5.3.
Note: If the coverage thatwill be stopped is for hospital care, home health care, skilled
nursing facility care, or Comprehensive Outpatient Rehabilitation Facility (CORF)
services, go to Sections 6 and 7 of this Chapter. Special rules apply to these types of care.

Section 5.2 How to ask for a coverage decision

Legal Terms:

A coverage decision that involves your medical care is called an organization
determination.

A fast coverage decision is called an expedited determination.
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Step 1: Decide if you need a standard coverage decision or a fast coverage decision.

A standard coverage decision is usually made within 7 calendar days when themedical
item or service is subject to our prior authorization rules, 14 calendar days for all other
medical itemsandservices,or72hours forPartBdrugs.A fastcoveragedecision isgenerally
made within 72 hours, for medical services, or 24 hours for Part B drugs. To get a fast
coverage decision, youmust meet 2 requirements:

Youmay only ask for coverage for medical care items and/or services (not requests for
payment for items and/or services you already got).
You can get a fast coverage decision only if using the standard deadlines could cause
serious harm to your health or hurt your ability to regain function.

If yourdoctor tellsus thatyourhealth requiresa fast coveragedecision,we'll automatically
agree to give you a fast coverage decision.

If you ask for a fast coverage decision on your own, without your doctor’s support, we’ll
decidewhether your health requires that we give you a fast coverage decision. If we don't
approve a fast coverage decision, we’ll send you a letter that:

Explains that we’ll use the standard deadlines.
Explains if your doctor asks for the fast coverage decision, we’ll automatically give you a
fast coverage decision.
Explains that you can file a fast complaint about our decision to give you a standard
coverage decision instead of the fast coverage decision you asked for.

Step 2: Ask our plan tomake a coverage decision or fast coverage decision

Start by calling, writing, or faxing our plan to make your request for us to authorize or
provide coverage for themedical care youwant. You, your doctor, or your representative
can do this. Chapter 2 has contact information.

Step 3: We consider your request for medical care coverage and give you our answer.

For standard coverage decisions we use the standard deadlines.

This means we’ll give you an answer within 7 calendar days after we get your request
for amedical item or service that is subject to our prior authorization rules. If your
requestedmedical item or service is not subject to our prior authorization rules, we’ll
give you an answer within 14 calendar days after we get your request. If your request
is for a Part B drug, we’ll give you an answerwithin 72 hours afterwe get your request.

However, if you ask formore time, or if we needmore information thatmay benefit you,
wecan take up to 14more calendar days if your request is for amedical itemor service.
If we take extra days, we'll tell you in writing. We can’t take extra time tomake a decision
if your request is for a Part B drug.
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If you believewe shouldn’t take extra days, you can file a fast complaint. We'll give you an
answer to your complaint as soon as wemake the decision. (The process for making a
complaint isdifferent fromtheprocess for coveragedecisionsandappeals.Go toSection9
of this chapter for information on complaints.)

For fast coverage decisions we use an expedited timeframe.

Afast coveragedecisionmeanswe'll answerwithin72hours if your request is foramedical
item or service. If your request is for a Part B drug, we'll answer within 24 hours.

However, if you ask formore time, or if we needmore information thatmay benefit you,
we can take up to 14more calendar days. If we take extra days, we'll tell you in writing.
We can’t take extra time to make a decision if your request is for a Part B drug.
If you believe we shouldn’t take extra days, you can file a fast complaint. (Go to Section 9
for information on complaints.) We'll call you as soon as wemake the decision.
If our answer is no to part or all of what you asked for, we’ll send you awritten statement
that explains why we said no.

Step 4: If we say no to your request for coverage for medical care, you can appeal.

If we say no, you have the right to ask us to reconsider this decision bymaking an appeal.
Thismeansaskingagain toget themedical care coverageyouwant. If youmakeanappeal,
it means you're going on to Level 1 of the appeals process.

Section 5.3 How tomake a Level 1 appeal

Legal Terms:

An appeal to our plan about a medical care coverage decision is called a plan
reconsideration.

A fast appeal is also called an expedited reconsideration.

Step 1: Decide if you need a standard appeal or a fast appeal.

A standard appeal is usually made within 30 calendar days or 7 calendar days for Part B
drugs. A fast appeal is generally made within 72 hours.

If you're appealing a decision wemade about coverage for care, you and/or your doctor
will need todecide if youneeda fast appeal. If yourdoctor tells us that yourhealth requires
a fast appeal, we'll give you a fast appeal.
The requirements for gettinga fast appealare the sameas those for gettinga fast coverage
decision in Section 5.2 of this chapter.

Step 2: Ask our plan for an appeal or a fast appeal

Ifyou'reasking forastandardappeal, submityourstandardappeal inwriting.Chapter
2 has contact information.
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If you're asking for a fast appeal, make your appeal in writing or call us. Chapter 2
has contact information.
Youmust make your appeal request within 65 calendar days from the date on the
written notice we sent to tell you our answer on the coverage decision. If you miss this
deadline and have a good reason for missing it, explain the reason your appeal is late
when youmake your appeal. Wemay give youmore time tomake your appeal. Examples
of good cause may include a serious illness that prevented you from contacting us or if
we provided you with incorrect or incomplete information about the deadline for asking
for an appeal.
You can ask for a copy of the information regarding your medical decision. You and
your doctor may addmore information to support your appeal.

Step 3: We consider your appeal, and we give you our answer.

When our plan is reviewing your appeal, we take a careful look at all of the information.
We check to see if we were following all the rules when we said no to your request.
We'll gather more information if needed andmay contact you or your doctor.

Deadlines for a fast appeal

For fast appeals,wemust give youour answerwithin72hoursafterwegetyourappeal.
We'll give you our answer sooner if your health requires us to.

If you ask for more time, or if we needmore information thatmay benefit you, we can
take up to 14more calendar days if your request is for a medical item or service. If
we take extra days, we'll tell you in writing. We can’t take extra time if your request is
for a Part B drug.
If we don't give you an answer within 72 hours (or by the end of the extended time
period if we took extra days), we're required to automatically send your request on to
Level 2 of the appeals process, where it will be reviewed by an independent review
organization. Section 5.4 explains the Level 2 appeal process.

If our answer is yes to part or all of what you asked for,wemust authorize or provide
the coverage we agreed to within 72 hours after we get your appeal.
If our answer is no to part or all of what you asked for,we'll send you our decision in
writing and automatically forward your appeal to the independent review organization
for a Level 2 appeal. The independent review organizationwill notify you inwritingwhen
it gets your appeal.

Deadlines for a standard appeal

For standard appeals, wemust give youour answerwithin 30 calendar days afterwe get
your appeal. If your request is for aPartBdrug youdidn’t get yet,we’ll give youour answer
within 7 calendar days after we get your appeal. We'll give you our decision sooner if
your health condition requires us to.
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However, if you ask for more time, or if we needmore information that may benefit
you,we can take up to 14more calendar days if your request is for a medical item
or service. If we take extra days, we'll tell you in writing. We can’t take extra time to
make a decision if your request is for a Part B drug.
If you believewe shouldn’t take extra days, you can file a fast complaint.When you file
a fast complaint, we'll give you an answer to your complaint within 24 hours. (Go to
Section 9 of this chapter for information on complaints.)
If we don't give you an answer by the deadline (or by the end of the extended time
period), we'll send your request to a Level 2 appeal, where an independent review
organization will review the appeal. Section 5.4 explains the Level 2 appeal process.

If our answer is yes to part or all of what you asked for,wemust authorize or provide
the coverage within 30 calendar days if your request is for a medical item or service, or
within 7 calendar days if your request is for a Part B drug.
If our plan says no to part or all of your appeal, we'll automatically send your appeal
to the independent review organization for a Level 2 appeal.

Section 5.4 The Level 2 appeal process

Legal Term:

The formal name for the independent review organization is the Independent Review
Entity. It's sometimes called the IRE.

The independent review organization is an independent organization hired by Medicare.
It isn't connected with us and isn't a government agency. This organization decides whether
the decision wemade is correct or if it should be changed. Medicare oversees its work.

Step 1: The independent review organization reviews your appeal.

We'll send the information about your appeal to this organization. This information is
called your case file. You have the right to ask us for a copy of your case file.
You have a right to give the independent review organization additional information to
support your appeal.
Reviewers at the independent review organization will take a careful look at all the
information related to your appeal.

If you had a fast appeal at Level 1, you'll also have a fast appeal at Level 2.

For the fast appeal, the independent revieworganizationmust give youananswer to your
Level 2 appealwithin 72 hours of when it gets your appeal.
If your request is for a medical item or service and the independent review organization
needs to gather more information that may benefit you, it can take up to 14more
calendar days. The independent review organization can’t take extra time to make a
decision if your request is for a Part B drug.

If you had a standard appeal at Level 1, you'll also have a standard appeal at Level 2.
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For the standard appeal, if your request is for amedical item or service, the independent
review organization must give you an answer to your Level 2 appealwithin 30 calendar
days of when it gets your appeal. If your request is for a Part B drug, the independent
review organization must give you an answer to your Level 2 appealwithin 7 calendar
days of when it gets your appeal.
If your request is for a medical item or service and the independent review organization
needs to gather more information that may benefit you, it can take up to 14more
calendar days. The independent review organization can’t take extra time to make a
decision if your request is for a Medicare Part B prescription drug.

Step 2: The independent review organization gives you its answer.

The independent review organization will tell you it's decision in writing and explain the
reasons for it.

If the independent revieworganizationsaysyes topartorallofa request foramedical
itemor service,wemust authorize themedical care coveragewithin 72 hours or provide
the servicewithin 14 calendardaysafterweget thedecision fromthe independent review
organization for standard requests. Forexpedited requests, wehave72hours from the
date we get the decision from the independent review organization.
If the independent revieworganization says yes topart or all of a request for aPart B
drug, wemust authorize or provide the Part B prescription drugwithin 72 hours after we
get the decision from the independent review organization for standard requests . For
expedited requestswe have 24 hours from the date we get the decision from the
independent review organization.
If this organization says no to part or all of your appeal, it means they agree with us
that your request (or part of your request) for coverage for medical care shouldn’t be
approved. (This is called upholding the decision or turning down your appeal.) In this
case, the independent review organization will send you a letter:

Explains the decision.
Lets you know about your right to a Level 3 appeal if the dollar value of the medical
care coverage meets a certain minimum. The written notice you get from the
independent review organization will tell you the dollar amount youmust meet to
continue the appeals process.
Tells you how to file a Level 3 appeal.

Step 3: If your casemeets the requirements, you choose whether you want to take your
appeal further.

There are 3 additional levels in the appeals process after Level 2 (for a total of 5 levels of
appeal). If youwant togo toaLevel 3 appeal thedetails onhowtodo this are in thewritten
notice you get after your Level 2 appeal.
The Level 3 appeal is handled by an Administrative Law Judge or attorney adjudicator.
Section 8 explains the Level 3, 4, and 5 appeals processes.
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Section 5.5 If you’re asking us to pay you for our share of a bill you got for medical
care

Chapter 5 describes when youmay need to ask for reimbursement or to pay a bill you got from
a provider. It also tells how to send us the paperwork that asks us for payment.

Asking for reimbursement is asking for a coverage decision from us

If you send us the paperwork asking for reimbursement, you're asking for a coverage decision.
To make this coverage decision, we'll check to see if the medical care you paid for is covered.
We’ll also check to see if you followed all the rules for using your coverage for medical care.

If we say yes to your request: If the medical care is covered and you followed all the
rules, we'll send you the payment for the cost typically within 30 calendar days, but no
later than 60 calendar days after we get your request. If you haven’t paid for the medical
care, we'll send the payment directly to the provider.
If we say no to your request: If the medical care is not covered, or you did not follow all
the rules, wewon't send payment. Instead, we'll send you a letter that says wewon't pay
for the medical care and the reasons why.

If you don't agree with our decision to turn you down, you canmake an appeal. If you make
an appeal, itmeans you're asking us to change the coverage decisionwemadewhenwe turned
down your request for payment.

Tomake this appeal, follow the process for appeals in Section 5.3. For appeals concerning
reimbursements, note:

Wemust give you our answer within 60 calendar days after we get your appeal. If you're
asking us to pay you back for medical care you have already received and paid for, you
aren't allowed to ask for a fast appeal.
If the independent review organization decides we should pay, wemust send you or the
provider the payment within 30 calendar days. If the answer to your appeal is yes at any
stage of the appeals process after Level 2, wemust send the payment you asked for to
you or the provider within 60 calendar days.

SECTION 6 How to ask us to cover a longer inpatient hospital stay if you
think you're being discharged too soon

When you're admitted to a hospital, you have the right to get all covered hospital services
necessary to diagnose and treat your illness or injury.

During your covered hospital stay, your doctor and the hospital staff will work with you to
prepare for the day you leave the hospital. They'll help arrange for care youmay need after you
leave.

The day you leave the hospital is called your discharge date.
When your discharge date is decided, your doctor or the hospital staff will tell you.

2026 Evidence of Coverage for CareFirst BlueCross BlueShield Advantage Salute 129
CHAPTER 7: If you have a problem or complaint
(coverage decisions, appeals, complaints)



If you think you're being asked to leave the hospital too soon, you can ask for a longer
hospital stay, and your request will be considered.

Section 6.1 During your inpatient hospital stay, you’ll get a written notice from
Medicare that tells you about your rights

Within 2 calendar days of being admitted to the hospital, you'll be given a written notice called
An Important Message from Medicare about Your Rights. Everyone with Medicare gets a copy of
this notice. If you don't get the notice from someone at the hospital (for example, a caseworker
ornurse), askanyhospital employee for it. If youneedhelp, callMemberServicesat833-536-2001
(TTY users call 711) or 1-800-MEDICARE (1-800-633-4227). TTY users call 1-877-486-2048.

1. Read this notice carefully and ask questions if you don’t understand it. It tells you:
Your right togetMedicare-covered servicesduringandafter yourhospital stay, asordered
by your doctor. This includes the right to knowwhat these services are, who will pay for
them, and where you can get them.
Your right to be involved in any decisions about your hospital stay.
Where to report any concerns, you have about the quality of your hospital care.
Your right to request an immediate review of the decision to discharge you if you think
you're being discharged from the hospital too soon. This is a formal, legal way to ask for
a delay in your discharge date, so we’ll cover your hospital care for a longer time.

2. You’ll be asked to sign the written notice to show that you got it and understand your
rights.

You or someone who is acting on your behalf will be asked to sign the notice.
Signing the notice shows only that you have got the information about your rights. The
noticedoesn't give yourdischargedate. Signing thenoticedoesn'tmeanyou'reagreeing
on a discharge date.

3. Keep your copy of the notice so you'll have the information about making an appeal (or
reporting a concern about quality of care) if you need it.

If you sign the notice more than 2 calendar days before your discharge date, you'll get
another copy before you're scheduled to be discharged.
To look at a copy of this notice in advance, call Member Services at 833-536-2001 (TTY
users call 711) or 1-800 MEDICARE (1-800-633-4227). TTY users call 1-877-486-2048. You
can also get the notice online at www.CMS.gov/Medicare/forms-notices/beneficiary-
notices-initiative/ffs-ma-im.

Section 6.2 How tomake a Level 1 appeal to change your hospital discharge date

To ask us to cover inpatient hospital services for a longer time, use the appeals process tomake
this request. Before you start, understand what you need to do and what the deadlines are.

Follow the process.
Meet the deadlines.
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Ask for help if you need it. If you have questions or need help, call Member Services at
833-536-2001 (TTYusers call 711). Or call your StateHealth InsuranceAssistanceProgram
(SHIP) for personalized help. Call State Health Insurance Assistance Program (Maryland)
at 410-767-1100 or 800-243-3425 or Health Insurance Counseling Project (Washington
D.C.) at 202-727-8370. SHIP contact information is available in Chapter 2, Section 3.

During a Level 1 appeal, the Quality Improvement Organization reviews your appeal. It
checks to see if your planned discharge date is medically appropriate for you. TheQuality
Improvement Organization is a group of doctors and other health care professionals paid by
the federalgovernment tocheckonandhelp improve thequalityof care forpeoplewithMedicare.
This includes reviewinghospital dischargedates for peoplewithMedicare. These experts aren’t
part of our plan.

Step 1: Contact the Quality Improvement Organization for your state and ask for an
immediate review of your hospital discharge. Youmust act quickly.

How can you contact this organization?

The written notice you got (An Important Message from Medicare About Your Rights) tells
you how to reach this organization. (Or find the name, address, and phone number of the
Quality Improvement Organization for your state in Chapter 2.

Act quickly:

Tomake your appeal, youmust contact the Quality Improvement Organization before
you leave the hospital and no later thanmidnight the day of your discharge.

If youmeet thisdeadline, youcanstay in thehospitalafteryourdischargedatewithout
paying for itwhile you wait to get the decision from the Quality Improvement
Organization.
If you don'tmeet this deadline, contact us. If you decide to stay in the hospital after
your planned discharge date, youmay have to pay all of the costs for hospital care you
get after your planned discharge date.

Onceyouask for an immediate reviewof yourhospital discharge theQuality Improvement
Organization will contact us. By noon of the day after we're contacted, we'll give you a
DetailedNoticeofDischarge. This noticegives yourplanneddischargedateandexplains
in detail the reasons why your doctor, the hospital, and we think it's right (medically
appropriate) for you to be discharged on that date.
You can get a sample of the Detailed Notice of Discharge by calling Member Services at
833-536-2001 (TTYusers call 711) or 1-800-MEDICARE (1-800-633-4227). (TTY users should
call 1-877-486-2048.) Or you can get a sample notice online at www.CMS.gov/Medicare/
forms-notices/beneficiary-notices-initiative/ffs-ma-im.
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Step 2: The Quality Improvement Organization conducts an independent review of your
case.

Health professionals at the Quality Improvement Organization (the reviewers) will ask
you (or your representative) why you believe coverage for the services should continue.
You don’t have to prepare anything in writing, but you can if you want.
The reviewerswill also lookat yourmedical information, talkwith yourdoctor, and review
information that we and the hospital gave them.
By noon of the day after the reviewers told us of your appeal, you'll get a written notice
from us that gives your planned discharge date. This notice also explains in detail the
reasons why your doctor, the hospital, and we think it's right (medically appropriate) for
you to be discharged on that date.

Step3:Withinone full dayafter ithasall theneeded information, theQuality Improvement
Organization will give you its answer to your appeal.

What happens if the answer is yes?

If the independent review organization says yes,wemust keep providing your covered
inpatient hospital services for as long as these services aremedically necessary.
You'll have to keep paying your share of the costs (such as deductibles or copayments, if
these apply). In addition, there may be limitations on your covered hospital services.

What happens if the answer is no?

If the independent revieworganization saysno, they're saying that yourplanneddischarge
date ismedically appropriate. If this happens, our coverage for your inpatient hospital
services will end at noon on the day after the Quality Improvement Organization gives
you its answer to your appeal.
If the independent review organization says no to your appeal and you decide to stay in
the hospital, youmay have to pay the full cost of hospital care you after noon on the
day after the Quality Improvement Organization gives you its answer to your appeal.

Step 4: If the answer to your Level 1 appeal is no, you decide if you want tomake another
appeal.

If the Quality Improvement Organization has said no to your appeal, and you stay in the
hospital after yourplanneddischargedate, youcanmakeanotherappeal.Makinganother
appeal means you're going to Level 2 of the appeals process.

Section 6.3 How tomake a Level 2 appeal to change your hospital discharge date

During a Level 2 appeal, you ask the Quality Improvement Organization to take another look at
its decision on your first appeal. If the Quality Improvement Organization turns down your
Level 2 appeal, youmayhave topay the full cost for your stayafter yourplanneddischargedate.
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Step 1: Contact the Quality Improvement Organization again and ask for another review.

Youmust ask for this reviewwithin 60 calendar days after the day the Quality
ImprovementOrganization saidno to your Level 1 appeal. You canask for this reviewonly
if you stay in the hospital after the date that your coverage for the care ended.

Step 2: The Quality Improvement Organization does a second review of your situation.

Reviewers at the Quality Improvement Organization will take another careful look at all
of the information related to your appeal.

Step3:Within14calendardaysof receiptofyour request foraLevel2appeal, the reviewers
will decide on your appeal and tell you it's decision.

If the review organization says yes:

Wemust reimburse you for our share of the costs of hospital care you have received
since noon on the day after the date your first appeal was turned down by the Quality
Improvement Organization.Wemust continue providing coverage for your inpatient
hospital care for as long as it is medically necessary.
Youmust continue to pay your share of the costs and coverage limitations may apply.

If the review organization says no:

It means they agree with the decision they made on your Level 1 appeal.
The notice you getwill tell you inwritingwhat you can do if youwish to continuewith the
review process.

Step 4: If the answer is no, you will need to decide whether you want to take your appeal
further by going on to Level 3.

There are three additional levels in the appeals process after Level 2 (for a total of five
levels of appeal). If you want to go to a Level 3 appeal, the details on how to do this are
in the written notice you get after your Level 2 appeal decision.
The Level 3 appeal is handled by an Administrative Law Judge or attorney adjudicator.
Section 8 in this chapter tells more about Levels 3, 4, and 5 of the appeals process.

SECTION 7 How to ask us to keep covering certainmedical services if you
think your coverage is ending too soon

When you're getting home health services, skilled nursing care, or rehabilitation care
(Comprehensive Outpatient Rehabilitation Facility), you have the right to keep getting your
services for that type of care for as long as the care is needed to diagnose and treat your illness
or injury.

When we decide it's time to stop covering any of these 3 types of care for you, we're required
to tell you in advance. When your coverage for that care ends,we'll stop paying our share of the
cost for your care.
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If you thinkwe're ending the coverage of your care too soon, you canappeal our decision. This
section tells you how to ask for an appeal.

Section 7.1 We'll tell you in advance when your coverage will be ending

Legal Term:

Notice ofMedicare Non-Coverage. It tells you how you can ask for a fast-track appeal.
Asking for a fast-track appeal is a formal, legal way to ask for a change to our coverage
decision about when to stop your care.

1. You get a notice inwriting at least 2 calendar days before our plan is going to stop covering
your care. The notice tells you:

The date when we'll stop covering the care for you.
How to ask for a fast-track appeal to ask us to keep covering your care for a longer period
of time.

2. You, or someone who is acting on your behalf, will be asked to sign the written notice
to show that you got it. Signing the notice shows only that you got the information about
when your coverage will stop. Signing it doesn’t mean you agreewith our plan’s decision
to stop care.

Section 7.2 HowtomakeaLevel1appeal tohaveourplancoveryourcare fora longer
time

If youwant to askus to cover your care for a longer periodof time, you'll need touse theappeals
process to make this request. Before you start, understand what you need to do and what the
deadlines are.

Follow the process.
Meet the deadlines.
Ask for help if you need it. If you have questions or need help, call Member Services at
833-536-2001 (TTYusers call 711). Or call your StateHealth InsuranceAssistanceProgram
(SHIP) for personalized help. Call State Health Insurance Assistance Program (Maryland)
at 410-767-1100 or 800-243-3425 or Health Insurance Counseling Project (Washington
D.C.) at 202-727-8370. SHIP contact information is available in Chapter 2, Section 3.

During a Level 1 appeal, the Quality Improvement Organization reviews your appeal. It
decides if the end date for your care is medically appropriate. TheQuality Improvement
Organization is a group of doctors and other health care experts who are paid by the federal
government to checkonand improve thequality of care for peoplewithMedicare. This includes
reviewing plan decisions about when it’s time to stop covering certain kinds of medical care.
These experts aren't part of our plan.
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Step 1: Make your Level 1 appeal: contact the Quality Improvement Organization and ask
for a fast-track appeal. Youmust act quickly.

How can you contact this organization?

The written notice you got (Notice of Medicare Non-Coverage) tells you how to reach this
organization. (Or find the name, address, andphonenumber of theQuality Improvement
Organization for your state in Chapter 2.)
If youmiss thedeadline, andyouwish to file anappeal, youstill haveappeal rights. Contact
your Quality Improvement Organization.

Act quickly:

Youmust contact the Quality Improvement Organization to start your appeal by noon of
the day before the effective date on the Notice of Medicare Non-Coverage.
If you miss the deadline, and you want to file an appeal, you still have appeal rights.
Contact the Quality Improvement Organization using the contact information on the
Notice of Medicare Non-coverage. The name, address, and phone number of the Quality
Improvement Organization for your state may also be found in Chapter 2.

Step 2: The Quality Improvement Organization conducts an independent review of your
case.

Legal Term:

Detailed Explanation of Non-Coverage.Notice that gives details on reasons for ending
coverage.

What happens during this review?

Health professionals at the Quality Improvement Organization (the reviewers) will ask
you, or your representative, why you believe coverage for the services should continue.
You don’t have to prepare anything in writing, but you can if you want.
The independent revieworganizationwill also lookat yourmedical information, talkwith
your doctor, and review information our plan gives them.
By theendof theday the reviewers tell usof yourappeal, you'll get theDetailedExplanation
of Non-Coverage from us that explains in detail our reasons for ending our coverage for
your services.

Step 3: Within one full day after they have all the information they need; the reviewers
will tell you it's decision.

What happens if the reviewers say yes?

If the reviewers say yes to your appeal, thenwemust keep providing your covered
services for as long as it's medically necessary.
You'll have to keep paying your share of the costs (such as deductibles or copayments if
these apply). There may be limitations on your covered services.
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What happens if the reviewers say no?

If the reviewers say no, then your coverage will end on the date we told you.
If you decide to keep getting the home health care, or skilled nursing facility care, or
Comprehensive Outpatient Rehabilitation Facility (CORF) services after this date when
your coverage ends, you'll have to pay the full cost of this care yourself.

Step 4: If the answer to your Level 1 appeal is no, you decide if you want tomake another
appeal.

If reviewers say no to your Level 1 appeal – and you choose to continue getting care after
your coverage for the care has ended – then you canmake a Level 2 appeal.

Section 7.3 HowtomakeaLevel2appeal tohaveourplancoveryourcare fora longer
time

During a Level 2 appeal, you ask the Quality Improvement Organization to take another look at
the decision on your first appeal. If the Quality Improvement Organization turns down your
Level 2 appeal, youmay have to pay the full cost for your home health care, or skilled nursing
facility care, or ComprehensiveOutpatient Rehabilitation Facility (CORF) servicesafter the date
when we said your coverage would end.

Step 1: Contact the Quality Improvement Organization again and ask for another review.

Youmust ask for this reviewwithin 60 calendar days after the day when the Quality
ImprovementOrganization saidno to your Level 1 appeal. You canask for this reviewonly
if you continued getting care after the date your coverage for the care ended.

Step 2: The Quality Improvement Organization does a second review of your situation.

Reviewers at the Quality Improvement Organization will take another careful look at all
the information related to your appeal.

Step 3:Within 14 calendar days of receipt of your appeal request, reviewerswill decide on
your appeal and tell you it's decision.

What happens if the independent review organization says yes?

Wemust reimburse you for our share of the costs of care you got since the date when
we said your coverage would end.Wemust continue providing coverage for the care
for as long as it's medically necessary.
Youmust continue to pay your share of the costs and there may be coverage limitations
that apply.

What happens if the independent review organization says no?

It means they agree with the decision made to your Level 1 appeal.
The notice you get will tell you in writing what you can do if you want to continue with
the review process. It will give you the details about how to go on to the next level of
appeal, which is handled by an Administrative Law Judge or attorney adjudicator.
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Step 4: If the answer is no, you will need to decide whether you want to take your appeal
further.

There are 3 additional levels of appeal after Level 2, for a total of 5 levels of appeal. If you
want to go on to a Level 3 appeal, the details on how to do this are in the written notice
you get after your Level 2 appeal decision.
The Level 3 is handled by an Administrative Law Judge or attorney adjudicator. Section 8
in this chapter tells more about Levels 3, 4, and 5 of the appeals process.

SECTION 8 Taking your appeal to Levels 3, 4, and 5

Section 8.1 Appeal Levels 3, 4 and 5 for Medical Service Requests

This section may be right for you if youmade a Level 1 appeal and a Level 2 appeal, and both
of your appeals were turned down.

If the dollar value of the item or medical service you appealed meets certain minimum levels,
youmay be able to go on to additional levels of appeal. If the dollar value is less than the
minimumlevel, youcan't appeal any further. Thewritten responseyouget toyourLevel 2appeal
will explain how tomake a Level 3 appeal.

Formost situations that involve appeals, the last 3 levels of appeal work inmuch the sameway
at the first 2 levels. Here’s who handles the review of your appeal at each of these levels.

Level 3 appeal

AnAdministrativeLawJudgeoranattorneyadjudicatorwhoworks for the federal government
will review your appeal and give you an answer.

If the Administrative LawJudge or attorney adjudicator says yes to your appeal, the
appeals processmay ormay not be over. Unlike a decision at a Level 2 appeal, we have
the right to appeal a Level 3 decision that's favorable to you. If we decide to appeal, it will
go to a Level 4 appeal.

If we decide not to appeal, wemust authorize or provide you with the medical care
within 60 calendar days after we get the Administrative Law Judge’s or attorney
adjudicator’s decision.
If we decide to appeal the decision,we'll send you a copy of the Level 4 appeal request
withanyaccompanyingdocuments.Wemaywait for theLevel 4appealdecisionbefore
authorizing or providing the medical care in dispute.

If the Administrative Law Judge or attorney adjudicator says no to your appeal, the
appeals processmay ormay not be over.

If you decide to accept the decision that turns down your appeal, the appeals process
is over.
If youdon'twant toaccept thedecision, youcancontinue to thenext level of the review
process. The notice you get will tell you what to do for a Level 4 appeal.
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Level 4 appeal

TheMedicare Appeals Council (Council) will review your appeal and give you an answer. The
Council is part of the federal government.

If the answer is yes, or if the Council denies our request to reviewa favorable Level 3
appeal decision, the appeals processmay ormay not be over. Unlike a decision at
Level 2,wehave the right to appeal a Level 4decision that is favorable to you.We'll decide
whether to appeal this decision to Level 5.

If we decide not to appeal the decision, wemust authorize or provide you with the
medical care within 60 calendar days after getting the Council’s decision.
If we decide to appeal the decision, we'll let you know in writing.

If the answer is no or if the Council denies the review request, the appeals process
may ormay not be over.

If you decide to accept this decision that turns down your appeal, the appeals process
is over.
If you don't want to accept the decision, youmay be able to continue to the next level
of the review process. If the Council says no to your appeal, the notice you get will tell
you whether the rules allow you to go to a Level 5 appeal and how to continue with a
Level 5 appeal.

Level 5 appeal

A judge at the Federal District Courtwill review your appeal.

A judge will review all the information and decide yes or no to your request. This is a final
answer. There are nomore appeal levels after the Federal District Court.

MAKING COMPLAINTS

SECTION 9 How tomake a complaint about quality of care,waiting times,
customer service, or other concerns

Section 9.1 What kinds of problems are handled by the complaint process?

Thecomplaint process isonlyused for certain typesof problems.This includesproblems related
to quality of care, waiting times, and customer service. Here are examples of the kinds of
problems handled by the complaint process.

ExampleComplaint

Quality of your
medical care

Are you unhappywith the quality of the care you got (including care
in the hospital)?
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ExampleComplaint

Respecting your
privacy

Did someone not respect your right to privacy or share confidential
information?

Disrespect, poor
customer service,

Has someone been rude or disrespectful to you?
Are you unhappy with our Member Services?

or other negative
behaviors

Do you feel you're being encouraged to leave our plan?

Waiting times Are you having trouble getting an appointment, or waiting too long
to get it?
Have you been kept waiting too long by doctors, pharmacists, or
other healthprofessionals?Or byourMember Services or other staff
at our plan?

Examples include waiting too long on the phone, in the waiting
or exam room, or getting a prescription.

Cleanliness Areyouunhappywith thecleanlinessor conditionofaclinic, hospital,
or doctor’s office?

Informationyouget
from us

Did we fail to give you a required notice?
Is our written information hard to understand?

If You asked for a coverage decision or made an appeal, and you think
wearen't respondingquickly enough, you canmake a complaint about
our slowness. Here are examples:

Timeliness
(These types of
complaints are all
about the timeliness You asked us for a fast coverage decision or a fast appeal, and we

said no; you canmake a complaint.ofouractions related
to coverage You believe we aren't meeting the deadlines for coverage decisions

or appeals; you canmake a complaint.decisions and
appeals)

Youbelievewearen'tmeetingdeadlines for coveringor reimbursing
you for certain medical items or services that were approved; you
canmake a complaint.
Youbelievewe failed tomeet requireddeadlines for forwardingyour
case to the independent review organization; you canmake a
complaint.

2026 Evidence of Coverage for CareFirst BlueCross BlueShield Advantage Salute 139
CHAPTER 7: If you have a problem or complaint
(coverage decisions, appeals, complaints)



Section 9.2 How tomake a complaint

Legal Terms:

A complaint is also called a grievance.
Making a complaint is called filing a grievance.
Usingtheprocess forcomplaints is calledusingtheprocess for filingagrievance.
A fast complaint is called an expedited grievance.

Step 1: Contact us promptly – either by phone or in writing.

CallingMemberServices at 833-536-2001 (TTYusers call 711) is usually the first step.
If there's anything else you need to do, Member Services will let you know.
If you don't wish to call (or you called andwere not satisfied), you can put your
complaint inwritingandsend it tous. If youput your complaint inwriting,we'll respond
to your complaint in writing.
Standard Grievance Process - You can file a grievance through a call to Member Services
at the number on the back of this booklet. Often we can resolve your grievance during
the call. If we cannot resolve your grievance during the call we will forward your concern
for more investigation. You can also send your concern to us in writing.

Send written complaints about your medical coverage to:

CareFirst BlueCross BlueShield Medicare Advantage
Attention: Appeals & Grievances Department

P.O. Box 915
Owings Mills, MD 21117

Yourgrievancemustbe forwarded tousorallyor inwritingwithin60daysof theeventor incident.
We will respond to your grievance within 30 calendar days.

Expedited Grievances - If you have an Expedited Grievance, which is a complaint about:
Our decision to request an extension to a coverage determination or appeal which
would extend the timeframe to provide a decision by 14 days, or;
Our decision not to expedite your request for a coverage determination or appeal; you
should call Member Services. An expedited grievancewill be reviewedwithin 24 hours
of receipt. We will call you with the outcome of your expedited grievance.

The deadline for making a complaint is 60 calendar days from the time you had the
problem you want to complain about.

Step 2: We look into your complaint and give you our answer.

If possible,we'll answer you right away. If you call uswith a complaint, wemaybe able
to give you an answer on the same phone call.
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Most complaints are answered within 30 calendar days. If we needmore information
and the delay is in your best interest or if you ask for more time,we can take up to 14
more calendar days (44 calendar days total) to answer your complaint. If we decide to
take extra days, we'll tell you in writing.
If you're making a complaint because we denied your request for a fast coverage
decision or a fast appeal, we'll automatically give you a fast complaint. If you have a
fast complaint, it means we'll give you an answer within 24 hours.
If we don't agreewith some or all of your complaint or don’t take responsibility for the
problem you're complaining about, we'll include our reasons in our response to you.

Section 9.3 You can alsomake complaints about quality of care to the Quality
Improvement Organization

When your complaint is about quality of care, you also have 2 extra options:

You canmake your complaint directly to the Quality Improvement Organization.
The Quality Improvement Organization is a group of practicing doctors and other health
care experts paid by the federal government to check and improve the care given to
Medicare patients. Chapter 2 has contact information.

Or

You canmake your complaint to both theQuality ImprovementOrganization and us
at the same time.

Section 9.4 You can also tell Medicare about your complaint

You can submit a complaint about CareFirst BlueCross BlueShield Advantage Salute directly to
Medicare.Tosubmitacomplaint toMedicare,go towww.Medicare.gov/my/medicare-complaint.
Youmay also call 1-800-MEDICARE (1-800-633-4227). TTY/TDD users can call 1-877-486-2048.
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CHAPTER 8:
Ending your membership in our plan
SECTION 1 Ending your membership in our plan

Endingyourmembership inCareFirstBlueCrossBlueShieldAdvantageSalutemaybevoluntary
(your own choice) or involuntary (not your own choice):

Youmight leave our plan because you decide youwant to leave. Sections 2 and 3 give
information on ending your membership voluntarily.

Therearealso limited situationswherewe're required toendyourmembership. Section5
tells you about situations when wemust end your membership.

If you're leaving our plan, our plan must continue to provide your medical care, and you'll
continue to pay your cost share until your membership ends.

SECTION 2 When can you end yourmembership in our plan?

Section 2.1 You can end yourmembership during the Open Enrollment Period

Youcanendyourmembership inourplanduring theOpenEnrollmentPeriodeachyear.During
this time, review your health and drug coverage and decide about coverage for the upcoming
year.

The Open Enrollment Period is fromOctober 15 to December 7.
Choose to keep your current coverage or make changes to your coverage for the
upcomingyear. If youdecide tochange toanewplan, youcanchooseanyof the following
types of plans:

Another Medicare health plan, with or without drug coverage,
Original Medicarewith a separate Medicare drug plan,
Original Medicarewithout a separate Medicare drug plan.

Yourmembershipwill end inourplanwhenyour newplan’s coverage starts on January
1.

Section 2.2 You can end yourmembership during the Medicare Advantage Open
Enrollment Period

You canmake one change to your health coverage during theMedicare Advantage Open
Enrollment Period each year.
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The Medicare Advantage Open Enrollment Period is from January 1 to March 31 and
also for new Medicare enrollees who are enrolled in an MA plan, from themonth of
entitlement to Part A and Part B until the last day of the 3rd month of entitlement.
During the Medicare Advantage Open Enrollment Period you can:

Switch to another Medicare Advantage Plan with or without drug coverage.
Disenroll from our plan and get coverage through Original Medicare. If you switch to
Original Medicare during this period, you can also join a separate Medicare drug plan
at the same time.

Your membership will end on the first day of the month after you enroll in a different
Medicare Advantage plan, or we get your request to switch to Original Medicare. If you
also choose to enroll in aMedicare drug plan, yourmembership in the drug planwill start
the first day of the month after the drug plan gets your enrollment request.

Section 2.3 In certain situations, you can end yourmembership during a Special
Enrollment Period

In certain situations, members of CareFirst BlueCross BlueShield Advantage Salute may be
eligible toend theirmembershipatother timesof theyear. This is knownasaSpecialEnrollment
Period.

Youmay be eligible to end yourmembership during a Special Enrollment Period if any of
the following situations apply to you. These are just examples. For the full list you can contact
our plan, call Medicare, or visit www.medicare.gov.

Usually, when youmove
If you have Medicaid
If we violate our contract with you
If you’re getting care in an institution, such as a nursing home or long-term care (LTC)
hospital
If you enroll in the Program of All-inclusive Care for the Elderly (PACE).

Enrollment time periods vary depending on your situation.

To findout if you'reeligible foraSpecial EnrollmentPeriod, callMedicareat 1-800-MEDICARE
(1-800-633-4227). TTY users call 1-877-486-2048. If you're eligible to end your membership
because of a special situation, you can choose to change both your Medicare health coverage
and drug coverage. You can choose:

Another Medicare health plan with or without drug coverage.
Original Medicarewith a separate Medicare drug plan.
– or – Original Medicarewithout a separate Medicare drug plan.
Your membership will usually end on the first day of the month after your request to
change our plan.
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Section 2.4 Get more information about when you can end yourmembership

If you have questions about ending your membership you can:

Call Member Services at 833-536-2001 (TTY users call 711)
Find the information in theMedicare & You 2026 handbook.

ContactMedicare at 1-800-MEDICARE (1-800-633-4227) TTY users call 1-877-486-2048.

SECTION 3 How to end yourmembership in our plan

The table below explains how you can end your membership in our plan.

This is what you should do:To switch from our plan to:

Enroll in the newMedicare health plan.Another Medicare health
plan You'll automatically be disenrolled from CareFirst

BlueCrossBlueShieldAdvantageSalutewhenyournew
plan’s coverage starts.

Enroll in the newMedicare drug plan.Original Medicarewith a
separate Medicare drug
plan

You'll automatically be disenrolled from CareFirst
BlueCrossBlueShieldAdvantageSalutewhenyournew
plan’s coverage starts.

Send us a written request to disenroll. Contact
Member Services at 833-536-2001 (TTY users call 711)
if you needmore information on how to do this.

Original Medicarewithout
a separate Medicare drug
plan

You can also contactMedicare at 1-800-MEDICARE
(1-800-633-4227), and ask to be disenrolled. TTY users
can call 1-877-486-2048.
You'll be disenrolled from CareFirst BlueCross
BlueShield Advantage Salute when your coverage in
Original Medicare starts.

Note: If youalsohavecreditabledrugcoverage (e.g., a separateMedicaredrugplan)anddisenroll
from that coverage, youmay have to pay a Part D late enrollment penalty if you join aMedicare
drug plan later after going without creditable prescription drug coverage for 63 days or more
in a row.

SECTION 4 Until your membership ends, youmust keep getting your
medical items and services through our plan

Until yourmembership ends, and your newMedicare coverage starts, youmust continue to get
your medical items, services through our plan.
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Continue to use our network providers to get medical care.
If you're hospitalized on the day that yourmembership ends, your hospital staywill
be covered by our plan until you're discharged (even if you're discharged after your
new health coverage starts).

SECTION 5 CareFirstBlueCrossBlueShieldAdvantageSalutemustendour
planmembership in certain situations

CareFirst BlueCross BlueShield Advantage Salutemust end yourmembership in our plan
if any of the following happen:

If you no longer have Medicare Part A and Part B
If youmove out of our service area
If you're away from our service area for more than 6months

If youmove or take a long trip, call Member Services at 833-536-2001 (TTY users call
711) to find out if the place you are moving or traveling to is in our plan’s area.

If you become incarcerated (go to prison)
If you're no longer a United States citizen or lawfully present in the United States
If you intentionally give us incorrect information when you're enrolling in our plan, and
that information affects your eligibility for our plan. (We can't make you leave our plan
for this reason unless we get permission fromMedicare first.)
If youcontinuouslybehave inaway that isdisruptiveandmakes it difficult forus toprovide
medical care for you and other members of our plan. (We can't make you leave our plan
for this reason unless we get permission fromMedicare first.)
If you let someone else use your membership card to get medical care. (We can't make
you leave our plan for this reason unless we get permission fromMedicare first.)

If we end your membership because of this reason, Medicare may have your case
investigated by the Inspector General.

If you have questions or want more information on when we can end your membership, call
Member Services at 833-536-2001 (TTY users call 711).

Section 5.1 We can't ask you to leave our plan for any health-related reason

CareFirst BlueCross BlueShield Advantage Salute isn't allowed to ask you to leave our plan for
any health-related reason.

What should you do if this happens?

If you feel that you're being asked to leave our plan because of a health-related reason, you
should call Medicare at 1-800-MEDICARE (1-800-633-4227). TTY users call 1-877-486-2048.
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Section 5.2 Youhave the right tomakeacomplaint ifweendyourmembership inour
plan

If we end yourmembership in our plan, wemust tell you our reasons in writing for ending your
membership.Wemust also explain how you can file a grievance ormake a complaint about our
decision to end your membership.
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CHAPTER 9:
Legal notices
SECTION 1 Notice about governing law

The principal law that applies to this Evidence of Coverage document is Title XVIII of the Social
SecurityActand the regulationscreatedunder theSocial SecurityActby theCenters forMedicare
& Medicaid Services, (CMS). In addition, other federal laws may apply and, under certain
circumstances, the laws of the state you live in. This may affect your rights and responsibilities
even if the laws aren't included or explained in this document.

SECTION 2 Notice about nondiscrimination

Wedon’tdiscriminatebasedon race, ethnicity, national origin, color, religion, sex, age,mental
or physical disability, health status, claims experience, medical history, genetic information,
evidence of insurability, or geographic location within the service area. All organizations that
provideMedicareAdvantageplans, likeourplan,mustobey federal lawsagainst discrimination,
including Title VI of the Civil Rights Act of 1964, the Rehabilitation Act of 1973, the Age
Discrimination Act of 1975, the Americans with Disabilities Act, Section 1557 of the Affordable
Care Act, all other laws that apply to organizations that get federal funding, and any other laws
and rules that apply for any other reason.

If you want more information or have concerns about discrimination or unfair treatment, call
the Department of Health and Human Services’Office for Civil Rights at 1-800-368-1019 (TTY
1-800-537-7697) or your local Office for Civil Rights. You can also review information from the
Department of Health and Human Services’ Office for Civil Rights at https://www.hhs.gov/ocr/
index.html.

If you have a disability and need helpwith access to care, call Member Services at 833-536-2001
(TTYusers call 711). If youhave a complaint, suchas aproblemwithwheelchair access,Member
Services can help.

SECTION 3 Notice about Medicare Secondary Payer subrogation rights

Wehave the right and responsibility to collect for coveredMedicare services forwhichMedicare
is not the primary payer. According to CMS regulations at 42 CFR sections 422.108 and 423.462,
CareFirst BlueCross BlueShield Advantage Salute, as a Medicare Advantage Organization, will
exercise the same rights of recovery that the Secretary exercises under CMS regulations in
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subparts B through D of part 411 of 42 CFR and the rules established in this section supersede
any state laws.

SECTION 4 Third Party Liability and Subrogation

CareFirst BlueCross BlueShield Advantage Salute has subrogation and reimbursement rights.
Subrogation requires that you turn over to CareFirst BlueCross BlueShield Advantage Salute
any rights youmay have against a third party. A third party is any person, corporation, insurer
or other entity thatmay be liable to you for an injury or illness. This right applies to the amount
of benefits paid by CareFirst BlueCross BlueShield Advantage Salute for injuries or illnesses
wherea thirdparty couldbe liable. ThePlan is given the same rightsof subrogationand recovery
that areavailable to theMedicareProgramunder theMedicareSecondaryPayer rules. CareFirst
BlueCross BlueShield Advantage Salute may use whatever rights of recovery are available to
theMedicare programunder 42U.S.C. § 1395mm(e)(4), 42U.S.C. §1395w-22(a)(4), 42 C.F.R. Part
411, and 42 C.F.R. Part 422.

Recoverymeans to be successful in a lawsuit, to collect or obtain an amount; to obtain a
favorableor final judgment; toobtainanamount inany legalmanner; anamount finally collected
or the amount of judgment as a result of an action brought against a third party or involving
uninsured or underinsuredmotorist claims. A Recovery does not include Chapter: 9 (eoc) :
content payments made to you under a personal injury protection policy. CareFirst BlueCross
BlueShield Advantage Salute will not recover medical expenses from you unless you recover
for medical expenses in a cause of action.

A. Youmust notify CareFirst BlueCross BlueShield Advantage Salute as soon as reasonably
possible that a third partymay be liable for the injuries or illnesses for which benefits are
being provided or paid.

B. To the extent that actual payments made by CareFirst BlueCross BlueShield Advantage
Salute result fromtheoccurrence that gave rise to the causeof action, CareFirst BlueCross
BlueShield Advantage Salute shall be subrogated and succeed to any right of recovery
you have against any person or organization.

C. You shall pay CareFirst BlueCross BlueShield Advantage Salute the amount recovered by
suit, settlement,orotherwise fromany thirdparty's insurer, anyuninsuredorunderinsured
motorist coverage, or as permitted by law, to the extent that any actual payments made
byCareFirst BlueCross BlueShield Advantage Salute result from theoccurrence that gave
rise to the cause of action.

D. You shall furnish informationandassistance, andexecutepapers thatCareFirst BlueCross
BlueShield Advantage Salute may require to facilitate enforcement of these rights. You
shall not commit any action prejudicing the rights and interests of CareFirst BlueCross
BlueShield Advantage Salute.
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E. In a subrogation claim arising out of a claim for personal injury, the amount recovered by
CareFirst BlueCross BlueShield Advantage Salute may be reduced by:
1. Dividing the total amount of the personal injury recovery into the total amount of the

attorney's fees incurredby the injuredperson for services rendered in connectionwith
the injured person's claim; and

2. Multiplying the result by the amount of CareFirst BlueCross BlueShield Advantage
Salute’s subrogationclaim.Thispercentagemaynotexceedone-third (1/3) ofCareFirst
BlueCross BlueShield Advantage Salute’s subrogation claim.

F. On written request by CareFirst BlueCross BlueShield Advantage Salute, you or your
attorneydemandinga reductionof thesubrogationclaimshallprovideCareFirstBlueCross
BlueShieldAdvantageSalutewithyourcertification that states theamountof theattorney's
fees incurred.
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CHAPTER 10:
Definitions
Ambulatory Surgical Center – An Ambulatory Surgical Center is an entity that operates
exclusively for the purpose of furnishing outpatient surgical services to patients not requiring
hospitalization and whose expected stay in the center doesn't exceed 24 hours.

Appeal – An appeal is something you do if you disagree with our decision to deny a request for
coverage of health care services or payment for services you already got. Youmay also make
an appeal if you disagree with our decision to stop services that you’re getting.

Balance Billing –When a provider (such as a doctor or hospital) bills a patient more than our
plan’s allowed cost-sharing amount. As amember of CareFirst BlueCrossBlueShield Advantage
Salute, you only have to pay our plan’s cost-sharing amountswhen you get services covered by
ourplan.Wedon't allowproviders tobalancebillorotherwisechargeyoumore than theamount
of cost sharing our plan says youmust pay.

BenefitPeriod–Theway thatbothourplanandOriginalMedicaremeasuresyouruseofhospital
and skilled nursing facility (SNF) services. A benefit period begins the day you go into a skilled
nursing facility. The benefit period ends when you haven’t gotten any skilled care in a SNF for
60 days in a row. If you go into a skilled nursing facility after one benefit period has ended, a
new benefit period begins. There is no limit to the number of benefit periods. For our plan, a
benefit period begins the day you go into an inpatient hospital. The benefit period ends when
youaredischarged fromthehospital. If yougo intoan inpatient hospital after onebenefit period
has ended, a new benefit period begins in which copays restart. There’s no limit to the number
of benefit periods.

Centers for Medicare &Medicaid Services (CMS) – The federal agency that administers
Medicare.

Chronic-Care Special Needs Plan - C-SNPs are SNPs that restrict enrollment to MA eligible
people who have specific severe and chronic diseases.

Coinsurance – An amount youmay be required to pay, expressed as a percentage (for example
20%) as your share of the cost for services.

CombinedMaximumOut-of-PocketAmount –This is themost you'll pay in a year for all Part A
andPartB services frombothnetwork (preferred)providers andout-of-network (non-preferred)
providers. Go to Chapter 4, Section 1.2 for information about your combinedmaximum
out-of-pocket amount.

Complaint – The formal name for making a complaint is filing a grievance. The complaint
process is used only for certain types of problems. This includes problems about quality of care,
waiting times, and the customer service you get. It also includes complaints if our plan doesn’t
follow the time periods in the appeal process.
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Comprehensive Outpatient Rehabilitation Facility (CORF) – A facility that mainly provides
rehabilitationservicesafteran illnessor injury, includingphysical therapy, social orpsychological
services, respiratory therapy, occupational therapy and speech-language pathology services,
and home environment evaluation services.

Copayment (or copay) – An amount youmay be required to pay as your share of the cost for a
medical service or supply, like a doctor’s visit, hospital outpatient visit, or a prescription. A
copayment is a set amount (for example $10), rather than a percentage.

Cost Sharing – Cost sharing refers to amounts that a member has to pay when services are
gotten. Cost sharing includes any combination of the following 3 types of payments: (1) any
deductible amount a plan may impose before services are covered; (2) any fixed copayment
amount that a plan requires when a specific service is gotten; or (3) any coinsurance amount, a
percentage of the total amount paid for a service, that a plan requires when a specific service
is gotten.

Covered Services – The termwe use tomean all the health care services and supplies that are
covered by our plan.

Creditable Prescription Drug Coverage – Prescription drug coverage (for example, from an
employer or union) that is expected to pay, on average, at least asmuch asMedicare’s standard
prescription drug coverage. People who have this kind of coverage when they become eligible
forMedicare can generally keep that coveragewithout paying a penalty, if they decide to enroll
in Medicare prescription drug coverage later.

Custodial Care – Custodial care is personal care provided in a nursing home, hospice, or other
facility settingwhen you don't need skilledmedical care or skilled nursing care. Custodial care,
provided by people who don't have professional skills or training, includes help with activities
of daily living like bathing, dressing, eating, getting in or out of a bed or chair, moving around,
and using the bathroom. It may also include the kind of health-related care that most people
do themselves, like using eye drops. Medicare doesn’t pay for custodial care.

Deductible – The amount youmust pay for health care before our plan pays.

Disenroll or Disenrollment – The process of ending your membership in our plan.

Dual Eligible Special Needs Plans (D-SNP) – D-SNPs enroll people who are entitled to both
Medicare (Title XVIII of the Social Security Act) andmedical assistance from a state plan under
Medicaid (Title XIX). States cover some Medicare costs, depending on the state and person’s
eligibility.

Dually Eligible Individual – A person who is eligible for Medicare and Medicaid coverage

DurableMedicalEquipment (DME)–Certainmedical equipment that isorderedbyyourdoctor
for medical reasons. Examples include walkers, wheelchairs, crutches, poweredmattress
systems, diabetic supplies, IV infusion pumps, speech generating devices, oxygen equipment,
nebulizers, or hospital beds ordered by a provider for use in the home.

Emergency–Amedical emergency iswhenyou,or anyotherprudent laypersonwithanaverage
knowledge of health andmedicine, believe that you have medical symptoms that require
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immediatemedical attention to prevent loss of life (and, if you're a pregnantwoman, loss of an
unborn child), loss of a limb, or loss of function of a limb, or loss of or serious impairment to a
bodily function. The medical symptomsmay be an illness, injury, severe pain, or a medical
condition that is quickly getting worse.

Emergency Care – Covered services that are: 1) provided by a provider qualified to furnish
emergency services; and 2) needed to treat, evaluate, or stabilize an emergency medical
condition.

Evidence of Coverage (EOC) and Disclosure Information – This document, along with your
enrollment formand any other attachments, riders, or other optional coverage selected,which
explains your coverage, what wemust do, your rights, and what you have to do as a member
of our plan.

ExtraHelp–AMedicareprogramtohelppeoplewith limited incomeandresourcespayMedicare
prescription drug program costs, such as premiums, deductibles, and coinsurance.

Grievance – A type of complaint youmake about our plan or providers including a complaint
concerning the quality of your care. This doesn't involve coverage or payment disputes.

Home Health Aide – A person who provides services that don't need the skills of a licensed
nurse or therapist, such as help with personal care (e.g., bathing, using the toilet, dressing, or
carrying out the prescribed exercises).

Hospice – A benefit that provides special treatment for a member who has beenmedically
certified as terminally ill, meaning having a life expectancy of 6 months or less. Our plan must
provide youwith a list of hospices in your geographic area. If you elect hospice and continue to
paypremiums, you’re still amemberofourplan. Youcanstill get allmedicallynecessary services
as well as the supplemental benefits we offer.

Hospital Inpatient Stay – A hospital stay when you've been formally admitted to the hospital
for skilled medical services. Even if you stay in the hospital overnight, youmight still be
considered an outpatient.

Initial EnrollmentPeriod –When you're first eligible forMedicare, the periodof timewhen you
can sign up forMedicare Part A and Part B. If you’re eligible forMedicarewhen you turn 65, your
Initial Enrollment Period is the 7-monthperiod that begins 3months before themonth you turn
65, includes the month you turn 65, and ends 3 months after the month you turn 65.

In-Network MaximumOut-of-Pocket Amount – Themost you'll pay for covered Part A and
Part B services gotten fromnetwork (preferred) providers. After youhave reached this limit, you
won't have to pay anything when you get covered services from network providers for the rest
of the contract year. However, until you reach your combined out-of-pocket amount, youmust
continue to pay your share of the costs when you seek care from an out-of-network
(non-preferred) provider.

Low Income Subsidy (LIS) – Go to Extra Help.
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Medicaid (or Medical Assistance) – A joint federal and state program that helps with medical
costs for some people with low incomes and limited resources. State Medicaid programs vary,
but most health care costs are covered if you qualify for both Medicare and Medicaid.

MedicallyNecessary–Services, supplies, ordrugs thatareneeded for theprevention,diagnosis,
or treatment of your medical condition andmeet accepted standards of medical practice.

Medicare – The federal health insurance program for people 65 years of age or older, some
peopleunderage65withcertaindisabilities, andpeoplewithEnd-StageRenalDisease (generally
those with permanent kidney failure who need dialysis or a kidney transplant).

Medicare Advantage Open Enrollment Period – The time period from January 1 to March 31
whenmembers in a Medicare Advantage plan can cancel their plan enrollment and switch to
another Medicare Advantage plan or get coverage through Original Medicare. If you choose to
switch toOriginalMedicareduring thisperiod, youcanalso joina separateMedicareprescription
drug plan at that time. The Medicare Advantage Open Enrollment Period is also available for a
3-month period after a person is first eligible for Medicare.

MedicareAdvantage (MA)Plan –Sometimes calledMedicarePart C. Aplanofferedbyaprivate
company that contracts with Medicare to provide you with all your Medicare Part A and Part B
benefits. A Medicare Advantage Plan can be i) an HMO, ii)a PPO, iii)a Private Fee-for-Service
(PFFS) plan, or iv)aMedicareMedical Savings Account (MSA) plan. Besides choosing from these
types of plans, a Medicare Advantage HMO or PPO plan can also be a Special Needs Plan (SNP).
Inmost cases,MedicareAdvantagePlansalsoofferMedicarePartD (prescriptiondrugcoverage).
These plans are calledMedicare Advantage Plans with Prescription Drug Coverage.

Medicare-Covered Services – Services covered by Medicare Part A and Part B. All Medicare
health plansmust cover all of the services that are covered by Medicare Part A and B. The term
Medicare-CoveredServicesdoesn't include theextrabenefits, suchasvision, dental, orhearing,
that a Medicare Advantage plan may offer.

Medicare Health Plan – A Medicare health plan is offered by a private company that contracts
with Medicare to provide Part A and Part B benefits to people with Medicare who enroll in our
plan. This term includesallMedicareAdvantagePlans,MedicareCostPlans, SpecialNeedsPlans,
Demonstration/Pilot Programs, and Programs of All-inclusive Care for the Elderly (PACE).

MedicarePrescriptionDrugCoverage (MedicarePartD)– Insurance tohelppay foroutpatient
prescription drugs, vaccines, biologicals, and some supplies not covered by Medicare Part A or
Part B.

Medigap (Medicare Supplement Insurance) Policy –Medicare supplement insurance sold by
private insurance companies to fill gaps in Original Medicare. Medigap policies only work with
Original Medicare. (A Medicare Advantage Plan is not a Medigap policy.)

Member (Member of our Plan, or Plan Member) – A person with Medicare who is eligible to
get covered services, who has enrolled in our plan, and whose enrollment has been confirmed
by the Centers for Medicare & Medicaid Services (CMS).

Member Services – A department within our plan responsible for answering your questions
about your membership, benefits, grievances, and appeals.
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Network Provider – Provider is the general term for doctors, other health care professionals,
hospitals, and other health care facilities that are licensed or certified by Medicare and by the
state to provide health care services. Network providers have an agreement with our plan to
accept our payment as payment in full, and in some cases to coordinate as well as provide
covered services to members of our plan. Network providers are also called plan providers.

Open Enrollment Period – The time period of October 15 until December 7 of each year when
members can change their health or drug plans or switch to Original Medicare.

Organization Determination – A decision our planmakes about whether items or services are
coveredorhowmuchyouhave topay for covered itemsor services.Organizationdeterminations
are called coverage decisions in this document.

OriginalMedicare (TraditionalMedicare or Fee-for-ServiceMedicare) –Original Medicare is
offered by the government, and not a private health plan such as Medicare Advantage plans
and prescription drug plans. Under Original Medicare, Medicare services are covered by paying
doctors, hospitals, and other health care providers payment amounts establishedbyCongress.
You can see any doctor, hospital, or other health care provider that acceptsMedicare. Youmust
pay the deductible. Medicare pays its share of the Medicare-approved amount, and you pay
your share. Original Medicare has 2 parts: Part A (Hospital Insurance) and Part B (Medical
Insurance) and is available everywhere in the United States.

Out-of-NetworkProviderorOut-of-NetworkFacility–Aprovider or facility thatdoesn't have
a contract with our plan to coordinate or provide covered services to members of our plan.
Out-of-network providers are providers that aren't employed, owned, or operated by our plan.

Out-of-Pocket Costs – Go to the definition for cost sharing above. A member’s cost-sharing
requirement to pay for a portion of services gotten is also referred to as the member’s
out-of-pocket cost requirement.

PACEplan–APACE (ProgramofAll-InclusiveCare for theElderly) plancombinesmedical, social,
and long-term services and supports (LTSS) for frail people to help people stay independent
and living in their community (instead ofmoving to a nursing home) as long as possible. People
enrolled in PACE plans receive both their Medicare and Medicaid benefits through the plan.

Part C – Go to Medicare Advantage (MA) Plan.

Part D – The voluntary Medicare Prescription Drug Benefit Program.

Preferred Provider Organization (PPO) Plan – A Preferred Provider Organization plan is a
Medicare Advantage Plan that has a network of contracted providers that have agreed to treat
planmembers for a specifiedpaymentamount. APPOplanmust coverall planbenefitswhether
they're received fromnetwork or out-of-network providers. Member cost sharingwill generally
be higher when plan benefits are gotten from out-of-network providers. PPO plans have an
annual limitonyourout-of-pocket costs for services received fromnetwork (preferred)providers
andahigher limit on your total combinedout-of-pocket costs for services fromboth in-network
(preferred) and out-of-network (non-preferred) providers.

Premium – The periodic payment toMedicare, an insurance company, or a health care plan for
health or prescription drug coverage.
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Preventive services – Health care to prevent illness or detect illness at an early stage, when
treatment is likely to work best (for example, preventive services include Pap tests, flu shots,
and screening mammograms).

Primary Care Provider (PCP) – The doctor or other provider you see first for most health
problems. Inmany Medicare health plans, youmust see your primary care provider before you
see any other health care provider.

Prior Authorization – Approval in advance to get covered services based on specific criteria.
In the network portion of a PPO, some in-network medical services are covered only if your
doctor or other network provider gets prior authorization from our plan. In a PPO, you don't
need prior authorization to get out-of-network services. However, youmaywant to check with
our plan before getting services from out-of-network providers to confirm that the service is
covered by our plan and what your cost-sharing responsibility is. Covered services that need
prior authorization are marked in the Medical Benefits Chart in Chapter 4.

Prosthetics and Orthotics –Medical devices including, but not limited to, arm, back and neck
braces; artificial limbs; artificial eyes; and devices needed to replace an internal body part or
function, including ostomy supplies and enteral and parenteral nutrition therapy.

Quality Improvement Organization (QIO) – A group of practicing doctors and other health
care experts paid by the federal government to check and improve the care given to Medicare
patients.

Referral–Awrittenorder fromyourprimary caredoctor for you to visit a specialist or get certain
medical services. Without a referral, our plan may not pay for services from a specialist.

RehabilitationServices –These services include inpatient rehabilitation care, physical therapy
(outpatient), speech and language therapy, and occupational therapy.

Service Area – A geographic areawhere youmust live to join a particular health plan. For plans
that limit which doctors and hospitals youmay use, it’s also generally the area where you can
get routine (non-emergency) services. Our plan must disenroll you if you permanently move
out of our plan’s service area.

SkilledNursing Facility (SNF) Care – Skilled nursing care and rehabilitation services provided
on a continuous, daily basis, in a skilled nursing facility. Examples of care include physical
therapy or intravenous injections that can only be given by a registered nurse or doctor.

Special Enrollment Period – A set time whenmembers can change their health or drug plans
or return to Original Medicare. Situations in which youmay be eligible for a Special Enrollment
Period include: if you move outside the service area, if you move into a nursing home, or if we
violate our contract with you.

Special Needs Plan – A special type of Medicare Advantage Plan that provides more focused
health care for specific groups of people, such as those who have both Medicare andMedicaid,
who live in a nursing home, or who have certain chronic medical conditions.
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Supplemental Security Income (SSI) – Amonthly benefit paid by Social Security to people
with limited income and resources who are disabled, blind, or age 65 and older. SSI benefits
aren't the same as Social Security benefits.

Urgently Needed Services – A plan-covered service requiring immediate medical attention
that’s not an emergency is an urgently needed service if either you’re temporarily outside our
plan’s service area, or it’s unreasonable given your time, place, and circumstances to get this
service from network providers. Examples of urgently needed services are unforeseenmedical
illnessesand injuries, orunexpected flare-upsof existingconditions.Medicallynecessary routine
provider visits (like annual checkups) aren’t considered urgently needed even if you’re outside
our plan’s service area or our plan network is temporarily unavailable.
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CareFirst BlueCross BlueShield Advantage Salute Member Services

Member Services – Contact InformationMethod
833-536-2001Call
Calls to thisnumberare free. 8am-8pmEST,7daysaweekOctober1 -March31,and8am-8pm
EST Monday - Friday, April 1 - September 30
MemberServices833-536-2001 (TTYusers call 711) alsohas free language interpreter services
available for non-English speakers.
711.TTY
Calls to thisnumberare free. 8am-8pmEST,7daysaweekOctober1 -March31,and8am-8pm
EST Monday - Friday, April 1 - September 30
844-961-0696Fax
CareFirst BlueCross BlueShield Medicare Advantage
Attention: Member Services Department
P.O. Box 915
Owings Mills, MD 21117

Write

www.carefirst.com/medicareadvantageWebsite

The State Health Insurance Assistance Program
TheStateHealth InsuranceAssistanceProgramisastateprogramthatgetsmoney fromthe federal government
to give free local health insurance counseling to people with Medicare.

Maryland SHIP - Contact InformationMethod
410-767-1100 or 800-243-3425Call
711.TTY
State Health Insurance Assistance Program
Maryland Department of Aging
36 S Charles Street, 12th Floor
Baltimore, MD 21201

Write

https://aging.maryland.gov/Pages/state-health-insurance-program.aspxWebsite

Washington DC SHIP - Contact InformationMethod
202-727-8370Call
711.TTY
Health Insurance Counseling Project
D.C. Department of Aging
250 E Street SW
Washington, DC 20024

Write

https://dacl.dc.gov/service/health-insurance-counselingWebsite

PRADisclosureStatementAccording to thePaperworkReductionAct of 1995, nopersonsare required to respond
to a collection of information unless it displays a valid OMB control number. The valid OMB control number for
this information collection is 0938-1051. If you have comments or suggestions for improving this form, please
write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore,
Maryland 21244-1850.


