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BlueCross BlueShield BlueSaver (HMO) 
2020 Summary of Benefits 

January 1, 2020 – December 31, 2020 
 
This booklet gives you a summary of what we cover and what you pay. The benefit information 
provided does not list every service that we cover or list every limitation or exclusion. To get a 
complete list of services, call us and ask for the “Evidence of Coverage.”  Plans may offer 
supplemental benefits in addition to Part C benefits and Part D benefits.   
 
Tips for comparing your Medicare choices 
This Summary of Benefits booklet gives you a summary of what BlueCross BlueShield BlueSaver 
covers and what you pay. 

• If you want to know more about the coverage and costs of Original Medicare, look in 
your current “Medicare & You” handbook. View it online at http://www.medicare.gov 
or get a copy by calling 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a 
week. TTY users should call 1-877-486-2048. 

 
 
BlueCross BlueShield BlueSaver Phone Numbers and Website 

• If you are a member of this plan, call toll-free 1-800-329-2792 (TTY 711).  We are 
available October 1 to March 31, 7 days a week from 8 a.m. to 8 p.m. and from April 1 to 
September 30, Monday through Friday from 8 a.m. to 8 p.m. 

• If you are not a member of this plan, call toll-free 1-800-248-9296 (TTY 711).  We are 
available October 1 to December 31, 7 days a week from 8 a.m. to 8 p.m. and from 
January 1 to September 30, Monday through Friday, 8 a.m. to 8 p.m. 

• Our website: www.bcbswny.com/medicare 
 
Who can join? 
To join BlueCross BlueShield BlueSaver, you must be entitled to Medicare Part A, be enrolled in 
Medicare Part B, and live in our service area. Our service area includes the following counties in 
New York State: 

Allegany, Cattaraugus, Chautauqua, Erie, Genesee, Niagara, Orleans, Wyoming 
 
Which doctors, hospitals, and pharmacies can I use? 
BlueCross BlueShield BlueSaver has a network of doctors, hospitals, pharmacies, and other 
providers. Except in emergency situations, if you use the providers that are not in our network, 
the plan may not pay for these services. 

• You must generally use network pharmacies to fill your prescriptions for covered Part 
D drugs. 

• Some of our network pharmacies have preferred cost-sharing. You may pay less if you 
use these pharmacies. 

• You can see our plan's provider and pharmacy directory at our website, 
www.bcbswny.com/medicare 

• Or, call us and we can look up your providers or send you a copy of the provider and 
pharmacy directories. 
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Summary of Benefits 
for Contract Number H3384, Plan Number 062 

BlueCross BlueShield BlueSaver (HMO) 
January 1, 2020 – December 31, 2020 

 

Monthly Premium, Deductible, and Limits on How Much you Pay for Covered Services 
Monthly Plan 
Premium 

You pay $0 per month. In addition, you must keep paying your Medicare Part B premium. 
 

Deductible This plan does not have a medical deductible. 
 

Maximum Out-
of-Pocket 
Responsibility 
(Does not 
include 
prescription 
drugs) 

Our plan protects you by having yearly limits on your out-of-pocket costs for medical and 
hospital care. 
 
Your yearly limit(s) in this plan: 

• $6,700 for services you receive from in-network providers.  
 
If you reach the limit on out-of-pocket costs, you keep getting covered hospital and 
medical services and we will pay the full cost for the rest of the year. 
 
Please note that you will still need to pay cost-sharing for your Part D prescription drugs. 
 

Is there a limit 
on how much 
the plan will 
pay? 

There are no limits on how much BlueCross BlueShield will pay. 
 

Note: 
1 Services may require prior authorization 
Medical and Hospital Benefits 
Inpatient 
Hospital 1 

Our plan covers an unlimited number of days for an inpatient hospital stay. 
In-network: 

• You pay $360 per day for days 1-5 
• You pay nothing per day for days 6 through 90 
• You pay nothing per day for days 91 and beyond 

 
Your annual in-network out-of-pocket limit (what you pay) for inpatient hospital care is 
$1,800. After your limit has been reached, you pay nothing for inpatient hospital care for 
the remainder of the year. 
 
For inpatient mental health care, see the "Mental Health Services" section of this 
booklet. 
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Outpatient 
Hospital 1 

Ambulatory surgical center: 
• In-network: You pay a $450 copay 

 
Outpatient hospital observation: 

• In-network: You pay a $500 copay 
 
Outpatient hospital surgical procedures: 

• In-network: You pay a $550 copay 
 

Doctor Visits Primary care physician: 
 
In-network: You pay a $15 copay 

 
You pay $0 for a follow-up visit with your in-network PCP within 14 days following a 
discharge from a hospital, skilled nursing facility, Inpatient Mental Health stay, or 
outpatient observation admission, as defined by Medicare. 
 
Specialist: 

• In-network: You pay a $40 copay 
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Preventive 
Care 

Preventive Care 
• In-network: You pay nothing  

 
Our plan covers many preventive services, including: 

• Abdominal aortic aneurysm screening  
• Annual wellness visit  
• Bone mass measurement  
• Breast cancer screenings (mammograms)  
• Cardiovascular disease risk reduction visit (therapy for cardiovascular disease)  
• Cardiovascular disease testing  
• Cervical and vaginal cancer screening  
• Colorectal cancer screening (colonoscopy, fecal occult blood test (FOBT), 

flexible sigmoidoscopy)  
• Depression screening  
• Diabetes screening  
• Diabetes self-management training  
• HIV screening  
• Immunizations (e.g. flu shots, Hepatitis B shots, and Pneumococcal shots)  
• Medical nutrition therapy  
• Obesity screening and therapy to promote sustained weight loss  
• Prostate cancer screening exams  
• Screening and counseling to reduce alcohol misuse  
• Screening for lung cancer with low dose computed tomography (LDCT)  
• Screening for sexually transmitted infections (STIs) and counseling to prevent 

STIs  
• Smoking and tobacco use cessation (counseling to stop smoking or tobacco use)  
• “Welcome to Medicare” Preventive Visit (one-time)  
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Emergency 
Care 

You pay a $90 copay. 
 
If you are admitted to the hospital within one (1) day, you do not have to pay your share 
of the cost for emergency care. See the "Inpatient Hospital" section of this booklet for 
other costs. 
 

Urgently 
Needed 
Services 

You pay a $65 copay. 
 
If you are admitted to the hospital within one (1) day, you do not have to pay your share 
of the cost for urgently needed services. See the "Inpatient Hospital" section of this 
booklet for other costs. 
 

Diagnostic 
Services, Lab 
and Radiology 
Services, and 
X-Rays 1 

Diagnostic radiology services (such as MRIs or CT scans): 
• In-network: You pay a $200 copay 

 
Diagnostic tests and procedures: 

• In-network: You pay a $50 copay 
  
Lab services: 

• In-network: You pay a $10 copay 
 
Outpatient X-rays: 

• In-network: You pay a $50 copay 
 
Therapeutic radiology services (such as radiation treatment for cancer): 

• In-network: You pay 20% coinsurance 
 

Hearing 
Services 

Exam to diagnose and treat hearing and balance issues: 
• In-network: You pay a $40 copay 

 
Routine hearing exam (one per year)*:  

• You pay a $45 copay 
 

Hearing Aids (one per per year)*: 
• You pay a $699 copayment per aid for TruHearing’s Advanced Hearing Aid  
• You pay a $999 copayment per aid for TruHearing’s Premium Hearing Aid  

 
*A TruHearingÒ provider must be used 
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Dental Services  
• Medicare covered dental services: In-network: You pay a $40 copay 

 

Preventive dental services:  
 

• Oral exams and cleanings  (up to two per year): You pay $10 per service 
• X-rays (one set of up to four bitewings or one full mouth X-ray per year): You pay 

$10 per service 
 

Optional 
Supplemental 
Dental Basic 

Benefits include: 
• Restorative Dental: You pay a 50% coinsurance 
• Comprehensive Dental: You pay a 50% coinsurance 

 
Our plan pays up to $500 every year. Our plan has additional coverage limits for certain 
benefits. 
 
You pay an additional 11 per month. You must keep paying your Medicare Part B 
premium and your $0 monthly plan premium. 
 

Optional 
Supplemental 
Dental 
Enhanced 

Benefits include: 
• Restorative Dental: You pay a 50% coinsurance 
• Comprehensive Dental: You pay a 50% coinsurance 

 
Our plan pays up to $1000 every year. Our plan has additional coverage limits for certain 
benefits. 
 
You pay an additional $25 per month. You must keep paying your Medicare Part B 
premium and your $0 monthly plan premium. 
 

Vision Services Routine eye exam (up to one every year)**: 
• In-network: You pay a $25 copay 

 
Exam to diagnose and treat diseases and conditions of the eye (including yearly 
glaucoma screening): 

• In-network: You pay a $40 copay 
 

Annual screening for diabetic retinopathy (for people with diabetes): 
• In-network: You pay nothing 
 

Eyeglasses or contact lenses after cataract surgery**: 
• In-network: You pay nothing 

 
**An EyeMed® provider must be used 
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Mental Health 
Services 1 

Inpatient visit: Our plan covers up to 190 days in a lifetime for inpatient mental health 
care in a psychiatric hospital. The inpatient hospital care limit does not apply to inpatient 
mental services provided in a general hospital. 
 
Inpatient In-network: 

• You pay $395 per day for days 1-4 
• You pay nothing per day for days 5 through 90  

 
Outpatient group therapy visit: 

• In-network: You pay a $40 copay 
 

Outpatient individual therapy visit: 
• In-network: You pay a $40 copay 

 
Your annual in-network out-of-pocket limit (what you pay) for inpatient mental health 
care is $1,580.  After your limit has been reached you pay nothing for the remainder of 
the year.  
 

Skilled Nursing 
Facility (SNF) 1 

Our plan covers up to 100 days in a SNF. 
In-network: 

• You pay nothing per day for days 1 through 20  
• $178 per day for days 21 through 100  

 
Our plan benefit period applies for any SNF stay. This means that if you are discharged 
from the SNF for more than 60 days and readmitted, a new benefit period starts. The 
plan covers up to 100 days each benefit period. In this situation the cost sharing applied 
starts at "day one." 
 
If you are readmitted to the SNF within 60 days from your discharge date, you are still 
considered to be in the same benefit period. If you are transferred from one SNF to 
another within 60 days, you are still considered to be in the same benefit period. In these 
situations, you pay the “per day copay” that was in effect on the last day of the discharge 
or transfer. 
 

Physical 
Therapy 

• In-network: You pay a $40 copay 
 

Ambulance1 You pay a $300 copay 
 

Transportation Not covered 
 

Medicare Part 
B Drugs 1 

For Part B drugs, such as chemotherapy drugs: 
• In-network: You pay 20% coinsurance 

 
Other Part B drugs: 

• In-network: You pay 20% coinsurance 
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Prescription Drug Benefits 
Part D Drug 
Deductible 

During this stage, the plan pays its share of the cost of your Tier 1 Preferred Generic 
Drugs and Tier 2 Generic Drugs and you pay your share of the cost. 
 
During this stage, you pay the full cost of your Tier 3 Preferred Brand Drugs, Tier 4 Non-
Preferred Drugs, and Tier 5 Specialty Drugs.  
 
You stay in this stage until you have paid $300 for your Tier 3 Preferred Brand Drugs, Tier 
4 Non-Preferred Drugs, and Tier 5 Specialty Drugs. ($300 is the amount of your Tier 3 
Preferred Brand Drugs, Tier 4 Non-Preferred Drugs, and Tier 5 Specialty Drugs 
deductible). 
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Initial 
Coverage 

Tier 

One-month supply 
Preferred (up to a 
30-day supply) 
 

One-month supply 
Standard (up to a 
30-day supply) 
 

Three-month 
supply Mail-
Order (up to a 
90-day supply) 
 

Tier 1 
(Preferred Generic) $2.00 copay $7.00 copay $0 copay 

Tier 2 
(Generic) $12.00 copay $17.00 copay $30.00 copay 

Tier 3 
(Preferred Brand) $42.00 copay $47.00 copay $105.00 copay 

Tier 4 
(Non-Preferred 
Drug) 

$94.00 copay $100.00 copay $235.00 copay 

Tier 5 
(Specialty Tier) 27% coinsurance 27% coinsurance 27% coinsurance 

 
After you (or others on your behalf) have met your Tier 3 Preferred Brand Drugs, Tier 4 
Non-Preferred Drugs, and Tier 5 Specialty Drugs deductible, the plan pays its share of the 
costs of your Tier 3 Preferred Brand Drugs, Tier 4 Non-Preferred Drugs, and Tier 5 
Specialty Drugs and you pay your share. 
 
Your cost-share for a three-month supply at retail is 3 times the cost (except for Tier 5) 
for the applicable one-month supply (Preferred or Standard). Cost-Sharing may differ 
based on pharmacy type or status ( e.g. preferred/non-preferred, mail order, long term 
care (LTC) or home infusion, and 30 or 90 day supply).   
 
In limited circumstances you may get drugs from an out-of-network pharmacy and pay 
the standard retail copay/coinsurance plus the difference between the out-of-network 
billed charge and the standard retail allowable. 
 
You stay in this stage until your year-to-date “total drug costs” (your payments plus any 
Part D plan’s payments) total $4,020. 
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Coverage Gap When you are in the Coverage Gap Stage, the Medicare Coverage Gap Discount Program 
provides manufacturer discounts on brand name drugs. You pay 25% of the negotiated 
price and a portion of the dispensing fee for brand name drugs. Both the amount you pay 
and the amount discounted by the manufacturer count toward your out-of-pocket costs 
as if you had paid them and moves you through the coverage gap.  

You also receive some coverage for generic drugs. You pay no more than 25% of the cost 
for generic drugs and the plan pays the rest. For generic drugs, the amount paid by the 
plan (75%) does not count toward your out-of-pocket costs. Only the amount you pay 
counts and moves you through the coverage gap.  
 
 

Catastrophic 
Coverage 

After your yearly out-of-pocket drug costs (including drugs purchased through your 
retail pharmacy and through mail order) reach $6,350, you pay the greater of: 
• 5% of the cost, or 

 
• a $3.60 copay for generic (including brand-name drugs treated as generic) and an 

$8.95 copayment for all other drugs. 
 

Additional Benefits 
Chiropractic 
Care 

Manipulation of the spine to correct a subluxation (when 1 or more of the bones of your 
spine moves out of position): 
In-network: You pay a $20 copay 
 

Diabetes 
Supplies and 
Services  

Diabetes monitoring supplies: 
• In-network: You pay nothing 

 
Diabetes self-management training: 

• In-network: You pay nothing  
 

Therapeutic shoes or inserts: 
• In-network: You pay nothing  

 
Durable 
Medical 
Equipment 1 
(wheelchairs, 
oxygen, etc.) 

• In-network: You pay 20% of the cost, depending on the equipment*** 
 
***You pay nothing for compression stockings in-network  
 

Foot Care  
(Podiatry 
Services) 

Foot exams and treatment if you have diabetes-related nerve damage and/or meet 
certain conditions: 

• In-network: You pay a $40 copay 
 

Routine foot care (for up to 3 visit(s) every year): 
• In-network: You pay a $40 copay 
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Home Health 
Care 

• In-network: You pay nothing  
 

Hospice When you enroll in a Medicare-certified hospice program, your hospice services and 
your Part A and B services related to your diagnosis are paid for by Original Medicare, 
not BlueCross BlueShield BlueSaver. 
 

Outpatient 
Rehabilitation 

Cardiac (heart) rehab services: 
• In-network: You pay a $10 copay 

 
Occupational therapy visit: 

• In-network: You pay a $40 copay 
 

Physical therapy and speech and language therapy visit: 
• In-network: You pay a $40 copay 

 
Outpatient 
Substance 
Abuse 1 

Group therapy visit: 
• In-network:  50% coinsurance 

 
Individual therapy visit: 

• In-network:  50% coinsurance 
 

Prosthetic 
Devices 1 
(braces, 
artificial limbs, 
etc.) 

Prosthetic devices: 
• In-network: You pay $0 of the cost of diabetic shoes/inserts, 20% of the cost of 

all other items.  
 

Renal Dialysis • In-network: You pay 20% coinsurance 
 
• Out-of-network: Inside service area: Not covered for non-participating providers. 

Outside service area: You pay 20% for non-participating providers.  
 

Telemedicine • In-network: You pay nothing 
Wellness 
Programs (e.g. 
fitness) 

• There is no charge to participate in our Health and Wellness Education Programs 
• There is no charge for the SilverSneakers® Fitness Program 

 
This information is not a complete description of benefits. Call us at -800-329-2792 (TTY 711,) we 
are available 8 a.m. to 8 p.m. 7 days a week from October 1 to March 31, and 8 a.m. to 8 p.m. 
Monday – Friday from April 1 to September 30 for more information. You can get prescription 
drugs shipped to your home through the network mail-order delivery program. You should expect 
to receive your mail-order prescriptions 14-21 calendar days after the pharmacy initially receives 
the order. Please call the Pharmacy Services number located on the back of your member ID card 
if you do not receive your prescription within the appropriate amount of days. 
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BlueCross BlueShield of Western New York is a Medicare Advantage HMO with a Medicare 
contract and enrollment depends on contract renewal. 
 
Other Pharmacies/Physicians/Providers are available in our network. 
 
This document is available in other formats such as Braille, large print, or audio. 
 
BlueCross BlueShield of Western New York is a division of HealthNow New York Inc., an 
independent licensee of the Blue Cross and Blue Shield Association. 
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BlueCross BlueShield Senior Blue 601 (HMO) 
2020 Summary of Benefits 

January 1, 2020 – December 31, 2020 
 
This booklet gives you a summary of what we cover and what you pay. The benefit information 
provided does not list every service that we cover or list every limitation or exclusion. To get a 
complete list of services, call us and ask for the “Evidence of Coverage.” Plans may offer 
supplemental benefits in addition to Part C benefits. 
 
 
Tips for comparing your Medicare choices 
This Summary of Benefits booklet gives you a summary of what BlueCross BlueShield Senior 
Blue 601 covers and what you pay. 

• If you want to know more about the coverage and costs of Original Medicare, look in 
your current “Medicare & You” handbook. View it online at http://www.medicare.gov 
or get a copy by calling 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a 
week. TTY users should call 1-877-486-2048. 

 
 
BlueCross BlueShield Senior Blue 601 Phone Numbers and Website 

• If you are a member of this plan, call toll-free 1-800-329-2792 (TTY 711).  We are 
available October 1 to March 31, 7 days a week from 8 a.m. to 8 p.m. and from April 1 to 
September 30, Monday through Friday from 8 a.m. to 8 p.m. 

• If you are not a member of this plan, call toll-free 1-800-248-9296 (TTY 711).  We are 
available October 1 to December 31, 7 days a week from 8 a.m. to 8 p.m. and from 
January 1 to September 30, Monday through Friday, 8 a.m. to 8 p.m. 

• Our website: www.bcbswny.com/medicare 
 
Who can join? 
To join BlueCross BlueShield Senior Blue 601, you must be entitled to Medicare Part A, be 
enrolled in Medicare Part B, and live in our service area. Our service area includes the following 
counties in New York State:  

Allegany, Cattaraugus, Chautauqua, Erie, Genesee, Niagara, Orleans, Wyoming 
 
Which doctors and hospitals can I use? 
BlueCross BlueShield Senior Blue 601 has a network of doctors, hospitals, and other providers. 
Except in emergency situations, if you use the providers that are not in our network, the plan 
may not pay for these services. 

• You can see our plan's provider directory at our website, 
www.bcbswny.com/medicare 

• Or, call us and we can look up your providers or send you a copy of the provider 
directory. 
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Summary of Benefits 
for Contract Number H3384, Plan Number 022 
BlueCross BlueShield Senior Blue 601 (HMO) 

January 1, 2020 – December 31, 2020 
 

Monthly Premium, Deductible, and Limits on How Much you Pay for Covered Services 
Monthly Plan 
Premium 

You pay $0 per month. In addition, you must keep paying your Medicare Part B premium. 
 

Deductible This plan does not have a medical deductible. 
 

Maximum Out-
of-Pocket 
Responsibility 
(Does not 
include 
prescription 
drugs) 

Our plan protects you by having yearly limits on your out-of-pocket costs for medical and 
hospital care. 
 
Your yearly limit(s) in this plan: 
$6,700 for services you receive from in-network providers.  
 
If you reach the limit on out-of-pocket costs, you keep getting covered hospital and 
medical services and we will pay the full cost for the rest of the year. 
 

Is there a limit 
on how much 
the plan will 
pay? 

There are no limits on how much BlueCross BlueShield will pay. 
 

Note: 
1 Services may require prior authorization 
Medical and Hospital Benefits 
Inpatient 
Hospital 1 

Our plan covers an unlimited number of days for an inpatient hospital stay. 
In-network: 

• You pay $290 per day for days 1-7 
• You pay nothing per day for days 8 through 90 
• You pay nothing per day for days 91 and beyond 

 
Your annual in-network out-of-pocket limit (what you pay) for inpatient hospital care is 
$2,030.  After your limit has been reached, you pay nothing for inpatient hospital care for 
the remainder of the year. 
 
For inpatient mental health care, see the "Mental Health Services" section of this 
booklet. 
 



 

3 

Outpatient 
Hospital 1 

Ambulatory surgical center: 
• In-network: You pay a $225 copay 

 
Outpatient hospital observation: 

• In-network: You pay a $200 copay 
 
Outpatient hospital surgical procedures: 

• In-network: You pay a $325 copay 
 

Doctor Visits Primary care physician: 
• In-network: You pay a $10 copay  

 
You pay $0 for a follow-up visit with your in-network PCP within 14 days following a 
discharge from a hospital, skilled nursing facility, Inpatient Mental Health stay, or 
outpatient observation admission, as defined by Medicare. 
 
Specialist: 

• In-network: You pay a $45 copay 
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Preventive 
Care 

Preventive Care 
• In-network: You pay nothing  

 
Our plan covers many preventive services, including: 

• Abdominal aortic aneurysm screening  
• Annual wellness visit 
• Bone mass measurement  
• Breast cancer screenings (mammograms)  
• Cardiovascular disease risk reduction visit (therapy for cardiovascular disease) 
• Cardiovascular disease testing  
• Cervical and vaginal cancer screening  
• Colorectal cancer screening (colonoscopy, fecal occult blood test (FOBT), 

flexible sigmoidoscopy)  
• Depression screening  
• Diabetes screening  
• Diabetes self-management training 
• HIV screening  
• Immunizations (e.g. flu shots, Hepatitis B shots, and Pneumococcal shots)  
• Medical nutrition therapy  
• Obesity screening and therapy to promote sustained weight loss  
• Prostate cancer screening exams  
• Screening and counseling to reduce alcohol misuse  
• Screening for lung cancer with low dose computed tomography (LDCT)  
• Screening for sexually transmitted infections (STIs) and counseling to prevent 

STIs  
• Smoking and tobacco use cessation (counseling to stop smoking or tobacco use)  
• “Welcome to Medicare” Preventive Visit (one-time)  
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Emergency 
Care 

You pay a $90 copay 
 
If you are admitted to the hospital within one (1) day, you do not have to pay your share 
of the cost for emergency care. See the "Inpatient Hospital" section of this booklet for 
other costs. 
 

Urgently 
Needed 
Services 

You pay a $65 copay 
 
If you are admitted to the hospital within one (1) day, you do not have to pay your share 
of the cost for urgently needed services. See the "Inpatient Hospital" section of this 
booklet for other costs. 
 

Diagnostic 
Services, Lab 
and Radiology 
Services, and 
X-Rays 1 

Diagnostic radiology services (such as MRIs or CT scans): 
• In-network: You pay a $150 copay 

 
Diagnostic tests and procedures: 

• In-network: You pay a $45 copay 
 
Lab services: 

• In-network: You pay nothing 
 
Outpatient X-rays: 

• In-network: You pay a $45 copay 
 

Therapeutic radiology services (such as radiation treatment for cancer): 
• In-network: You pay a 20% coinsurance 
 

Hearing 
Services 

Exam to diagnose and treat hearing and balance issues: 
• In-network: You pay a $45 copay 

 
Routine hearing exam (one per year)*:  

• You pay a $45 copay 
  

Hearing Aids (one per ear per year)*: 
• You pay a $699 copayment per aid for TruHearing’s Advanced Hearing Aid  
• You pay a $999 copayment per aid for TruHearing’s Premium Hearing Aid  

 
*A TruHearingÒ provider must be used 
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Dental Services  
Medicare covered dental services: 

• In-network: You pay a $45 copay 
 
Preventive dental services:  
 

• Oral exams and cleanings  (up to two per year): You pay a $10 copay per service 
• X-rays (one set of up to four bitewings or one full mouth X-ray per year): You pay 

a $10 copay per service 
 

Optional 
Supplemental 
Dental Basic 

Benefits include: 
• Restorative Dental: You pay a 50% coinsurance 
• Comprehensive Dental: You pay a 50% coinsurance 

 
Our plan pays up to $500 every year. Our plan has additional coverage limits for certain 
benefits. 
 
You pay an additional $11 per month. You must keep paying your Medicare Part B 
premium and your $0 monthly plan premium. 
 

Optional 
Supplemental 
Dental 
Enhanced 

Benefits include: 
• Restorative Dental: You pay a 50% coinsurance 
• Comprehensive Dental: You pay a 50% coinsurance 

 
Our plan pays up to $1000 every year. Our plan has additional coverage limits for certain 
benefits. 
 
You pay an additional $25 per month. You must keep paying your Medicare Part B 
premium and your $0 monthly plan premium. 
 



 

7 

Vision Services Routine eye exam (up to one every year)**: 
In-network: You pay a $25 copay 
 
Exam to diagnose and treat diseases and conditions of the eye (including yearly 
glaucoma screening): 

• In-network: You pay a $45 copay 
 
Annual screening for diabetic retinopathy (for people with diabetes): 
In-network: You pay nothing  

 
Eyeglasses or contact lenses after cataract surgery**: 

• In-network: You pay nothing  
 
$100 annual allowance for eyewear. 
 
**An EyeMed® provider must be used 
 

Mental Health 
Services 1 

Inpatient visit: Our plan covers up to 190 days in a lifetime for inpatient mental health 
care in a psychiatric hospital. The inpatient hospital care limit does not apply to inpatient 
mental services provided in a general hospital. 
 
Inpatient In-network: 

• You pay $260 per day for days 1-6  
• You pay nothing per day for days 7 through 90  

 
Outpatient group therapy visit: 

• In-network: You pay a $40 copay 
 

Outpatient individual therapy visit: 
• In-network: You pay a $40 copay 

 
Your annual in-network out-of-pocket limit (what you pay) for inpatient mental health 
care is $1,560. After your limit has been reached you pay nothing for the remainder of 
the year.  
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Skilled Nursing 
Facility (SNF) 1 

Our plan covers up to 100 days in a SNF. 
In-network: 

• You pay nothing per day for days 1 through 20  
•  You pay $178 per day for days 21 through 100  

 
Our plan benefit period applies for any SNF stay. This means that if you are discharged 
from the SNF for more than 60 days and readmitted, a new benefit period starts. The 
plan covers up to 100 days each benefit period. In this situation the cost sharing applied 
starts at "day one." 
 
If you are readmitted to the SNF within 60 days from your discharge date, you are still 
considered to be in the same benefit period. If you are transferred from one SNF to 
another within 60 days, you are still considered to be in the same benefit period. In these 
situations, you pay the “per day copay” that was in effect on the last day of the discharge 
or transfer. 
 

Physical 
Therapy 

• In-network: You pay a $15 copay 
 

Ambulance1 You pay a $200 copay 
 

Transportation Not covered 
 

Medicare Part 
B Drugs 1 

For Part B drugs, such as chemotherapy drugs: 
• In-network: You pay 20% coinsurance 

 
Other Part B drugs: 

• In-network: You pay a $25 copay or 20% coinsurance, depending on the drug  
 

Additional Benefits 
Chiropractic 
Care 

Manipulation of the spine to correct a subluxation (when 1 or more of the bones of your 
spine moves out of position): 
In-network: You pay a $20 copay 
 

Diabetes 
Supplies and 
Services  

Diabetes monitoring supplies: 
• In-network: You pay nothing 

 
Diabetes self-management training: 

• In-network: You pay nothing  
 

Therapeutic shoes or inserts: 
• In-network: You pay nothing 
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Durable 
Medical 
Equipment 1 
(wheelchairs, 
oxygen, etc.) 

• In-network: You pay 20% of the cost, depending on the equipment*** 
 

***You pay nothing for compression stockings in-network 
 

Foot Care  
(Podiatry 
Services) 

Foot exams and treatment if you have diabetes-related nerve damage and/or meet 
certain conditions: 

• In-network: You pay a $45 copay 
 

Routine foot care (for up to 3 visit(s) every year): 
• In-network: You pay a $45 copay 

 
Home Health 
Care 

• In-network: You pay nothing  
 

Hospice When you enroll in a Medicare-certified hopice program, your hospice services and your 
Medicare Part A and B services related to your diagnosis are paid for by Original 
Medicare, not BlueCross BlueShield Senior Blue 601. 
 

Outpatient 
Rehabilitation 

Cardiac (heart) rehab services: 
• In-network: You pay a $15 copay  

 
Occupational therapy visit: 

• In-network: You pay a $15 copay  
 

Physical therapy and speech and language therapy visit: 
• In-network: You pay a $15 copay 

Outpatient 
Substance 
Abuse 1 

Group therapy visit: 
• In-network: 50% coinsurance 

 
Individual therapy visit: 

• In-network: 50% coinsurance 
Prosthetic 
Devices 1 
(braces, 
artificial limbs, 
etc.) 

Prosthetic devices: 
• In-network: You pay $0 of the cost of diabetic shoes/inserts, 20% of the cost of 

all other items.  
 

Renal Dialysis • In-network: You pay 20% coinsurance 
 
• Out-of-network: Inside service area: Not covered for non-participating providers. 

Outside service area: You pay 20% for non-participating providers.  
 

Telemedicine • In-network: You pay nothing 
Wellness 
Programs (e.g. 
fitness) 

• There is no charge to participate in our Health and Wellness Education Programs 
• There is no charge for the SilverSneakers® Fitness Program 
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This information is not a complete description of benefits. Call us at 1-800-329-2792 (TTY 711,) we 
are available 8 a.m. to 8 p.m. 7 days a week from October 1 to March 31, and 8 a.m. to 8 p.m. 
Monday – Friday from April 1 to September 30 for more information.  
 
BlueCross BlueShield of Western New York is a Medicare Advantage HMO with a Medicare 
contract and enrollment depends on contract renewal. 
 
Other Physicians/Providers are available in our network. 
 
This document is available in other formats such as Braille, large print, or audio. 
 
BlueCross BlueShield of Western New York is a division of HealthNow New York Inc., an 
independent licensee of the Blue Cross and Blue Shield Association. 
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BlueCross BlueShield Senior Blue Select (HMO) 
2020 Summary of Benefits 

January 1, 2020 – December 31, 2020 
 
This booklet gives you a summary of what we cover and what you pay. The benefit information 
provided does not list every service that we cover or list every limitation or exclusion. To get a 
complete list of services, call us and ask for the “Evidence of Coverage.” Plans may offer 
supplemental benefits in addition to Part C benefits and Part D benefits.   
 
 
Tips for comparing your Medicare choices 
This Summary of Benefits booklet gives you a summary of what BlueCross BlueShield Senior 
Blue Select covers and what you pay. 

• If you want to know more about the coverage and costs of Original Medicare, look in 
your current “Medicare & You” handbook. View it online at http://www.medicare.gov 
or get a copy by calling 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a 
week. TTY users should call 1-877-486-2048. 

 
 
BlueCross BlueShield Senior Blue Select Phone Numbers and Website 

• If you are a member of this plan, call toll-free 1-800-329-2792 (TTY 711).  We are 
available October 1 to March 31, 7 days a week from 8 a.m. to 8 p.m. and from April 1 to 
September 30, Monday through Friday from 8 a.m. to 8 p.m. 

• If you are not a member of this plan, call toll-free 1-800-248-9296 (TTY 711).  We are 
available October 1 to December 31, 7 days a week from 8 a.m. to 8 p.m. and from 
January 1 to September 30, Monday through Friday, 8 a.m. to 8 p.m. 

• Our website: www.bcbswny.com/medicare 
 
Who can join? 
To join BlueCross BlueShield Senior Blue Select, you must be entitled to Medicare Part A, be 
enrolled in Medicare Part B, and live in our service area. Our service area includes the following 
counties in New York State: 

Allegany, Cattaraugus, Chautauqua, Erie, Genesee, Niagara, Orleans, Wyoming 
 
Which doctors, hospitals, and pharmacies can I use? 
BlueCross BlueShield Senior Blue Select has a network of doctors, hospitals, pharmacies, and other 
providers. Except in emergency situations, if you use the providers that are not in our network, 
the plan may not pay for these services. 

• You must generally use network pharmacies to fill your prescriptions for covered Part 
D drugs. 

• Some of our network pharmacies have preferred cost-sharing. You may pay less if you 
use these pharmacies. 

• You can see our plan's provider and pharmacy directory at our website, 
www.bcbswny.com/medicare 

• Or, call us and we can look up your providers or send you a copy of the provider and 
pharmacy directories. 
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Summary of Benefits 
for Contract Number H3384, Plan Number 058 
BlueCross BlueShield Senior Blue Select (HMO) 

January 1, 2020 – December 31, 2020 
 

Monthly Premium, Deductible, and Limits on How Much you Pay for Covered Services 
Monthly Plan 
Premium 

You pay $56 per month. In addition, you must keep paying your Medicare Part B 
premium. 
 

Deductible This plan does not have a medical deductible. 
 

Maximum Out-
of-Pocket 
Responsibility 
(Does not 
include 
prescription 
drugs) 

Our plan protects you by having yearly limits on your out-of-pocket costs for medical and 
hospital care. 
 
Your yearly limit(s) in this plan: 

• $6,700 for services you receive from in-network providers.  
 
If you reach the limit on out-of-pocket costs, you keep getting covered hospital and 
medical services and we will pay the full cost for the rest of the year. 
 
Please note that you will still need to pay cost-sharing for your Part D prescription drugs. 
 

Is there a limit 
on how much 
the plan will 
pay? 

There are no limits on how much BlueCross BlueShield will pay. 
 

Note: 
1 Services may require prior authorization 
Medical and Hospital Benefits 
Inpatient 
Hospital 1 

Our plan covers an unlimited number of days for an inpatient hospital stay. 
In-network: 

• You pay $290 per day for days 1-7 
• You pay nothing per day for days 8 through 90 
• You pay nothing per day for days 91 and beyond 

 
Your annual in-network out-of-pocket limit (what you pay) for inpatient hospital care is 
$2,030. After your limit has been reached, you pay nothing for inpatient hospital care for 
the remainder of the year. 
 
For inpatient mental health care, see the "Mental Health Services" section of this 
booklet. 
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Outpatient 
Hospital 1 

Ambulatory surgical center: 
• In-network: You pay a $300 copay 

 
Outpatient hospital observation: 

• In-network: You pay a $200 copay 
 
Outpatient hospital surgical procedures: 

• In-network: You pay a $400 copay 
 

Doctor Visits Primary care physician: 
• In-network: You pay a $10 copay 

 
You pay $0 for a follow-up visit with your in-network PCP within 14 days following a 
discharge from a hospital, skilled nursing facility, Inpatient Mental Health stay, or 
outpatient observation admission, as defined by Medicare. 
 
Specialist: 

• In-network: You pay a $30 copay 
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Preventive 
Care 

Preventive Care 
• In-network: You pay nothing  

 
Our plan covers many preventive services, including: 

• Abdominal aortic aneurysm screening  
• Annual wellness visit 
• Bone mass measurement  
• Breast cancer screenings (mammograms)  
• Cardiovascular disease risk reduction visit (therapy for cardiovascular disease)  
• Cardiovascular disease testing  
• Cervical and vaginal cancer screening  
• Colorectal cancer screening (colonoscopy, fecal occult blood test (FOBT), 

flexible sigmoidoscopy)  
• Depression screening  
• Diabetes screening  
• Diabetes self-management training 
• HIV screening  
• Immunizations (e.g. flu shots, Hepatitis B shots, and Pneumococcal shots)  
• Medical nutrition therapy  
• Obesity screening and therapy to promote sustained weight loss  
• Prostate cancer screening exams  
• Screening and counseling to reduce alcohol misuse  
• Screening for lung cancer with low dose computed tomography (LDCT)  
• Screening for sexually transmitted infections (STIs) and counseling to prevent 

STIs  
• Smoking and tobacco use cessation (counseling to stop smoking or tobacco use)  
• “Welcome to Medicare” Preventive Visit (one-time)  
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Emergency 
Care 

You pay a $90 copay 
 
If you are admitted to the hospital within one (1) day, you do not have to pay your share 
of the cost for emergency care. See the "Inpatient Hospital" section of this booklet for 
other costs. 
 

Urgently 
Needed 
Services 

You pay a $65 copay 
 
If you are admitted to the hospital within one (1) day, you do not have to pay your share 
of the cost for urgently needed services. See the "Inpatient Hospital" section of this 
booklet for other costs. 
 

Diagnostic 
Services, Lab 
and Radiology 
Services, and 
X-Rays 1 

Diagnostic radiology services (such as MRIs or CT scans): 
• In-network: You pay a $200 copay 

 
Diagnostic tests and procedures: 

• In-network: You pay a $50 copay 
  
Lab services: 

• In-network: You pay a $10 copay 
 
Outpatient X-rays: 

• In-network: You pay a $50 copay 
 
Therapeutic radiology services (such as radiation treatment for cancer): 

• In-network: You pay 20% coinsurance 
 

Hearing 
Services 

Exam to diagnose and treat hearing and balance issues: 
• In-network: You pay a $30 copay 

 
Routine hearing exam (one per year)*:  

• You pay a $45 copay 
 

Hearing Aids (one per ear per year)*: 
• You pay a $699 copayment per aid for TruHearing’s Advanced Hearing Aid  
• You pay a $999 copayment per aid for TruHearing’s Premium Hearing Aid  

  
*A TruHearingÒ provider must be used 
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Dental Services Medicare covered dental services:  
• In-network: You pay a $30 copay 

 

Preventive dental services:  
 

• Oral exams and cleanings  (up to two per year): You pay $10 per service 
• X-rays (one set of up to four bitewings or one full mouth X-ray per year): You pay 

$10 per service 
 

Optional 
Supplemental 
Dental Basic 

Benefits include: 
• Restorative Dental: You pay a 50% coinsurance 
• Comprehensive Dental: You pay a 50% coinsurance 

 
Our plan pays up to $500 every year. Our plan has additional coverage limits for certain 
benefits. 
 
You pay an additional $11 per month. You must keep paying your Medicare Part B 
premium and your $56 monthly plan premium. 
 
 

Optional 
Supplemental 
Dental 
Enhanced 

Benefits include: 
• Restorative Dental: You pay a 50% coinsurance 
• Comprehensive Dental: You pay a 50% coinsurance 

 
Our plan pays up to $1000 every year. Our plan has additional coverage limits for certain 
benefits. 
 
You pay an additional $25 per month. You must keep paying your Medicare Part B 
premium and your $56 monthly plan premium. 
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Vision Services Routine eye exam (up to one every year)**: 
In-network: You pay a $25 copay 
 
Exam to diagnose and treat diseases and conditions of the eye (including yearly 
glaucoma screening): 

• In-network: You pay a $30 copay 
 

Annual screening for diabetic retinopathy (for people with diabetes): 
• In-network: You pay nothing 

 
Eyeglasses or contact lenses after cataract surgery**: 

• In-network: You pay nothing 
 

$100 annual allowance for eyewear 
 
**An EyeMed® provider must be used 
 

Mental Health 
Services 1 

Inpatient visit: Our plan covers up to 190 days in a lifetime for inpatient mental health 
care in a psychiatric hospital. The inpatient hospital care limit does not apply to inpatient 
mental services provided in a general hospital. 
 
Inpatient In-network: 

• You pay $260 per day for days 1-6 
• You pay nothing per day for days 7 through 90  

 
Outpatient group therapy visit: 

• In-network: You pay a $40 copay 
 

Outpatient individual therapy visit: 
• In-network: You pay a $40 copay 

 
Your annual in-network out-of-pocket limit (what you pay) for inpatient mental health 
care is $1,560.  After your limit has been reached you pay nothing for the remainder of 
the year.  
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Skilled Nursing 
Facility (SNF) 1 

Our plan covers up to 100 days in a SNF. 
In-network: 

• You pay nothing per day for days 1 through 20  
• $178 per day for days 21 through 100  

 
Our plan benefit period applies for any SNF stay. This means that if you are discharged 
from the SNF for more than 60 days and readmitted, a new benefit period starts. The 
plan covers up to 100 days each benefit period. In this situation the cost sharing applied 
starts at "day one." 
 
If you are readmitted to the SNF within 60 days from your discharge date, you are still 
considered to be in the same benefit period. If you are transferred from one SNF to 
another within 60 days, you are still considered to be in the same benefit period. In these 
situations, you pay the “per day copay” that was in effect on the last day of the discharge 
or transfer. 
 

Physical 
Therapy 

• In-network: You pay a $35 copay 
 

Ambulance1 You pay a $250 copay 
 

Transportation Not covered 
 

Medicare Part 
B Drugs 1 

For Part B drugs, such as chemotherapy drugs: 
• In-network: You pay 20% coinsurance 

 
Other Part B drugs: 

• In-network: You pay 20% coinsurance 
 

Prescription Drug Benefits 
Part D Drug 
Deductible 

During this stage, the plan pays its share of the cost of your Tier 1 Preferred Generic 
Drugs and Tier 2 Generic Drugs and you pay your share of the cost. 
 
During this stage, you pay the full cost of your Tier 3 Preferred Brand Drugs, Tier 4 Non-
Preferred Drugs, and Tier 5 Specialty Drugs.  
 
You stay in this stage until you have paid $195 for your Tier 3 Preferred Brand Drugs, Tier 
4 Non-Preferred Drugs, and Tier 5 Specialty Drugs. ($195 is the amount of your Tier 3 
Preferred Brand Drugs, Tier 4 Non-Preferred Drugs, and Tier 5 Specialty Drugs 
deductible). 
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Initial 
Coverage 

Tier 

One-month supply 
Preferred (up to a 
30-day supply) 
 

One-month supply 
Standard (up to a 
30-day supply) 
 

Three-month 
supply Mail-
Order (up to a 
90-day supply) 
 

Tier 1 
(Preferred Generic) $2.00 copay $7.00 copay $0.00 copay 

Tier 2 
(Generic) $10.00 copay $15.00 copay $25.00 copay 

Tier 3 
(Preferred Brand) $42.00 copay $47.00 copay $105.00 copay 

Tier 4 
(Non-Preferred 
Drug) 

$94.00 copay $100.00 copay $235.00 copay 

Tier 5 
(Specialty Tier) 29% coinsurance 29% coinsurance 29% coinsurance 

 
After you (or others on your behalf) have met your Tier 3 Preferred Brand Drugs, Tier 4 
Non-Preferred Drugs, and Tier 5 Specialty Drugs deductible, the plan pays its share of the 
costs of your Tier 3 Preferred Brand Drugs, Tier 4 Non-Preferred Drugs, and Tier 5 
Specialty Drugs and you pay your share. 
 
Your cost-share for a three-month supply at retail is 3 times the cost (except for Tier 5) 
for the applicable one-month supply (Preferred or Standard). Cost-Sharing may change 
depending on the pharmacy you choose and when you enter another of the phases of 
the Part D benefit. 
 
In limited circumstances you may get drugs from an out-of-network pharmacy and pay 
the standard retail copay/coinsurance plus the difference between the out-of-network 
billed charge and the standard retail allowable. 
 
You stay in this stage until your year-to-date “total drug costs” (your payments plus any 
Part D plan’s payments) total $4,020. 
 
 

Coverage Gap When you are in the Coverage Gap Stage, the Medicare Coverage Gap Discount Program 
provides manufacturer discounts on brand name drugs. You pay 25% of the negotiated 
price and a portion of the dispensing fee for brand name drugs. Both the amount you pay 
and the amount discounted by the manufacturer count toward your out-of-pocket costs 
as if you had paid them and moves you through the coverage gap.  

You also receive some coverage for generic drugs. You pay no more than 25% of the cost 
for generic drugs and the plan pays the rest. For generic drugs, the amount paid by the 
plan (75%) does not count toward your out-of-pocket costs. Only the amount you pay 
counts and moves you through the coverage gap.  
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Catastrophic 
Coverage 

After your yearly out-of-pocket drug costs (including drugs purchased through your 
retail pharmacy and through mail order) reach $6,350, you pay the greater of: 
• 5% of the cost, or 

 
• a $3.60 copay for generic (including brand-name drugs treated as generic) and an 

$8.95 copayment for all other drugs. 
 

Additional Benefits 
Chiropractic 
Care 

Manipulation of the spine to correct a subluxation (when 1 or more of the bones of your 
spine moves out of position): 

• In-network: You pay a $20 copay 
 

Diabetes 
Supplies and 
Services  

Diabetes monitoring supplies: 
• In-network: You pay nothing 

 
Diabetes self-management training: 

• In-network: You pay nothing  
 

Therapeutic shoes or inserts: 
• In-network: You pay nothing  

 
Durable 
Medical 
Equipment 1 
(wheelchairs, 
oxygen, etc.) 

• In-network: You pay 20% of the cost, depending on the equipment*** 
 

***You pay nothing for compression stockings in-network  
 

Foot Care  
(Podiatry 
Services) 

Foot exams and treatment if you have diabetes-related nerve damage and/or meet 
certain conditions: 

• In-network: You pay a $30 copay 
 

Routine foot care (for up to 3 visit(s) every year): 
• In-network: You pay a $30 copay 

 
Home Health 
Care 

• In-network: You pay nothing  
 

Hospice When you enroll in a Medicare-certified hospice program, your hospice services and 
your Part A and B services related to your diagnosis are paid for by Original Medicare, 
not BlueCross BlueShield Senior Blue Select.  
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Outpatient 
Rehabilitation 

Cardiac (heart) rehab services: 
• In-network: You pay a $15 copay 

 
Occupational therapy visit: 

• In-network: You pay a $35 copay 
 

Physical therapy and speech and language therapy visit: 
• In-network: You pay a $35 copay 

 
Outpatient 
Substance 
Abuse 1 

Group therapy visit: 
• In-network: 50% coinsurance 

 
Individual therapy visit: 

• In-network: 50% coinsurance 
 

Prosthetic 
Devices 1 
(braces, 
artificial limbs, 
etc.) 

Prosthetic devices: 
• In-network: You pay $0 of the cost of diabetic shoes/inserts, 20% of the cost of 

all other items.  
 

Renal Dialysis • In-network: You pay 20% coinsurance 
 
• Out-of-network: Inside service area: Not covered for non-participating providers. 

Outside service area: You pay 20% for non-participating providers.  
 

Telemedicine • In-network: You pay nothing 
Wellness 
Programs (e.g. 
fitness) 

• There is no charge to participate in our Health and Wellness Education Programs 
• There is no charge for the SilverSneakers® Fitness Program 

 
This information is not a complete description of benefits. Call us at 1-800-329-2792 (TTY 711,) we 
are available 8 a.m. to 8 p.m. 7 days a week from October 1 to March 31, and 8 a.m. to 8 p.m. 
Monday – Friday from April 1 to September 30 for more information. You can get prescription 
drugs shipped to your home through the network mail-order delivery program. You should expect 
to receive your mail-order prescriptions 14-21 calendar days after the pharmacy initially receives 
the order. Please call the Pharmacy Services number located on the back of your member ID card 
if you do not receive your prescription within the appropriate amount of days. 
 
BlueCross BlueShield of Western New York is a Medicare Advantage HMO with a Medicare 
contract and enrollment depends on contract renewal. 
 
Other Pharmacies/Physicians/Providers are available in our network. 
 
This document is available in other formats such as Braille, large print, or audio. 
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BlueCross BlueShield of Western New York is a division of HealthNow New York Inc., an 
independent licensee of the Blue Cross and Blue Shield Association. 
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BlueCross BlueShield Senior Blue 651 (HMO) 
2020 Summary of Benefits 

January 1, 2020 – December 31, 2020 
 
This booklet gives you a summary of what we cover and what you pay. The benefit information 
provided does not list every service that we cover or list every limitation or exclusion. To get a 
complete list of services, call us and ask for the “Evidence of Coverage.” Plans may offer 
supplemental benefits in addition to Part C benefits and Part D benefits.   
 
 
Tips for comparing your Medicare choices 
This Summary of Benefits booklet gives you a summary of what BlueCross BlueShield Senior 
Blue 651 covers and what you pay. 

• If you want to know more about the coverage and costs of Original Medicare, look in 
your current “Medicare & You” handbook. View it online at http://www.medicare.gov 
or get a copy by calling 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a 
week. TTY users should call 1-877-486-2048. 

 
 
BlueCross BlueShield Senior Blue 651 Phone Numbers and Website 

• If you are a member of this plan, call toll-free 1-800-329-2792 (TTY 711).  We are 
available October 1 to March 31, 7 days a week from 8 a.m. to 8 p.m. and from April 1 to 
September 30, Monday through Friday from 8 a.m. to 8 p.m. 

• If you are not a member of this plan, call toll-free 1-800-248-9296 (TTY 711).  We are 
available October 1 to December 31, 7 days a week from 8 a.m. to 8 p.m. and from 
January 1 to September 30, Monday through Friday, 8 a.m. to 8 p.m. 

• Our website: www.bcbswny.com/medicare 
 
Who can join? 
To join BlueCross BlueShield Senior Blue 651, you must be entitled to Medicare Part A, be 
enrolled in Medicare Part B, and live in our service area. Our service area includes the following 
counties in New York State: 

Allegany, Cattaraugus, Chautauqua, Erie, Genesee, Niagara, Orleans, Wyoming 
 
Which doctors, hospitals, and pharmacies can I use? 
BlueCross BlueShield Senior Blue 651 has a network of doctors, hospitals, pharmacies, and other 
providers. Except in emergency situations, if you use the providers that are not in our network, 
the plan may not pay for these services. 

• You must generally use network pharmacies to fill your prescriptions for covered Part 
D drugs. 

• Some of our network pharmacies have preferred cost-sharing. You may pay less if you 
use these pharmacies. 

• You can see our plan's provider and pharmacy directory at our website, 
www.bcbswny.com/medicare 

• Or, call us and we can look up your providers or send you a copy of the provider and 
pharmacy directories. 
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Summary of Benefits 
for Contract Number H3384, Plan Number 019 
BlueCross BlueShield Senior Blue 651 (HMO) 

January 1, 2020 – December 31, 2020 
 

Monthly Premium, Deductible, and Limits on How Much you Pay for Covered Services 
Monthly Plan 
Premium 

You pay $124 per month. In addition, you must keep paying your Medicare Part B 
premium. 
 

Deductible This plan does not have a medical deductible. 
 

Maximum Out-
of-Pocket 
Responsibility 
(Does not 
include 
prescription 
drugs) 

Our plan protects you by having yearly limits on your out-of-pocket costs for medical and 
hospital care. 
 
Your yearly limit(s) in this plan: 

• $6,700 for services you receive from in-network providers.  
 
If you reach the limit on out-of-pocket costs, you keep getting covered hospital and 
medical services and we will pay the full cost for the rest of the year. 
 
Please note that you will still need to pay cost-sharing for your Part D prescription drugs. 
 

Is there a limit 
on how much 
the plan will 
pay? 

There are no limits on how much BlueCross BlueShield will pay. 
 

Note: 
1 Services may require prior authorization 
Medical and Hospital Benefits 
Inpatient 
Hospital 1 

Our plan covers an unlimited number of days for an inpatient hospital stay. 
In-network: 

• You pay $225 per day for days 1-7 
• You pay nothing per day for days 8 through 90 
• You pay nothing per day for days 91 and beyond 

 
Your annual in-network out-of-pocket limit (what you pay) for inpatient hospital care is 
$1,575. After your limit has been reached, you pay nothing for inpatient hospital care for 
the remainder of the year. 
 
For inpatient mental health care, see the "Mental Health Services" section of this 
booklet. 
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Outpatient 
Hospital 1 

Ambulatory surgical center: 
• In-network: You pay a $225 copay 

 
Outpatient hospital observation: 

• In-network: You pay a $200 copay 
 
Outpatient hospital surgical procedures: 

• In-network: You pay a $325 copay 
 

Doctor Visits Primary care physician: 
• In-network: You pay a $0 copay 

 
Specialist: 

• In-network: You pay a $25 copay 
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Preventive 
Care 

Preventive Care 
• In-network: You pay nothing  

 
Our plan covers many preventive services, including: 

• Abdominal aortic aneurysm screening  
• Annual wellness visit  
• Bone mass measurement  
• Breast cancer screenings (mammograms)  
• Cardiovascular disease risk reduction visit (therapy for cardiovascular disease)  
• Cardiovascular disease testing  
• Cervical and vaginal cancer screening  
• Colorectal cancer screening (colonoscopy, fecal occult blood test (FOBT), 

flexible sigmoidoscopy)  
• Depression screening  
• Diabetes screening  
• Diabetes self-management training 
• HIV screening  
• Immunizations (e.g. flu shots, Hepatitis B shots, and Pneumococcal shots)  
• Medical nutrition therapy  
• Obesity screening and therapy to promote sustained weight loss  
• Prostate cancer screening exams  
• Screening and counseling to reduce alcohol misuse  
• Screening for lung cancer with low dose computed tomography (LDCT)  
• Screening for sexually transmitted infections (STIs) and counseling to prevent 

STIs  
• Smoking and tobacco use cessation (counseling to stop smoking or tobacco use)  
• “Welcome to Medicare” Preventive Visit (one-time)  
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Emergency 
Care 

You pay a $90 copay 
 
If you are admitted to the hospital within one (1) day, you do not have to pay your share 
of the cost for emergency care. See the "Inpatient Hospital" section of this booklet for 
other costs. 
 

Urgently 
Needed 
Services 

You pay a $65 copay 
 
If you are admitted to the hospital within one (1) day, you do not have to pay your share 
of the cost for urgently needed services. See the "Inpatient Hospital" section of this 
booklet for other costs. 
 

Diagnostic 
Services, Lab 
and Radiology 
Services, and 
X-Rays 1 

Diagnostic radiology services (such as MRIs or CT scans): 
• In-network: You pay a $150 copay 

 
Diagnostic tests and procedures: 

• In-network: You pay a $40 copay 
 
Lab services: 

• In-network: You pay a $5 copay 
 
Outpatient X-rays: 

• In-network: You pay a $40 copay 
 
Therapeutic radiology services (such as radiation treatment for cancer): 

• In-network:  You pay 20% coinsurance 
 

Hearing 
Services 

Exam to diagnose and treat hearing and balance issues: 
• In-network: You pay a $25 copay 

 
Routine hearing exam (one per year)*:  

• You pay a $45 copay 
 

Hearing Aids (one per ear per year)*: 
• You pay a $699 copayment per aid for TruHearing’s Advanced Hearing Aid  
• You pay a $999 copayment per aid for TruHearing’s Premium Hearing Aid  

  
*A TruHearingÒ provider must be used 
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Dental Services  
Medicare covered dental services: 

• In-network: You pay a $25 copay 
 

Preventive dental services:  
 

• Oral exams and cleanings  (up to two per year): You pay $10 per service 
• X-rays (one set of up to four bitewings or one full mouth X-ray per year): You pay 

$10 per service 
 

Optional 
Supplemental 
Dental Basic 

Benefits include: 
• Restorative Dental: You pay a 50% coinsurance 
• Comprehensive Dental: You pay a 50% coinsurance 

 
Our plan pays up to $500 every year. Our plan has additional coverage limits for certain 
benefits. 
 
You pay an additional $11 per month. You must keep paying your Medicare Part B 
premium and your $124 monthly plan premium. 
 

Optional 
Supplemental 
Dental 
Enhanced 

Benefits include: 
• Restorative Dental: You pay a 50% coinsurance 
• Comprehensive Dental: You pay a 50% coinsurance 

 
Our plan pays up to $1000 every year. Our plan has additional coverage limits for certain 
benefits. 
 
You pay an additional $25 per month. You must keep paying your Medicare Part B 
premium and your $124 monthly plan premium. 
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Vision Services Routine eye exam (up to one every year)**: 
• In-network: You pay a $25 copay 

 
Exam to diagnose and treat diseases and conditions of the eye (including yearly 
glaucoma screening): 

• In-network: You pay a $25 copay 
 

Annual screening for diabetic retinopathy (for people with diabetes): 
• In-network: You pay nothing 
 

Eyeglasses or contact lenses after cataract surgery**: 
• In-network: You pay nothing 

 
$100 annual allowance for eyewear. 
 
**An EyeMed® provider must be used 
 

Mental Health 
Services 1 

Inpatient visit: Our plan covers up to 190 days in a lifetime for inpatient mental health 
care in a psychiatric hospital. The inpatient hospital care limit does not apply to inpatient 
mental services provided in a general hospital. 
 
Inpatient In-network: 

• You pay $215 per day for days 1-6 
• You pay nothing per day for days 7 through 90  

 
Outpatient group therapy visit: 

• In-network: You pay a $40 copay 
 

Outpatient individual therapy visit: 
• In-network: You pay a $40 copay 

 
Your annual in-network out-of-pocket limit (what you pay) for inpatient mental health 
care is $1,290.  After your limit has been reached you pay nothing for the remainder of 
the year.  
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Skilled Nursing 
Facility (SNF) 1 

Our plan covers up to 100 days in a SNF. 
In-network: 

• You pay nothing per day for days 1 through 20  
• $178 per day for days 21 through 100  

 
Our plan benefit period applies for any SNF stay. This means that if you are discharged 
from the SNF for more than 60 days and readmitted, a new benefit period starts. The 
plan covers up to 100 days each benefit period. In this situation the cost sharing applied 
starts at "day one." 
 
If you are readmitted to the SNF within 60 days from your discharge date, you are still 
considered to be in the same benefit period. If you are transferred from one SNF to 
another within 60 days, you are still considered to be in the same benefit period. In these 
situations, you pay the “per day copay” that was in effect on the last day of the discharge 
or transfer. 
 

Physical 
Therapy 

• In-network: You pay a $15 copay 
 

Ambulance1 You pay a $200 copay 
 

Transportation Not covered 
 

Medicare Part 
B Drugs 1 

For Part B drugs, such as chemotherapy drugs: 
• In-network: You pay 20% coinsurance 

 
Other Part B drugs: 

• In-network: You pay a $25 copay or 20% coinsurance, depending on the drug  
 

Prescription Drug Benefits 
Part D Drug 
Deductible 

There is no annual drug deductible.  
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Initial 
Coverage 

Tier 

One-month supply 
Preferred (up to a 
30-day supply) 
 

One-month supply 
Standard (up to a 
30 day supply) 
 

Three-month 
supply Mail-
Order (up to a 
90-day supply) 

Tier 1 
(Preferred Generic) $2.00 copay $7.00 copay $0.00 copay 

Tier 2 
(Generic) $10.00 copay $15.00 copay $25.00 copay 

Tier 3 
(Preferred Brand) $42.00 copay $47.00 copay $105.00 copay 

Tier 4 
(Non-Preferred 
Drug) 

$94.00 copay $100.00 copay $235.00 copay 

Tier 5 
(Specialty Tier) 33% coinsurance 33% coinsurance 33% coinsurance 

 
During this stage, the plan pays its share of the cost of your Tier 1 Preferred Generic 
Drugs, Tier 2 Generic Drugs, Tier 3 Preferred Brand, Tier 4 non-Preferred Brand and Tier 5 
Specialty, and you pay your share of the cost. 
 
Your cost-share for a three-month supply at retail is 3 times the cost (except Tier 5) for 
the applicable one-month supply (Preferred or Standard). Cost-Sharing may differ based 
on pharmacy type or status (e.g. preferred/non-preferred, mail order, long term care 
(LTC) or home infusion, and 30 or 90 day supply).   
 
In limited circumstances you may get drugs from an out-of-network pharmacy and pay 
the standard retail copay/coinsurance plus the difference between the out-of-network 
billed charge and the standard retail allowable. 
 
You stay in this stage until your year-to-date “total drug costs” (your payments plus any 
Part D plan’s payments) total $4,020. 
 
 

Coverage Gap When you are in the Coverage Gap Stage, the Medicare Coverage Gap Discount Program 
provides manufacturer discounts on brand name drugs. You pay 25% of the negotiated 
price and a portion of the dispensing fee for brand name drugs. Both the amount you pay 
and the amount discounted by the manufacturer count toward your out-of-pocket costs 
as if you had paid them and moves you through the coverage gap.  

You also receive some coverage for generic drugs. You pay no more than 25% of the cost 
for generic drugs and the plan pays the rest. For generic drugs, the amount paid by the 
plan (75%) does not count toward your out-of-pocket costs. Only the amount you pay 
counts and moves you through the coverage gap.  
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Catastrophic 
Coverage 

After your yearly out-of-pocket drug costs (including drugs purchased through your 
retail pharmacy and through mail order) reach $6,350, you pay the greater of: 
• 5% of the cost, or 

 
• a $3.60 copay for generic (including brand-name drugs treated as generic) and an 

$8.95 copayment for all other drugs. 
 

Additional Benefits 
Chiropractic 
Care 

Manipulation of the spine to correct a subluxation (when 1 or more of the bones of your 
spine moves out of position): 
In-network: You pay a $20 copay 
 

Diabetes 
Supplies and 
Services  

Diabetes monitoring supplies: 
• In-network: You pay nothing 

 
Diabetes self-management training: 

• In-network: You pay nothing  
 

Therapeutic shoes or inserts: 
• In-network: You pay nothing  

 
Durable 
Medical 
Equipment 1 
(wheelchairs, 
oxygen, etc.) 

• In-network: You pay 20% of the cost, depending on the equipment*** 
 
***You pay nothing for compression stockings in-network  
 

Foot Care  
(Podiatry 
Services) 

Foot exams and treatment if you have diabetes-related nerve damage and/or meet 
certain conditions: 

• In-network: You pay a $25 copay 
 

Routine foot care (for up to 3 visit(s) every year): 
• In-network: You pay a $25 copay 

 
Home Health 
Care 

• In-network: You pay nothing  
 

Hospice When you enroll in a Medicare-certified hospice program, your hospice services and 
your Medicare Part A and B services related to your diagnosis are paid for by Original 
Medicare, not BlueCross BlueShield Senior Blue 651. 
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Outpatient 
Rehabilitation 

Cardiac (heart) rehab services: 
• In-network: You pay a $15 copay 

 
Occupational therapy visit: 

• In-network: You pay a $15 copay 
 

Physical therapy and speech and language therapy visit: 
• In-network: You pay a $15 copay 
 

Outpatient 
Substance 
Abuse 1 

Group therapy visit: 
• In-network:  50% coinsurance 

 
Individual therapy visit: 

• In-network:  50% coinsurance 
 

Prosthetic 
Devices 1 
(braces, 
artificial limbs, 
etc.) 

Prosthetic devices: 
• In-network: You pay $0 of the cost of diabetic shoes/inserts, 20% of the cost of 

all other items.  
 

Renal Dialysis • In-network: You pay 20% coinsurance 
 
• Out-of-network: Inside service area: Not covered for non-participating providers. 

Outside service area: You pay 20% for non-participating providers.  
 

Telemedicine • In-network: You pay nothing 
Wellness 
Programs (e.g. 
fitness) 

• There is no charge to participate in our Health and Wellness Education Programs 
• There is no charge for the SilverSneakers® Fitness Program 

 
This information is not a complete description of benefits. Call us at 1-800-329-2792 (TTY 711,) we are 
available 8 a.m. to 8 p.m. 7 days a week from October 1 to March 31, and 8 a.m. to 8 p.m. Monday – Friday 
from April 1 to September 30 for more information. You can get prescription drugs shipped to your home 
through the network mail-order delivery program. You should expect to receive your mail-order 
prescriptions 14-21 calendar days after the pharmacy initially receives the order. Please call the Pharmacy 
Services number located on the back of your member ID card if you do not receive your prescription within 
the appropriate amount of days. 
 
BlueCross BlueShield of Western New York is a Medicare Advantage HMO with a Medicare contract and 
enrollment depends on contract renewal. 
 
Other Pharmacies/Physicians/Providers are available in our network. 
 
This document is available in other formats such as Braille, large print, or audio. 
 



 

12 

BlueCross BlueShield of Western New York is a division of HealthNow New York Inc., an independent 
licensee of the Blue Cross and Blue Shield Association. 



Summary of Benefits

H5526

2020 Forever Blue 
PPO





 

 1 Y0086_COM529_M 

BlueCross BlueShield Forever Blue Value (PPO) 
2020 Summary of Benefits 

January 1, 2020 – December 31, 2020 
 
This booklet gives you a summary of what we cover and what you pay. The benefit information 
provided does not list every service that we cover or list every limitation or exclusion. To get a 
complete list of services, call us and ask for the “Evidence of Coverage.” Plans may offer 
supplemental benefits in addition to Part C benefits and Part D benefits.   
 
 
Tips for comparing your Medicare choices 
This Summary of Benefits booklet gives you a summary of what BlueCross BlueShield Forever 
Blue Value covers and what you pay. 

• If you want to know more about the coverage and costs of Original Medicare, look in 
your current “Medicare & You” handbook. View it online at http://www.medicare.gov 
or get a copy by calling 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a 
week. TTY users should call 1-877-486-2048. 

 
 
BlueCross BlueShield Forever Blue Value Phone Numbers and Website 

• If you are a member of this plan, call toll-free 1-800-329-2792 (TTY 711).  We are 
available October 1 to March 31, 7 days a week from 8 a.m. to 8 p.m. and from April 1 to 
September 30, Monday through Friday from 8 a.m. to 8 p.m. 

• If you are not a member of this plan, call toll-free 1-800-248-9296 (TTY 711).  We are 
available October 1 to December 31, 7 days a week from 8 a.m. to 8 p.m. and from 
January 1 to September 30, Monday through Friday, 8 a.m. to 8 p.m. 

• Our website: www.bcbswny.com/medicare 
 
Who can join? 
To join BlueCross BlueShield Forever Blue Value you must be entitled to Medicare Part A, be 
enrolled in Medicare Part B, and live in our service area. Our service area includes the following 
counties in New York State:  

Allegany, Cattaraugus, Chautauqua, Erie, Genesee, Niagara, Orleans, Wyoming 
 
Which doctors, hospitals, and pharmacies can I use? 
BlueCross BlueShield Forever Blue Value has a network of doctors, hospitals, pharmacies, and 
other providers. If you use the providers in our network, you may pay less for your covered 
services. But if you want to, you can also use providers that are not in our network. 
 

• You must generally use network pharmacies to fill your prescriptions for covered 
Part D drugs. 

• Some of our network pharmacies have preferred cost-sharing. You may pay less if you 
use these pharmacies. 

• You can see our plan's provider and pharmacy directory at our website, 
www.bcbswny.com/medicare 

• Or, call us and we can look up your providers or send you a copy of the provider and 
pharmacy directories. 
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Summary of Benefits 
for Contract H5526, Plan Number 016 

BlueCross BlueShield Forever Blue Value (PPO) 
January 1, 2020 – December 31, 2020 

 

Monthly Premium, Deductible, and Limits on How Much you Pay for Covered Services 
Monthly Plan 
Premium 

You pay $140 per month. In addition, you must keep paying your Medicare Part B 
premium. 
 

Deductible This plan does not have a medical deductible. 
 

Maximum 
Out-of-Pocket 
Responsibility 
(Does not 
include 
prescription 
drugs) 

Our plan protects you by having yearly limits on your out-of-pocket costs for medical 
and hospital care. 
 
Your yearly limit(s) in this plan: 

• $6,700 for services you receive from in-network providers.  
• $10,000 combined for services you receive from any provider. Your limit for 

services received from in-network providers will count toward this limit. 
 
If you reach the limit on out-of-pocket costs, you keep getting covered hospital and 
medical services and we will pay the full cost for the rest of the year. 
 
Please note that you will still need to pay your cost-sharing for your Part D prescription 
drugs. 
 

Is there a limit 
on how much 
the plan will 
pay? 

There are no limits on how much BlueCross BlueShield Forever Blue Value will pay. 

Note: 
1 Services may require prior authorization 
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Medical and Hospital Benefits 
Inpatient 
Hospital 1 

Our plan covers an unlimited number of days for an inpatient hospital stay. 
In-network: 

• You pay $250 per day for days 1-7   
• You pay nothing per day for days 8 through 90 
• You pay nothing per day for days 91 and beyond 

 
Out-of-network: 

• You pay 35% of the cost per stay 
 
Your annual in-network out-of-pocket limit (what you pay) for in-network inpatient 
hospital care is $1,750 per year. After your limit has been reached, you pay nothing 
for inpatient hospital care for the remainder of the year. 
 
For inpatient mental health care, see the "Mental Health Services" section of this 
booklet. 
 

Outpatient 
Hospital 1 

Ambulatory surgical center: 
• In-network: You pay a $250 copay 
• Out-of-network: You pay 35% of the cost 

 
Outpatient hospital observation: 

• In-network: You pay a $200 copay 
• Out-of-network: You pay 35% of the cost 

 
Outpatient hospital surgical procedures: 

• In-network: You pay a $350 copay 
• Out-of-network: You pay 35% of the cost 

 
Doctor Visits Primary care physician: 

• In-network: You pay a $15 copay 
• Out-of-network: You pay 35% of the cost 

 
You pay $0 for a follow-up visit with your in-network PCP within 14 days following a 
discharge from a hospital, skilled nursing facility, Inpatient Mental Health stay, or 
outpatient observation admission, as defined by Medicare. 
 
Specialist: 

• In-network: You pay a $35 copay 
• Out-of-network: You pay 35% of the cost 
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Preventive 
Care 

Preventive Care 
• In-network: You pay nothing 
• Out-of-network: You pay 35% of the cost 

 
Our plan covers many preventive services, including: 

• Abdominal aortic aneurysm screening 
• Annual wellness visit 
• Bone mass measurement 
• Breast cancer screenings (mammograms) 
• Cardiovascular disease risk reduction visit (therapy for cardiovascular 

disease) 
• Cardiovascular disease testing 
• Cervical and vaginal cancer screening 
• Colorectal cancer screening (colonoscopy, fecal occult blood test (FOBT), 

flexible sigmoidoscopy) 
• Depression screening 
• Diabetes screening 
• Diabetes self-management training 
• HIV screening 
• Immunizations (e.g. flu shots, Hepatitis B shots, and Pneumococcal shots) 
• Medical nutrition therapy 
• Obesity screening and therapy to promote sustained weight loss 
• Prostate cancer screening exams 
• Screening and counseling to reduce alcohol misuse 
• Screening for lung cancer with low dose computed tomography (LDCT) 
• Screening for sexually transmitted infections (STIs) and counseling to prevent 

STIs 
• Smoking and tobacco use cessation (counseling to stop smoking or tobacco 

use) 
• “Welcome to Medicare” Preventive Visit (one-time) 

 
Emergency 
Care 

You pay a $90 copay 
 
If you are admitted to the hospital within one (1) day, you do not have to pay your 
share of the cost for emergency care. See the "Inpatient Hospital" section of this 
booklet for other costs. 
 

Urgently 
Needed 
Services 

You pay a $65 copay 
 
If you are admitted to the hospital within one (1) day, you do not have to pay your 
share of the cost for urgently needed services. See the "Inpatient Hospital" section of 
this booklet for other costs. 
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Diagnostic 
Services, Lab 
and Radiology 
Services, and 
X-Rays 1 

Diagnostic radiology services (such as MRIs or CT scans): 
• In-network: You pay a $150 copay 
• Out-of-network: You pay 35% of the cost 

 
Diagnostic tests and procedures: 

• In-network: You pay a $50 copay 
• Out-of-network: You pay 35% of the cost 

 
Lab services: 

• In-network: You pay a $5 copay 
• Out-of-network: You pay 35% of the cost 

 
Outpatient X-rays: 

• In-network: You pay a $50 copay 
• Out-of-network: You pay 35% of the cost 

 
Therapeutic radiology services (such as radiation treatment for cancer): 

• In-network: You pay 20% of the cost 
• Out-of-network: You pay 35% of the cost 

 
Hearing 
Services 

Exam to diagnose and treat hearing and balance issues: 
• In-network: You pay a $35 copay 
• Out-of-network: You pay 35% coinsurance 

 
Routine hearing exam (one per year)*:  

• You pay a $45 copay 
 

Hearing Aids (one per ear per year)*: 
• You pay a $699 copayment per aid for TruHearing’s Advanced Hearing Aid 
• You pay a $999 copayment per aid for TruHearing’s Premium Hearing Aid 

  
*A TruHearingÒ provider must be used 
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Dental 
Services 

 
Medicare covered dental services: 
 

• In-network: You pay a $35 copay 
• Out-of-network: You pay 35% of the cost  

 
Preventive dental services:  
 

• Oral exams and cleanings  (up to two per year): You pay $10 per service with 
any provider 

• X-rays (one set of up to four bitewings or one full mouth X-ray per year): You 
pay $10 per service with any provider 

 
Optional 
Supplemental 
Dental Basic 

Benefits include: 
• Restorative Dental: You pay a 50% coinsurance 
• Diagnostic Dental: You pay a 50% coinsurance 

 
Our plan pays up to $500 every year. Our plan has additional coverage limits for 
certain benefits. 
 
You pay an additional $11 per month. You must keep paying your Medicare Part B 
premium and your $140 monthly plan premium. 
 

Optional 
Supplemental 
Dental 
Enhanced 

Benefits include: 
• Restorative Dental: You pay a 50% coinsurance 
• Diagnostic Dental: You pay a 50% coinsurance 

 
Our plan pays up to $1000 every year. Our plan has additional coverage limits for 
certain benefits. 
 
You pay an additional $25 per month. You must keep paying your Medicare Part B 
premium and your $140 monthly plan premium. 
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Vision Services Routine eye exam (up to one every year): 
• In-network: You pay a $25 copay** 
• Out-of-network: You pay 20% of the cost 

 
Exam to diagnose and treat diseases and conditions of the eye (including yearly 
glaucoma screening): 

• In-network: You pay a $35 copay 
• Out-of-network: You pay 35% of the cost 

 
Annual screening for diabetic retinopathy (for people with diabetes): 

• In-network: You pay nothing.  
• Out-of-network: You pay 35% of the cost  

 
Eyeglasses or contact lenses after cataract surgery: 

• In-network: You pay nothing** 
• Out-of-network: You pay 20% of the cost 

 
$100 annual allowance for eyewear. 
 
** In order to be considered in-network you must use an EyeMed provider 
 

Mental Health 
Services 1 

Inpatient visit: Our plan covers up to 190 days in a lifetime for inpatient mental health 
care in a psychiatric hospital. The inpatient hospital care limit does not apply to 
inpatient mental services provided in a general hospital. 
 
Inpatient In-network: 

• You pay $270 per day for days 1-6 
• You pay nothing per day for days 7 through 90 

 
Inpatient Out-of-network: 

• You pay 35% of the cost per stay  
 
Outpatient group therapy visit: 

• In-network: You pay a $40 copay 
• Out-of-network: You pay 50% of the cost 

 
Outpatient individual therapy visit: 

• In-network: You pay a $40 copay 
• Out-of-network: You pay 50% of the cost 

 
Your annual in-network out-of-pocket limit (what you pay) for inpatient mental health 
care is $1,620. After your limit has been reached you pay nothing for the remainder of 
the year.  
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Skilled Nursing 
Facility (SNF) 1 

Our plan covers up to 100 days in a SNF. 
In-network: 

• You pay nothing per day for days 1 through 20 
• $178 copay per day for days 21 through 100 

 
Out-of-network: 

• You pay 35% of the cost   
 
Our plan benefit period applies for any SNF stay. This means that if you are discharged 
from the SNF for more than 60 days and readmitted, a new benefit period starts. The 
plan covers up to 100 days each benefit period. In this situation the cost sharing 
applied starts at "day one." 
 
If you are readmitted to the SNF within 60 days from your discharge date, you are still 
considered to be in the same benefit period. If you are transferred from one SNF to 
another within 60 days, you are still considered to be in the same benefit period. In 
these situations, you pay the “per day copay” that was in effect on the last day of the 
discharge or transfer. 
 

Physical 
Therapy 

• In-network: You pay a $25 copay 
• Out-of-network: You pay 35% of the cost 

 
Ambulance1 You pay a $275 copay 

 
Transportation Not covered 

 
Medicare Part 
B Drugs 1 

For Part B drugs, such as chemotherapy drugs: 
• In-network: You pay 20% of the cost  
• Out-of-network: You pay 35% of the cost 

 
Other Part B drugs: 

• In-network: You pay a $25 copay or 20% of the cost, depending on the drug 
• Out-of-network: You pay 35% of the cost 

 
Prescription Drug Benefits 
Part D Drug 
Deductible1 

There is no annual drug deductible.  
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Initial 
Coverage 

Tier 

One-month 
supply 
Preferred (up 
to a 30-day 
supply) 

One-month 
supply 
Standard (up 
to a 30-day 
supply) 

Three-month 
supply Mail-
Order (up to a 
90-day supply) 

Tier 1 
(Preferred Generic) $4.00 copay $9.00 copay $0.00 copay 

Tier 2 
(Generic) $10.00 copay $15.00 copay $25.00 copay 

Tier 3 
(Preferred Brand) $42.00 copay $47.00 copay $105.00 copay 

Tier 4 
(Non-Preferred 
Drug) 

$94 copay $100 copay $235 copay 

Tier 5 
(Specialty Tier) 

33% 
coinsurance 

33% 
coinsurance 

33% 
coinsurance 

 
During this stage, the plan pays its share of the cost of your Tier 1 Preferred Generic 
Drugs, Tier 2 Generic Drugs, Tier 3 Preferred Brand, Tier 4 non-Preferred Brand and 
Tier 5 Specialty, and you pay your share of the cost. 
 
Your cost-share for a three month-supply at retail is 3 times the cost (except for Tier 
5) for the applicable one-month supply (Preferred or Standard). Cost-Sharing may 
differ based on pharmacy type or status ( e.g. preferred/non-preferred, mail order, 
long term care (LTC) or home infusion, and 30 or 90 day supply).   
 
In limited circumstances you may get drugs from an out-of-network pharmacy and 
pay the standard retail copay/coinsurance plus the difference between the out-of-
network billed charge and the standard retail allowable. 
 
You stay in this stage until your year-to-date “total drug costs” (your payments plus 
any Part D plan’s payments) total $4,020. 
 

Coverage Gap When you are in the Coverage Gap Stage, the Medicare Coverage Gap Discount 
Program provides manufacturer discounts on brand name drugs. You pay 25% of the 
negotiated price and a portion of the dispensing fee for brand name drugs. Both the 
amount you pay and the amount discounted by the manufacturer count toward your 
out-of-pocket costs as if you had paid them and moves you through the coverage gap.  

You also receive some coverage for generic drugs. You pay no more than 25% of the 
cost for generic drugs and the plan pays the rest. For generic drugs, the amount paid 
by the plan (75%) does not count toward your out-of-pocket costs. Only the amount 
you pay counts and moves you through the coverage gap.  
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Catastrophic 
Coverage 

After your yearly out-of-pocket drug costs (including drugs purchased through your 
retail pharmacy and through mail order) reach $6,350, you pay the greater of: 

• 5% of the cost, or 
 

• a $3.60 copay for generic (including brand-name drugs treated as generic) and 
an $8.95 copayment for all other drugs. 

 
Additional Benefits 
Chiropractic 
Care 

Manipulation of the spine to correct a subluxation (when 1 or more of the bones of 
your spine moves out of position): 

• In-network: You pay a $20 copay 
• Out-of-network: You pay 35% of the cost 

 
Diabetes 
Supplies and 
Services  

Diabetes monitoring supplies: 
• In-network: You pay nothing 
• Out-of-network: You pay 50% of the cost 

 
Diabetes self-management training: 

• In-network: You pay nothing 
• Out-of-network: You pay 35% of the cost 

 
Therapeutic shoes or inserts: 

• In-network: You pay nothing  
• Out-of-network: You pay 50% of the cost 

 
Durable 
Medical 
Equipment 1 
(wheelchairs, 
oxygen, etc.) 

• In-network: You pay 20% of the cost, depending on the equipment***  
• Out-of-network: You pay 50% of the cost 
 

***You pay nothing for compression stockings in-network 
 

Foot Care 
(Podiatry 
Services) 

Foot exams and treatment if you have diabetes-related nerve damage and/or meet 
certain conditions: 

• In-network: You pay a $35 copay 
• Out-of-network: You pay 35% of the cost 

 
Routine foot care (for up to 3 visit(s) every year): 

• In-network: You pay a $35 copay 
• Out-of-network: You pay 35% of the cost 

 
Home Health 
Care 

• In-network: You pay nothing 
• Out-of-network: You pay 35% of the cost 
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Hospice When you enroll in a Medicare-certified hospice program, your hospice services and 
your Medicare Part A and B services related to your diagnosis are covered by Original 
Medicare, not BlueCross BlueShield Forever Blue Value. 
 

Outpatient 
Rehabilitation 

Cardiac (heart) rehab services: 
• In-network: You pay a $5 copay 
• Out-of-network: You pay 35% of the cost 

 
Occupational therapy visit: 

• In-network: You pay a $25 copay  
• Out-of-network: You pay 35% coinsurance 

 
Physical therapy and speech and language therapy visit: 

• In-network: You pay a $25 copay 
• Out-of-network: You pay 35% coinsurance 

 
Outpatient 
Substance 
Abuse 1 

Group therapy visit: 
• In-network: You pay 50% of the cost 
• Out-of-network: You pay 50% of the cost 

 
Individual therapy visit: 

• In-network: You pay 50% of the cost 
• Out-of-network: You pay 50% of the cost 

 
Prosthetic 
Devices 1 
(braces, 
artificial limbs, 
etc.) 

Prosthetic devices: 
• In-network: You pay $0 for diabetic shoes/inserts; 20% of the cost of all other 

items 
• Out-of-network: You pay 50% of the cost 

 
Renal Dialysis • In-network: You pay 20% of the cost 

• Out-of-network: Inside the service area: You pay 35% for non-participating 
providers. Outside service area: you pay 20% for non-participating providers 

 
Telemedicine • In-network: You pay nothing 

• Out-of-Network: You pay nothing 
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Wellness 
Programs (e.g. 
fitness) 

• In-network: There is no charge to participate in our Health and Wellness 
Education Programs 

• In-network: There is no charge for the SilverSneakers® Fitness Program 
• Out-of-network: You pay between 35% and 50% 

 The minimum coinsurance will apply for fitness memberships and health 
coaching.  The maximum coinsurance will apply for specific fitness programs 
that are available (two per calendar year, up to 10 sessions) and wellness 
seminars offered through community wellness providers that focus on 
specific health conditions or wellness classes (members are limited to one 
program per topic per calendar year).  Members can call customer service to 
see which specific classes are covered. 

 
 
This information is not a complete description of benefits. Call us at  1-800-329-2792 (TTY 711,) we 
are available 8 a.m. to 8 p.m. 7 days a week from October 1 to March 31, and 8 a.m. to 8 p.m. 
Monday – Friday from April 1 to September 30 for more information. You can get prescription 
drugs shipped to your home through the network mail-order delivery program. You should expect 
to receive your mail-order prescriptions 14-21 calendar days after the pharmacy initially receives 
the order. Please call the Pharmacy Services number located on the back of your member ID card 
if you do not receive your prescription within the appropriate amount of days. 
 
BlueCross BlueShield of Western New York is a Medicare Advantage PPO with a Medicare contract 
and enrollment depends on contract renewal. 
 
Other Pharmacies/Physicians/Providers are available in our network. 
 
Out-of-network/non-contracted providers are under no obligation to treat BlueCross BlueShield 
Forever Blue Value members, except in emergency situations.  Please call our customer service 
number or see your Evidence of Coverage for more information, including the cost-sharing that 
applies to out-of-network services. 
 
This document is available in other formats such as Braille, large print, or audio. 
 
BlueCross BlueShield of Western New York is a division of HealthNow New York Inc., an 
independent licensee of the Blue Cross and Blue Shield Association. 
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BlueCross BlueShield Forever Blue 751 (PPO) 
2020 Summary of Benefits 

January 1, 2020 – December 31, 2020 
 
This booklet gives you a summary of what we cover and what you pay. The benefit information 
provided does not list every service that we cover or list every limitation or exclusion. To get a 
complete list of services, call us and ask for the “Evidence of Coverage.” Plans may offer 
supplemental benefits in addition to Part C benefits and Part D benefits.   
 
 
Tips for comparing your Medicare choices 
This Summary of Benefits booklet gives you a summary of what BlueCross BlueShield Forever 
Blue covers and what you pay. 

• If you want to know more about the coverage and costs of Original Medicare, look in 
your current “Medicare & You” handbook. View it online at http://www.medicare.gov 
or get a copy by calling 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a 
week. TTY users should call 1-877-486-2048. 

 
 
BlueCross BlueShield Forever Blue 751 Phone Numbers and Website 

• If you are a member of this plan, call toll-free 1-800-329-2792 (TTY 711).  We are 
available October 1 to March 31, 7 days a week from 8 a.m. to 8 p.m. and from April 1 to 
September 30, Monday through Friday from 8 a.m. to 8 p.m. 

• If you are not a member of this plan, call toll-free 1-800-248-9296 (TTY 711).  We are 
available October 1 to December 31, 7 days a week from 8 a.m. to 8 p.m. and from 
January 1 to September 30, Monday through Friday, 8 a.m. to 8 p.m. 

• Our website: www.bcbswny.com/medicare 
 
Who can join? 
To join BlueCross BlueShield Forever Blue 751 you must be entitled to Medicare Part A, be 
enrolled in Medicare Part B, and live in our service area. Our service area includes the following 
counties in New York State:  

Allegany, Cattaraugus, Chautauqua, Erie, Genesee, Niagara, Orleans, Wyoming 
 
Which doctors, hospitals, and pharmacies can I use? 
BlueCross BlueShield Forever Blue 751 has a network of doctors, hospitals, pharmacies, and other 
providers. If you use the providers in our network, you may pay less for your covered services. 
But if you want to, you can also use providers that are not in our network. 
 
If you travel often, you can enjoy the flexibility of BlueCard® Network Sharing with Forever Blue 
751. 

• Links BlueCross and/or BlueShield plans, which makes billing simple 

• Pay the same as you would in-network for all plan-covered services outside of Western New 
York in participating areas* 
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Participating BlueCard states and territories: AL, AR,  CA, CO, CT, FL, GA, HI, ID, IL, IN, KS, KY, LA, 
MA, ME, MI, MN, MO, MT, NE,  NV, NH, NJ, NM, NY, NC, OH, OR, PA, RI, SC, TN, TX, UT, VA, WA, 
WI, WV, PR. 

To find out if a doctor or facility participates in the BlueCard Network Sharing program: 

• Call 1-800-810-BLUE (2583) and select option 2 

• Or visit provider.bcbs.com and enter prefix YJX in the "Already a Member" field. 

* In order for your services to be considered in-network while you’re outside of the service 
area the provider must participate with the local BlueCard Network Sharing program in the 
service area and both you and the provider must be located in the same service area when 
you receive care. Outside the U.S. you may be asked to pay 100% of the cost at the time of 
service. 

You would then submit a claim to us to be reimbursed for your in-network cost-share. 
 

• You must generally use network pharmacies to fill your prescriptions for covered 
Part D drugs. 

• Some of our network pharmacies have preferred cost-sharing. You may pay less if you 
use these pharmacies. 

• You can see our plan's provider and pharmacy directory at our website, 
www.bcbswny.com/medicare 

• Or, call us and we can look up your providers or send you a copy of the provider and 
pharmacy directories. 
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Summary of Benefits 
for Contract H5526, Plan Number 004 

BlueCross BlueShield Forever Blue 751 (PPO) 
January 1, 2020 – December 31, 2020 

 

Monthly Premium, Deductible, and Limits on How Much you Pay for Covered Services 
Monthly Plan 
Premium 

You pay $199 per month. In addition, you must keep paying your Medicare Part B 
premium. 
 

Deductible This plan does not have a medical deductible. 
 

Maximum 
Out-of-Pocket 
Responsibility 
(Does not 
include 
prescription 
drugs) 

Our plan protects you by having yearly limits on your out-of-pocket costs for medical 
and hospital care. 
 
Your yearly limit(s) in this plan: 

• $6,700 for services you receive from in-network providers.  
• $10,000 combined for services you receive from any provider. Your limit for 

services received from in-network providers will count toward this limit. 
 
If you reach the limit on out-of-pocket costs, you keep getting covered hospital and 
medical services and we will pay the full cost for the rest of the year. 
 
Please note that you will still need to pay your cost-sharing for your Part D prescription 
drugs. 
 

Is there a limit 
on how much 
the plan will 
pay? 

There are no limits on how much BlueCross BlueShield Forever Blue 751 will pay. 

Note: 
1 Services may require prior authorization 
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Medical and Hospital Benefits 
Inpatient 
Hospital 1 

Our plan covers an unlimited number of days for an inpatient hospital stay. 
In-network: 

• You pay $205 per day for days 1-7   
• You pay nothing per day for days 8 through 90 
• You pay nothing per day for days 91 and beyond 

 
Out-of-network: 

• You pay 30% of the cost per stay 
 
Your annual in-network out-of-pocket limit (what you pay) for inpatient hospital care 
is $1,435 per year. After your limit has been reached, you pay nothing for in-network 
inpatient hospital care for the remainder of the year. 
 
For inpatient mental health care, see the "Mental Health Services" section of this 
booklet. 
 

Outpatient 
Hospital 1 

Ambulatory surgical center: 
• In-network: You pay a $200 copay 
• Out-of-network: You pay 25% of the cost 

 
Outpatient hospital observation: 

• In-network: You pay a $200 copay 
• Out-of-network: You pay 25% of the cost 

 
Outpatient hospital surgical procedures: 

• In-network: You pay a $300 copay 
• Out-of-network: You pay 25% of the cost 

 
Doctor Visits Primary care physician: 

• In-network: You pay a $5 copay 
• Out-of-network: You pay 25% of the cost 

 
You pay $0 for a follow-up visit with your in-network PCP within 14 days following a 
discharge from a hospital, skilled nursing facility, Inpatient Mental Health stay, or 
outpatient observation admission, as defined by Medicare. 
 
Specialist: 

• In-network: You pay a $27 copay 
• Out-of-network: You pay 25% of the cost 
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Preventive 
Care 

Preventive Care 
• In-network: You pay nothing 
• Out-of-network: You pay 25% of the cost 

 
Our plan covers many preventive services, including: 

• Abdominal aortic aneurysm screening 
• Annual wellness visit 
• Bone mass measurement 
• Breast cancer screenings (mammograms) 
• Cardiovascular disease risk reduction visit (therapy for cardiovascular disease) 
• Cardiovascular disease testing 
• Cervical and vaginal cancer screening 
• Colorectal cancer screening (colonoscopy, fecal occult blood test (FOBT), 

flexible sigmoidoscopy) 
• Depression screening 
• Diabetes screening 
• Diabetes self-management training 
• HIV screening 
• Immunizations (e.g. flu shots, Hepatitis B shots, and Pneumococcal shots) 
• Medical nutrition therapy 
• Obesity screening and therapy to promote sustained weight loss 
• Prostate cancer screening exams 
• Screening and counseling to reduce alcohol misuse 
• Screening for lung cancer with low dose computed tomography (LDCT) 
• Screening for sexually transmitted infections (STIs) and counseling to prevent 

STIs 
• Smoking and tobacco use cessation (counseling to stop smoking or tobacco 

use) 
• “Welcome to Medicare” Preventive Visit (one-time) 

 
Emergency 
Care 

You pay a $90 copay 
 
If you are admitted to the hospital within one (1) day, you do not have to pay your 
share of the cost for emergency care. See the "Inpatient Hospital" section of this 
booklet for other costs. 
 

Urgently 
Needed 
Services 

You pay a $65 copay 
 
If you are admitted to the hospital within one (1) day, you do not have to pay your 
share of the cost for urgently needed services. See the "Inpatient Hospital" section of 
this booklet for other costs. 
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Diagnostic 
Services, Lab 
and Radiology 
Services, and 
X-Rays 1 

Diagnostic radiology services (such as MRIs or CT scans): 
• In-network: You pay a $150 copay 
• Out-of-network: You pay 25% of the cost 

 
Diagnostic tests and procedures: 

• In-network: You pay a $40 copay 
• Out-of-network: You pay 25% of the cost 

 
Lab services: 

• In-network: You pay a $5 copay 
• Out-of-network: You pay 25% of the cost 

 
Outpatient X-rays: 

• In-network: You pay a $40 copay 
• Out-of-network: You pay 25% of the cost 

 
Therapeutic radiology services (such as radiation treatment for cancer): 

• In-network: You pay a 20% coinsurance 
• Out-of-network: You pay 25% of the cost 

 
Hearing 
Services 

Exam to diagnose and treat hearing and balance issues: 
• In-network: You pay a $27 copay 
• Out-of-network: You pay 25% coinsurance 

 
Routine hearing exam (one per year)*:  

• You pay a $45 copay 
 

Hearing Aids (one per ear per year)*: 
• You pay a $699 copayment per aid for TruHearing’s Advanced Hearing Aid 
• You pay a $999 copayment per aid for TruHearing’s Premium Hearing Aid 

 
*A TruHearingÒ provider must be used 
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Dental 
Services 

 
Medicare covered dental services: 
 

• In-network: You pay a $27 copay 
• Out-of-network: You pay 25% of the cost  

 
Preventive dental services:  
 

• Oral exams and cleanings  (up to two per year):  You pay $10 per service with 
any provider 

• X-rays (one set of up to four bitewings or one full mouth X-ray per year): You 
pay $10 per service with any provider 

 
Optional 
Supplemental 
Dental Basic 

Benefits include: 
• Restorative Dental: You pay a 50% coinsurance 
• Diagnostic Dental: You pay a 50% coinsurance 

 
Our plan pays up to $500 every year. Our plan has additional coverage limits for 
certain benefits. 
 
You pay an additional 11 per month. You must keep paying your Medicare Part B 
premium and your $199 monthly plan premium. 
 

Optional 
Supplemental 
Dental 
Enhanced 

Benefits include: 
• Restorative Dental: You pay a 50% coinsurance 
• Diagnostic Dental: You pay a 50% coinsurance 

 
Our plan pays up to $1000 every year. Our plan has additional coverage limits for 
certain benefits. 
 
You pay an additional $25 per month. You must keep paying your Medicare Part B 
premium and your $199 monthly plan premium. 
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Vision Services Routine eye exam (up to one every year) 
• In-network: You pay a $25 copay** 
• Out-of-network: You pay 20% of the cost 

 
Exam to diagnose and treat diseases and conditions of the eye (including yearly 
glaucoma screening): 

• In-network: You pay a $27 copay 
• Out-of-network: You pay 25% of the cost 

 
Annual screening for diabetic retinopathy (for people with diabetes): 

• In-network: You pay nothing.  
• Out-of-network: You pay 25% of the cost  

 
Eyeglasses or contact lenses after cataract surgery: 

• In-network: You pay nothing** 
• Out-of-network: You pay 20% of the cost 

 
$100 annual allowance for eyewear. 
 
**In order to be considered in-network you must use an EyeMed provider.  
 

Mental Health 
Services 1 

Inpatient visit: Our plan covers up to 190 days in a lifetime for inpatient mental health 
care in a psychiatric hospital. The inpatient hospital care limit does not apply to 
inpatient mental services provided in a general hospital. 
 
Inpatient In-network: 

• You pay $270 per day for days 1-6 
• You pay nothing per day for days 7 through 90 

 
Inpatient Out-of-network: 

• You pay 30% of the cost per stay  
 
Outpatient group therapy visit: 

• In-network: You pay a $40 copay 
• Out-of-network: You pay 50% of the cost 

  
Outpatient individual therapy visit: 

• In-network: You pay a $40 copay 
• Out-of-network: You pay 50% of the cost 

 
Your annual in-network out-of-pocket limit (what you pay) for inpatient mental health 
care is $1,620. After your limit has been reached you pay nothing for the remainder of 
the year.  
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Skilled Nursing 
Facility (SNF) 1 

Our plan covers up to 100 days in a SNF. 
In-network: 

• You pay nothing per day for days 1 through 20 
• $178 copay per day for days 21 through 100 

 
Out-of-network: 

• You pay 30% of the cost   
 
Our plan benefit period applies for any SNF stay. This means that if you are discharged 
from the SNF for more than 60 days and readmitted, a new benefit period starts. The 
plan covers up to 100 days each benefit period. In this situation the cost sharing 
applied starts at "day one." 
 
If you are readmitted to the SNF within 60 days from your discharge date, you are still 
considered to be in the same benefit period. If you are transferred from one SNF to 
another within 60 days, you are still considered to be in the same benefit period. In 
these situations, you pay the “per day copay” that was in effect on the last day of the 
discharge or transfer. 
 

Physical 
Therapy 

• In-network: You pay a $25 copay 
• Out-of-network: You pay a 25% of the cost 

 
Ambulance1 You pay a $250 copay 

 
Transportation Not covered 

 
Medicare Part 
B Drugs 1 

For Part B drugs, such as chemotherapy drugs: 
• In-network: You pay 20% of the cost  
• Out-of-network: You pay 25% of the cost 

 
Other Part B drugs: 

• In-network: You pay a $25 copay or 20% of the cost, depending on the drug 
• Out-of-network: You pay 25% of the cost 

 
Prescription Drug Benefits 
Part D Drug 
Deductible 

There is no annual drug deductible.  
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Initial 
Coverage 

Tier 

One-month 
supply 
Preferred (up 
to a 30-day 
supply) 

One-month 
supply 
Standard (up 
to a 30-day 
supply) 

Three-month 
supply Mail-
Order (up to a 
90-day supply) 

Tier 1 
(Preferred Generic) $2.00 copay $7.00 copay $0.00 copay 

Tier 2 
(Generic) $8.00 copay $13.00 copay $20.00 copay 

Tier 3 
(Preferred Brand) $42.00 copay $47.00 copay $105.00 copay 

Tier 4 
(Non-Preferred 
Drug) 

$94.00 copay $99.00 copay $235.00 copay 

Tier 5 
(Specialty Tier) 

33% 
coinsurance 

33% 
coinsurance 

33% 
coinsurance 

 
During this stage, the plan pays its share of the cost of your Tier 1 Preferred Generic 
Drugs, Tier 2 Generic Drugs, Tier 3 Preferred Brand, Tier 4 non-Preferred Brand and 
Tier 5 Specialty, and you pay your share of the cost. 
 
Your cost-share for a three-month supply at retail is 3 times the cost (except Tier 5) 
for the applicable one-month supply (Preferred or Standard). Cost-Sharing may differ 
based on pharmacy type or status (e.g. preferred/non-preferred, mail order, long 
term care (LTC) or home infusion, and 30 or 90 day supply).   
 
In limited circumstances you may get drugs from an out-of-network pharmacy and 
pay the standard retail copay/coinsurance plus the difference between the out-of-
network billed charge and the standard retail allowable. 
 
You stay in this stage until your year-to-date “total drug costs” (your payments plus 
any Part D plan’s payments) total $4,020. 
 
 

Coverage Gap When you are in the Coverage Gap Stage, the Medicare Coverage Gap Discount 
Program provides manufacturer discounts on brand name drugs. You pay 25% of the 
negotiated price and a portion of the dispensing fee for brand name drugs. Both the 
amount you pay and the amount discounted by the manufacturer count toward your 
out-of-pocket costs as if you had paid them and moves you through the coverage gap.  

You also receive some coverage for generic drugs. You pay no more than 25% of the 
cost for generic drugs and the plan pays the rest. For generic drugs, the amount paid 
by the plan (75%) does not count toward your out-of-pocket costs. Only the amount 
you pay counts and moves you through the coverage gap.  
 



 

11 

Catastrophic 
Coverage 

After your yearly out-of-pocket drug costs (including drugs purchased through your 
retail pharmacy and through mail order) reach $6,350, you pay the greater of: 

• 5% of the cost, or 
 

• a $3.60 copay for generic (including brand-name drugs treated as generic) and 
an $8.95 copayment for all other drugs. 

 
Additional Benefits 
Chiropractic 
Care 

Manipulation of the spine to correct a subluxation (when 1 or more of the bones of 
your spine moves out of position): 

• In-network: You pay a $20 copay 
• Out-of-network: You pay 25% of the cost 

 
Diabetes 
Supplies and 
Services 

Diabetes monitoring supplies: 
• In-network: You pay nothing 
• Out-of-network: You pay 50% of the cost 

 
Diabetes self-management training: 

• In-network: You pay nothing 
• Out-of-network: You pay 25% of the cost 

 
Therapeutic shoes or inserts: 

• In-network: You pay nothing  
• Out-of-network: You pay 50% of the cost 

 
Durable 
Medical 
Equipment 1 
(wheelchairs, 
oxygen, etc.) 

• In-network: You pay 20% of the cost, depending on the equipment***  
• Out-of-network: You pay 50% of the cost 
 

***You pay nothing for compression stockings in-network 
 

Foot Care 
(Podiatry 
Services) 

Foot exams and treatment if you have diabetes-related nerve damage and/or meet 
certain conditions: 

• In-network: You pay a $27 copay 
• Out-of-network: You pay 25% of the cost 

 
Routine foot care (for up to 3 visit(s) every year): 

• In-network: You pay a $27 copay 
• Out-of-network: You pay 25% of the cost 

 
Home Health 
Care 

• In-network: You pay nothing 
• Out-of-network: You pay 25% of the cost 
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Hospice When you enroll in a Medicare-certified hospice program, your hospice services and 
your Medicare Part A and B services related to your diagnosis are paid for by Original 
Medicare, not BlueCross BlueShield Forever Blue 751. 
 

Outpatient 
Rehabilitation 

Cardiac (heart) rehab services: 
• In-network: You pay a $15 copay 
• Out-of-network: You pay 25% of the cost 

 
Occupational therapy visit: 

• In-network: You pay a $25 copay  
• Out-of-network: You pay 25% coinsurance 

 
Physical therapy and speech and language therapy visit: 

• In-network: You pay a $25 copay 
• Out-of-network: You pay 25% coinsurance 

 
Outpatient 
Substance 
Abuse 1 

Group therapy visit: 
• In-network: You pay 50% of the cost 
• Out-of-network: You pay 50% of the cost 

 
Individual therapy visit: 

• In-network: You pay 50% of the cost 
• Out-of-network: You pay 50% of the cost 

 
Prosthetic 
Devices 1 
(braces, 
artificial limbs, 
etc.) 

Prosthetic devices: 
• In-network: You pay $0 for diabetic shoes/inserts; 20% of the cost of all other 

items 
• Out-of-network: You pay 50% of the cost 

 
Renal Dialysis • In-network: You pay 20% of the cost 

• Out-of-network: Inside the service area: You pay 50% for non-participating 
providers.  Outside service area: You pay 20% for non-participating providers  
 

Telemedicine • In-network: You pay nothing 
• Out-of-Network: You pay nothing 
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Wellness 
Programs (e.g. 
fitness) 

• In-network: There is no charge to participate in our Health and Wellness 
Education Programs 

• In-network: There is no charge for the SilverSneakers® Fitness Program 
• Out-of-network: You pay between 25% and 50% 

 The minimum coinsurance will apply for fitness memberships and health 
coaching.  The maximum coinsurance will apply for specific fitness programs 
that are available (two per calendar year, up to 10 sessions) and wellness 
seminars offered through community wellness providers that focus on specific 
health conditions or wellness classes (members are limited to one program per 
topic per calendar year).  Members can call customer service to see which 
specific classes are covered. 

 
 
This information is not a complete description of benefits. Call us at 1-800-329-2792 (TTY 711,) we 
are available 8 a.m. to 8 p.m. 7 days a week from October 1 to March 31, and 8 a.m. to 8 p.m. 
Monday – Friday from April 1 to September 30 for more information. You can get prescription 
drugs shipped to your home through the network mail-order delivery program. You should expect 
to receive your mail-order prescriptions 14-21 calendar days after the pharmacy initially receives 
the order. Please call the Pharmacy Services number located on the back of your member ID card 
if you do not receive your prescription within the appropriate amount of days. 
 
BlueCross BlueShield of Western New York is a Medicare Advantage PPO with a Medicare contract 
and enrollment depends on contract renewal. 
 
Other Pharmacies/Physicians/Providers are available in our network. 
 
Out-of-network/non-contracted providers are under no obligation to treat BlueCross BlueShield 
Forever Blue 751 members, except in emergency situations.  Please call our customer service 
number or see your Evidence of Coverage for more information, including the cost-sharing that 
applies to out-of-network services. 
 
This document is available in other formats such as Braille, large print, or audio. 
 
BlueCross BlueShield of Western New York is a division of HealthNow New York Inc., an 
independent licensee of the Blue Cross and Blue Shield Association. 
 





Summary of Benefits

2020 Optional 
Supplemental Dental





Dental care is important to your overall health. With this in mind, you can add an optional 
supplemental dental benefit to your BlueSaver (HMO), Senior Blue (HMO), or Forever Blue (PPO) 
plan. 

How much do optional supplemental dental benefits cost?
You have two optional supplemental dental benefits to choose from — basic or enhanced. 
With the basic plan, you pay $11 per month. With the enhanced plan, you pay $25 per month. 
You also need to continue paying your Part B and Medicare Advantage plan premiums.

What’s covered?
The services listed on the next page are covered. All services include an annual maximum 
allowance. This means that we pay up until a certain amount for those services every year. 

•  Diagnostic/restorative services — With the basic plan, there’s a $500 annual allowance for 
covered diagnostic and restorative services. With the enhanced plan, the annual allowance 
is $1,000. The amount we pay counts toward your annual maximum. For example, if the 
billed amount for oral surgery is $500, you pay 50% ($250). We pay the remaining $250, 
which counts toward your annual maximum. After the annual maximum is met, you pay for 
these services in full. 

Is there a network of dentists I must use?
No, you have the freedom to receive care from any dentist.

When can I enroll?
•    Annual enrollment period — You can enroll in an optional supplemental dental benefit 

during the annual enrollment period, which begins each year on October 15 and ends on 
December 7. Your dental coverage will be effective on January 1 of the following year.

•  Initial coverage election period — If you’re new to Medicare, you can enroll in one of our 
Medicare Advantage plans and optional supplemental dental benefits during your initial 
coverage election period. Your dental coverage and your Medicare Advantage plan will 
start on the same day.

How do I enroll?
You can select an optional supplemental dental benefit on the application 
included in our enrollment kit, or call us at 1-800-248-9296 (TTY 711).

We’re available: 
October 1 – December 31, 8 a.m. to 8 p.m., 7 days a week  
January 1 – September 30, 8 a.m. to 8 p.m., Monday – Friday
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Dental
Easy optional supplemental benefits



Category of service Basic Enhanced Counts toward  
annual  

maximum 
allowance?

Premium $11 $25

Annual maximum allowance (the most we pay)* $500 $1,000

Preventive services

Oral examinations; limit two per plan year

N/C (covered as 
part of medical 

plan)

N/C (covered as 
part of medical 

plan)
No

Prophylaxis (cleanings on natural teeth only);  
limit two per plan year

X-rays; up to four bitewing X-rays per plan year OR one 
full mouth X-ray per year

Diagnostic services

Problem-focused oral exams

You pay
50% of the  
billed cost

You pay 
50% of the  
billed cost

Yes

Extra-oral imaging

Oral pathology

Intra-oral periapical X-rays; as needed

Intra-oral occlusal X-rays; limit two per plan year

Emergency palliative treatment of dental pain;  
no other services except X-rays

Laboratory test and examinations

Restorative services

Crowns You pay 50% of 
the billed cost

You pay 50% of 
the billed cost

Yes

Amalgam restorations; limit one per surface per 12 
consecutive months You pay

50% of the  
billed cost

You pay
50% of the  
billed cost

Composite resin restorations; limit one per surface per 
12 consecutive months

Endodontic — root canal and pulpotomy

Cementing/recementing of inlay, onlay, or crown; limit 
1 per tooth per 12 consecutive months (resin, porcelain, 
three quarters cast, full cast on natural teeth only)

You pay
50% of the  
billed cost

You pay
50% of the  
billed cost

Apicoectomy

You pay
50% of the  
billed cost

You pay
50% of the  
billed cost

Periodontics (including scalings); limit one full mouth 
treatment per year

Uncomplicated extractions

General anesthesia

Oral surgery

Emergency palliative treatment of dental pain

Denture repairs/adjustments (new dentures not covered)

You may be asked to pay 100% of the cost at the time of service. You would then submit a claim to us to be reimbursed for 50% of 
the cost for covered services (up to the $500 or $1,000 maximum allowance for restorative and diagnostic services).



BlueCross BlueShield of Western New York (BCBSWNY) is a Medicare Advantage plan with a Medicare contract and enrollment 
depends on contract renewal. BCBSWNY is a division of HealthNow New York Inc., an independent licensee of the Blue Cross and 
Blue Shield Association.

This information is not a complete description of benefits. Call 1-800-329-2792 (TTY 711) for more information.

BCBSWNY complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, 
age, disability, or sex. 

ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 1-833-735-4515  
(TTY 711). 注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 1-833-735-4515 (TTY 711).

* What you spend on an optional supplemental dental plan and services does not count toward your medical out-of-pocket maximum.
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Additional information  
regarding your coverage





 

 Benefit Exclusions 
Although we offer comprehensive benefits, there are some exclusions as listed below: 

Services not covered by Medicare 

Services considered not reasonable and 
necessary, according to the standards of 
Original Medicare 

Experimental medical and surgical procedures, 
equipment and medications. 

Experimental procedures and items are those 
items and procedures determined by our plan and 
Original Medicare to not be generally accepted by 
the medical community.* 

Private room in a hospital.* 

 

Personal items in your room at a hospital or a 
skilled nursing facility, such as a telephone or a 
television. 

Full-time nursing care in your home. Custodial care is care provided in a nursing home, 
hospice, or other facility setting when you do not 
require skilled medical care or skilled nursing care. 

Homemaker services include basic household 
assistance, including light housekeeping or light 
meal preparation. 

Fees charged for care by your immediate relatives 
or members of your household. 

Cosmetic surgery or procedures* Routine dental care, such as cleanings, fillings or 
dentures.* 

Non-routine dental care.* Routine chiropractic care * 

Routine foot care* Home-delivered meals 

Orthopedic shoes* Supportive devices for the feet* 

Routine hearing exams, hearing aids, or exams 
to fit hearing aids.* 

Hearing aids and provider visits to service hearing 
aids (except as specifically described in the 
Covered Benefits), ear molds, hearing aid 
accessories, warranty claim fees, and hearing aid 
batteries (beyond the 48 free batteries per non-
rechargeable aid purchased). 



Services not covered by Medicare 

Routine eye examinations, eyeglasses, radial 
keratotomy, LASIK surgery, and other low 
vision aids.* 

Reversal of sterilization procedures and or non-
prescription contraceptive supplies. 

Acupuncture Naturopath services (uses natural or alternative 
treatments). 

*Covered only under specific circumstances.  See the Evidence of Coverage for more 
information. 
 
 
Utilization Management Program 
Our utilization management program is a dynamic program with an overall goal of facilitating 
member health management throughout the continuum of care. It supports both providers and 
members by providing trusted information. Our focus is on the identification, facilitation, and 
implementation of best practices in the delivery of quality, cost effective care.  
 
Certain health services, diagnostic tests and procedures require prior approval. BlueCross 
BlueShield of Western New York coordinates members’ medical treatments with their providers 
in order to ensure appropriate treatment in an appropriate setting. Nurses and the Medical 
Director are available to assist physicians with arranging care 24 hours a day, 7 days a week. 
 
Medical claims review staff perform medical record reviews (postservice reviews) to ensure 
medical appropriateness for types of claims that include but are not limited to the following: 
outpatient services, durable medical equipment, inpatient services, infusion therapy and 
services where medical necessity determinations are to be made. 
 
 An appeal is a formal way of asking us to review and change a coverage decision we have 
made. Members or their authorized representative have the right to appeal an adverse 
determination. A Medical Director who was not involved in the initial case review will review 
the appeal submission and make a final coverage determination.  
 
 
 
Your right to the privacy of your medical records and personal health information 
There are federal and state laws that protect the privacy of your medical records and 
personal health information. Any personal information you give us when you enroll in or 
are a member or former member of this plan is protected in accordance with these laws. 
We will make sure that unauthorized people do not see or change your records. Personal 
health information is not released to employers unless you have authorized the release 
and/or the proper agreements are in place as permitted by law. We enforce corporate 



security and privacy policies to protect oral, written or electronic information across the 
organization. Generally, we must receive written permission from you (or from someone 
you have given legal power to make decisions for you) before we can give your health 
information to anyone who is not providing your care or paying for your care. There are 
exceptions allowed or required by law, such as release of health information to 
government agencies that are checking on quality of care. 
 
The laws that protect your privacy give you rights related to receiving information and 
controlling how your health information is used. We are required to provide you with our 
Notice of Privacy Practices that informs you about these rights and explains how we 
protect the privacy of your health information. For example, you have the right to look at 
your medical records, and to request a copy of the records (there may be a fee charged for 
making copies). You also have the right to ask plan providers to make additions or 
corrections to your medical records (if you ask plan providers to do this, they will review 
your request and figure out whether the changes are appropriate). You have the right to 
know how your health information has been given out and used for non-routine purposes. 
If you have questions or concerns about privacy of your personal information and medical 
records or would like to request a copy of our complete Notice of Privacy Practices, please 
call customer service at the phone number on the back cover of this booklet.  



BlueCross BlueShield of Western New York – Notice of Nondiscrimination
BlueCross BlueShield of Western New York complies with applicable Federal civil rights laws and does not 
discriminate on the basis of race, color, national origin, age, disability, or sex. BlueCross BlueShield of Western New 
York does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.
BlueCross BlueShield of Western New York:

• Provides free aids and services to people with disabilities to communicate effectively with us, such as: 
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats)

• Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, please call the customer service number on the back of your ID card or contact the 
Director, Corporate Compliance and Privacy Officer.

If you believe that BlueCross BlueShield of Western New York has failed to provide these services or discriminated 
in another way on the basis of race, color, national origin, age, disability, or sex, you can file a grievance with: 

Director, Corporate Compliance and Privacy Officer, 257 West Genesee Street, Buffalo, NY 14202, 1-800-798-1453, 
(716) 887-6056 (fax), complaint.compliance@bcbswny.com. You can file a grievance in person or by mail, fax, or 
email. You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for 
Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.
gov/ocr/portal/lobby.jsf, or by mail or phone at U.S. Department of Health and Human Services, 200 Independence 
Avenue SW, Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019, 1-800-537-7697 (TDD).
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 

For assistance in English, call customer service at the number listed on your ID card.

Para obtener asistencia en español, llame al servicio de atención al cliente al número que aparece en  
su tarjeta de identificación.

請撥打您 ID 卡上的客服號碼以尋求中文協助。

Обратитесь по номеру телефона обслуживания клиентов, указанному на Вашей 
идентификационной карточке, для помощи на русском языке.
Rele nimewo sèvis kliyantèl ki nan kat ID ou pou jwenn èd nan Kreyòl Ayisyen.

한국어로 도움을 받고 싶으시면 ID 카드에 있는 고객 서비스 전화번호로 문의해 주십시오.
Per assistenza in italiano chiamate il numero del servizio clienti riportato nella vostra scheda identificativa.

פאר הילף אין אידיש, רופט די קאסטומער סערוויס אויפן נומער וואס שטייט אויף אייער ID קארטל. 

বাংলায় সহায়তার জন্য, আপনার আইডি কারিডে  তাললকাভুক্ত নম্বরর ক্রেতা পরররেবায় ক্�ান করুন।

Aby uzyskać pomoc w języku polskim, należy zadzwonić do działu obsługi klienta pod numer podany  
na identyfikatorze.

اردو میں مدد کے لیے، کسٹمر سروس آپ کے شناختی کارڈ پر درج کردہ نمبر پر کال کریں
Pour une assistance en français, composez le numéro de téléphone du service à la clientèle figurant  
sur votre carte d’identification.

یں۔ بان میں مدد کے لئے، کسٹمر سروس کو اپنے آئی ڈی کارڈ پر درج  نمبر پر کال کر اردو ز

Para sa tulong sa Tagalog, tumawag sa numero ng serbisyo sa customer na nasa inyong ID card.

Για βοήθεια στα ελληνικά, καλέστε το τμήμα εξυπηρέτησης πελατών στον αριθμό που αναφέρεται 
στην ταυτότητά σας.
Për ndihmë në gjuhën shqipe, merrni në telefon shërbimin klientor në numrin e renditur në kartën 
tuaj të identitetit.

11699_03_01_18



  

 
Before making an enrollment decision, it is important that you fully understand our benefits 
and rules. If you have any questions, you can call and speak to a customer service 
representative at 1-800-329-2792, or for TTY users (TTY 711), October 1 – March 31,  
8 a.m. to 8 p.m., 7 days a week and April 1 – September 30, 8 a.m. to 8 p.m. Monday – Friday. 

 

Understanding the Benefits 
 

Review the full list of benefits found in the Evidence of Coverage (EOC), 
especially for those services that you routinely see a doctor. Visit 
www.bcbswny.com/medicare or call 1-800-329-2792 to view a copy of the EOC. 

 

Review the provider directory (or ask your doctor) to make sure the doctors you see 
now are in the network. If they are not listed, it means you will likely have to select 
a new doctor. 

 

Review the pharmacy directory to make sure the pharmacy you use for any 
prescription medicines is in the network. If the pharmacy is not listed, you will 
likely have to select a new pharmacy for your prescriptions. 

 

Understanding Important Rules 
 

In addition to your monthly plan premium, you must continue to pay your Medicare 
Part B premium. This premium is normally taken out of your Social Security check 
each month. 

 
 

Benefits, premiums and/or copayments/co-insurance may change on January 1, 2021. 
 

 

Except in emergency or urgent situations, we do not cover services by out-of-
network providers (doctors who are not listed in the provider directory). 
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Benefits, premiums and/or copayments/co-insurance may change on January 1, 2021. 
 

 

Except in emergency or urgent situations, we do not cover services by out-of-
network providers (doctors who are not listed in the provider directory). 

 
Our plan allows you to see providers outside of our network (non-contracted 
providers). However, while we will pay for covered services provided by a non-
contracted provider, the provider must agree to treat you. Except in an emergency or 
urgent situations, non-contracted providers may deny care. In addition, you will pay 
a higher co-pay for services received by non-contracted providers. 
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How to Get Extra Help
You may be able to get Extra Help to pay for your prescription drug premiums 
and costs. To see if you qualify for Extra Help, call: 1-800-MEDICARE (1-800-633-
4227). TTY users should call 1-877-486-2048, 24 hours a day/ 7 days a week; the 
Social Security Office at 1-800-772-1213 between 7 a.m. and 7 p.m., Monday 
through Friday. TTY users should call 1-800-325-0778; or Your Medicaid Office. 

Contract Renewal
Please note that a plan may not be available to beneficiaries the following 
contract year because by law, plan sponsors can choose to not renew their 
contract with CMS or reduce their service area and CMS may also refuse to 
renew the contract, thus, resulting in a termination or non-renewal of your plan.

1-800-248-9296 
(TTY 711)

Call Us

October 1-December 31
8 a.m. to 8 p.m., 7 days a week

January 1-September 30
8 a.m. to 8 p.m., Monday-Friday

We are available:

BlueCross BlueShield of Western New York is a division of HealthNow New York Inc., an 
independent licensee of the Blue Cross and Blue Shield Association.


