&
. Y of Tennessee

1 Cameron Hill Circle | Chattanooga, TN 37402

Find Your Important Plan Materials Online

We're sharing more info digitally than ever before. Your online member
account is the fastest way to stay updated.

To get started, go to medicare.bcbst.com/yourmaterials. Then log in to or
create your account. You’'ll need your Subscriber ID and Group Number.
You can find both on your Member ID card.

Once you're signed in, you can:

i : L know if :
> See what benefits are changing next year et us kno you

in our Annual Notice of Changes (ANOC) — > Need help finding a network
available Oct. 1, 2026. provider or pharmacy.

> Find a doctor, hospital or pharmacy in our Y Want more information about the
network — available Oct. 15, 2026. ANOC, EOC or drugs we cover

> View a copy of our Evidence of Coverage (if your plan includes Part D drug

(EOC) — available Oct. 15, 2026. benefits).
> Check your claims and balances anytime. Just give us a call at the Member
Service number on the back of your
> See if your prescriptions are on our Member ID card. You can also opt
covered drug list, or formulary (if your out of phone calls about your plan
plan includes Part D drug benefits) — and request plan materials in print.

available Oct. 15, 2026.

> Sign up to get texts and emails from us.
Just select Account in the top menu.
Then go to Communication Settings.

Member Service: 8 a.m. to 9 p.m. ET, 7 days a week (Oct. 1-March 31); 8 a.m. to 9 p.m. ET, M—F (April 1-Sept. 30).

BlueCross BlueShield of Tennessee, Inc. complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability or sex'. ATTENTION: If you speak English, free language assistance services
are available to you. Appropriate auxiliary aids and services to provide information in accessible formats are also available
free of charge. Call 1-800-831-2583 (TTY: 711) or speak to your provider. ATENCION: Si habla espafiol, tiene a su disposicion
servicios gratuitos de asistencia lingiiistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares apropiados
para proporcionar informacion en formatos accesibles. Llame al 1-800-831-2583 (TTY: 711) o hable con su proveedor.
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" Consistent with the scope of sex discrimination described at 45 CFR 92.101(a)(2)
BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the Blue Cross Blue Shield Association
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Notice of Availability of Language Assistance Services

and Auxiliary Aids and Services

ATTENTION: If you speak English, free language
assistance services are available to you. Appropriate
auxiliary aids and services to provide information

in accessible formats are also available free of
charge. Call 1-800-831-2583 (TTY: 711) or speak

to your provider.

ATENCION: Si habla espanol, tiene a su disposicion
servicios gratuitos de asistencia linguistica. También
estan disponibles de forma gratuita ayuda y servicios
auxiliares apropiados para proporcionar informacion
en formatos accesibles. Llame al 1-800-831-2583
(TTY: 711) o hable con su proveedor.

LUU Y: Néu ban nai tiéng Viét, ching t6i cung cap
mién phi cac dich vu ho trg ngdn ngir. Cac ho trg dich
vy pht hgp dé cung cép thong tin theo céac dinh dang
dé tlep can ciing dugc cung cap mién phi. VUi Ibng goi
theo s8 1-800-831-2583 (Nguai khuyet tat: 711) hoac
trao d&i vSi ngudi cung cap dich vu cla ban.
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ATTENTION : Si vous parlez Francais, des

services d’assistance linguistique gratuits sont a
votre disposition. Des aides et services auxiliaires
appropriés pour fournir des informations dans des
formats accessibles sont également disponibles
gratuitement. Appelez le 1-800-831-2583 (TTY : 711)
ou parlez a votre fournisseur.
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ACHTUNG: Wenn Sie Deutsch sprechen,
stehen Ihnen kostenlose Sprachassistenzdienste
zur Verfigung. Entsprechende Hilfsmittel und
Dienste zur Bereitstellung von Informationen

in barrierefreien Formaten stehen ebenfalls
kostenlos zur Verfugung. Rufen Sie
1-800-831-2583 (TTY: 711) an oder sprechen
Sie mit lhrem Provider.
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ATANSYON: Si w pale Kreyol Ayisyen, gen sevis
ed pou lang a dispozisyon w gratis. Ed ak sévis
oksilyé apwopriye pou bay enféomasyon nan
foma aksesib yo a dispozisyon gratis tou. Rele
nan 1-800-831-2583 (TTY: 711) oswa pale avek
founisé swen w lan.

ATENCAO: Se vocé fala [Portugués],
servigos gratuitos de assisténcia linguistica
estdo disponiveis para vocé. Auxilios e
servicos auxiliares apropriados para fornecer
informacdes em formatos acessiveis também
estdo disponiveis gratuitamente. Ligue para
1-800-831-2583 (TTY: 711) ou fale com

seu provedor.
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PAALALA: Kung nagsasalita ka ng Tagalog,
magagamit mo ang mga libreng serbisyong
tulong sa wika. Magagamit din nang libre
ang mga naaangkop na auxiliary na tulong at
serbisyo upang magbigay ng impormasyon
sa mga naa-access na format. Tumawag sa
1-800-831-2583 (TTY: 711) o makipag-usap
sa iyong provider.
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I
g @ of Tennessee

BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the Blue Cross Blue Shield Association

BlueAdvantage Ruby (PPO)*" offered by BlueCross BlueShield of
Tennessee, Inc.

Annual Notice of Change for 2027

You’re enrolled as a member of BlueAdvantage Ruby.

This material describes changes to our plan’s costs and benefits next year.

¢ You have from October 15 - December 7 to make changes to your Medicare
coverage for next year. If you don’t join another plan by December 7, 2026, you’ll stay
in BlueAdvantage Ruby (PPO)

e To change to a different plan, visit Medicare.gov or review the list in the back of your
Medicare & You 2027 handbook.

¢ Note this is only a summary of changes. More information about costs, benefits, and
rules is in the Evidence of Coverage. Get a copy at Medicare.bcbst.com or call Member
Service at 1-800-831-2583 (TTY users call 711) to get a copy by mail.

More Resources

e Call Member Service at 1-800-831-2583 (TTY users call 711). Hours are from Oct. 1 to
March 31, you can call us seven days a week from 8 a.m. to 9 p.m. ET. From April 1 to
Sept. 30, you can call us Monday through Friday from 8 a.m. to 9 p.m. ET. This call is
free.

e This material is also available in alternate formats (e.g., braille, large print, audio).

H7917_27ANOC013_M (08/26)
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About BlueAdvantage Ruby

e BlueAdvantage is a PPO plan with a Medicare contract. Enrollment in BlueAdvantage
depends on contract renewal.

e When this material says “we,” “us,” or “our,” it means BlueCross BlueShield of
Tennessee, Inc. When it says “plan” or “our plan,” it means BlueAdvantage Ruby.

¢ If you do nothing by December 7,2026, you’ll automatically be enrolled in
BlueAdvantage Ruby (PPO). Starting January 1, 2027, you’ll get your medical and
drug coverage through BlueAdvantage Ruby (PPO). Go to Section 2 for more
information about how to change plans and deadlines for making a change.

OMB Approval 0938-1051 (Expires: July 31, 2029)
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Summary of Important Costs for 2027

2026
(this year)

Monthly plan premium*

*Your premium can be
higher or lower than this
amount. Go to Section 1.1 for
details.

$107

2027

(next year)

$116

Maximum out-of-pocket
amount

This is the most you’ll pay
out-of-pocket for covered
Part A and Part B services.
(Go to Section 1.2 for details.)

From network providers:
$4,150

From network and out-of-
network providers
combined: $5,750

From network providers:
$4,450

From network and out-of-
network providers
combined: $6,700

Primary care office visits

In-Network:
$0 copay per visit
Out-of-Network:

50% coinsurance of the
Medicare-allowed amount
per visit

In-Network:
$0 copay per visit
Out-of-Network:

50% coinsurance of the
Medicare-allowed amount
per visit

Specialist office visits

In-Network:
$25 copay per visit
Out-of-Network:

50% coinsurance of the
Medicare-allowed amount
per visit

In-Network:
$39 copay per visit
Out-of-Network:

50% coinsurance of the
Medicare-allowed amount
per visit
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2026
(this year)

Inpatient hospital stays

Includes various inpatient
hospital stays such as acute
care, rehabilitation and long-
term care. An inpatient
hospital stay starts the day
you’re formally admitted
with a doctor’s order and
ends the day before you’re
discharged.

In-Network:

Medicare-covered stay

$205 copay per day for days
1-5

$0 copay per day for
additional days

Out-of-Network:

Medicare-covered stay

50% coinsurance of the
Medicare-allowed amount
per admission

2027

(next year)

In-Network:

Medicare-covered stay

$295 copay per day for
days 1-7

$0 copay per day for
additional days

Out-of-Network:

Medicare-covered stay

50% coinsurance of the
Medicare-allowed amount
per admission

Part D drug coverage

(Go to Section 1.7 for details,
including Yearly Deductible,
Initial Coverage, and
Catastrophic Coverage
Stages.)

Part D drug coverage
deductible

Deductible: $250, except for
covered insulin products
and most adult Part D
vaccines.

Copayment/Coinsurance
during the Initial Coverage
Stage:

Drug Tier 1: Preferred
Generic
Standard cost sharing:
$6 copay
Preferred cost sharing:
$0 copay
Drug Tier 2: Generic Drugs
Standard cost sharing:
$10 copay
Preferred cost sharing:
$5 copay

Part D drug coverage
deductible

Deductible: $700, except
for covered insulin
products and most adult
Part D vaccines.

Copayment/Coinsurance
during the Initial Coverage
Stage:

Drug Tier 1: Preferred
Generic
Standard cost sharing:
$6 copay
Preferred cost sharing:
$0 copay
Drug Tier 2: Generic Drugs
Standard cost sharing:
$10 copay
Preferred cost sharing:
$5 copay
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2026
(this year)

Drug Tier 3: Preferred Brand
and Insulin Drugs
Standard cost sharing:
$33 copay

Preferred cost sharing:
$28 copay
You pay no more than $35
per one-month supply of
each covered insulin
product on this tier.
Drug Tier 4: Non-Preferred
Drugs
Standard cost sharing:
50% coinsurance
Preferred cost sharing:
50% coinsurance
You pay no more than $35
per one-month supply of
each covered insulin
product on this tier.
Drug Tier 5: Specialty Drugs
Standard cost sharing:
30% coinsurance
Preferred cost sharing:
30% coinsurance

Catastrophic Coverage
Stage:
During this payment stage,
you pay nothing for your
covered Part D drugs.

2027

(next year)

Drug Tier 3: Preferred
Brand and Insulin Drugs
Standard cost sharing:
19% coinsurance
Preferred cost sharing:
19% coinsurance
You pay no more than $35
per one-month supply of
each covered insulin
product on this tier.
Drug Tier 4: Non-Preferred
Drugs
Standard cost sharing:
40% coinsurance
Preferred cost sharing:
40% coinsurance
You pay no more than $35
per one-month supply of
each covered insulin
product on this tier.
Drug Tier 5: Specialty
Drugs
Standard cost sharing:
25% coinsurance
Preferred cost sharing:
25% coinsurance

Catastrophic Coverage
Stage:
During this payment stage,
you pay nothing for your
covered Part D drugs.
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SECTION 1 Changes to Benefits & Costs for Next Year

Section 1.1 Changes to the Monthly Plan Premium

2026 2027
(this year) (next year)

Monthly plan premium $107 $116
(You must also continue to
pay your Medicare Part B
premium.)

Factors that could change your Part D Premium Amount

e Late Enrollment Penalty - Your monthly plan premium will be more if you’re required to
pay a lifetime Part D late enrollment penalty for going without Part D or other drug
coverage that’s at least as good as Medicare drug coverage (also referred to as
creditable coverage) for 63 days or more.

e Higher Income Surcharge - If you have a higher income, you may have to pay an
additional amount each month directly to the government for Medicare drug coverage.

e Extra Help - Your monthly plan premium will be less if you get Extra Help with your drug
costs. Go to Section 1.7 for more information about Extra Help from Medicare.

Section 1.2 Changes to Your Maximum Out-of-Pocket Amount

Medicare requires all health plans to limit how much you pay out-of-pocket for the year. This
limit is called the maximum out-of-pocket amount. Once you’ve paid this amount, you
generally pay nothing for covered Part A and Part B services for the rest of the calendar year.

2026 2027
(this year) (next year)

In-network maximum out- $4,150 $4,450
of-pocket amount

Your costs for covered Once you'’ve paid $4,450
medical services (such as out-of-pocket for covered
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2026 2027

(this year) (next year)
copayments) from network Part A and Part B services,
providers count toward your you’ll pay nothing for your
in-network maximum out-of- covered Part A and PartB
pocket amount. Our plan services from network
premlL.um.and your COSt,S‘ for providers for the rest of
prescription drugs don t the calendar year.
count toward your maximum
out-of-pocket amount.
Combined maximum out- $5,750 $6,700

of-pocket amount

Your costs for covered
medical services (such as
copayments) from in-
network and out-of-network
providers count toward your
combined maximum out-of-
pocket amount. Your plan
premium and costs for
outpatient prescription
drugs don’t count toward
your maximum out-of-pocket
amount for medical services.

Once you’ve paid $6,700
out-of-pocket for covered
Part A and Part B services,
you’ll pay nothing for your
covered Part Aand Part B
services from network or
out-of-network providers
for the rest of the calendar
year.

Section 1.3 Changes to the Provider Network

Our network of providers has changed for next year. Review the 2027 Provider Directory
bcbst.sapphirecareselect.com to see if your providers (primary care provider, specialists,
hospitals, etc.) are in our network. Here’s how to get an updated Provider Directory:

e Visit our website at bcbst.sapphirecareselect.com.

e Call Member Service at 1-800-831-2583 (TTY users call 711) to get current provider

information or to ask us to mail you a Provider Directory.

We can make changes to the hospitals, doctors, and specialists (providers) that are part of our
plan during the year. If a mid-year change in our providers affects you, call Member Service at
1-800-831-2583 (TTY users call 711) for help. You may have a special enrollment period if

your provider leaves the plan network.


https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fbcbst.sapphirecareselect.com%2F&data=05%7C02%7CLaShawn_Hawkins%40bcbst.com%7Cc0c8850df1b84fe9253b08dc944ac1ca%7C68503c37a9634410afcaecaad3d96f17%7C1%7C0%7C638548296211656778%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=k2m39NvOZVzeRdnMD9S%2F2Bp2LO3Old6xUhl%2FfZ3VvyM%3D&reserved=0
https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fbcbst.sapphirecareselect.com%2F&data=05%7C02%7CLaShawn_Hawkins%40bcbst.com%7Cc0c8850df1b84fe9253b08dc944ac1ca%7C68503c37a9634410afcaecaad3d96f17%7C1%7C0%7C638548296211656778%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=k2m39NvOZVzeRdnMD9S%2F2Bp2LO3Old6xUhl%2FfZ3VvyM%3D&reserved=0
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Section 1.4 Changes to the Pharmacy Network

Amounts you pay for your prescription drugs can depend on which pharmacy you use.
Medicare drug plans have a network of pharmacies. In most cases, your prescriptions are
covered only if they are filled at one of our network pharmacies. Our network includes
pharmacies with preferred cost sharing, which may offer you lower cost sharing than the
standard cost sharing offered by other network pharmacies for some drugs.

Our network of pharmacies has changed for next year. Review the 2027 Pharmacy Directory
bcbst.sapphirecareselect.com to see which pharmacies are in our network. Here’s how to get
an updated Pharmacy Directory:

e Visit our website at bcbst.sapphirecareselect.com.

e Call Member Service at 1-800-831-2583 (TTY users call 711) to get current pharmacy
information or to ask us to mail you a Pharmacy Directory.

We can make changes to the pharmacies that are part of our plan during the year. If a mid-
year change in our pharmacies affects you, call Member Service at 1-800-831-2583 (TTY users
call 711) for help.

Section 1.5 Changes to Benefits & Costs for Medical Services

2026 2027
(this year) (next year)
Ambulance services - Ground In- and Out-of- In- and Out-of-
(Domestic and Worldwide) Network: Network:
You pay a $175 copay You pay a $200 copay

per one-way trip.

per one-way trip.

Cardiac rehabilitation services

In-Network:

You pay a $20 copay per
visit.
Out-of-Network:
You pay 50% of the
Medicare-allowed
amount per visit.

In-Network:
You pay a $25 copay
per visit.

Out-of-Network:
You pay 50% of the
Medicare-allowed
amount per visit.



https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fbcbst.sapphirecareselect.com%2F&data=05%7C02%7CLaShawn_Hawkins%40bcbst.com%7Cc0c8850df1b84fe9253b08dc944ac1ca%7C68503c37a9634410afcaecaad3d96f17%7C1%7C0%7C638548296211656778%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=k2m39NvOZVzeRdnMD9S%2F2Bp2LO3Old6xUhl%2FfZ3VvyM%3D&reserved=0
https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fbcbst.sapphirecareselect.com%2F&data=05%7C02%7CLaShawn_Hawkins%40bcbst.com%7Cc0c8850df1b84fe9253b08dc944ac1ca%7C68503c37a9634410afcaecaad3d96f17%7C1%7C0%7C638548296211656778%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=k2m39NvOZVzeRdnMD9S%2F2Bp2LO3Old6xUhl%2FfZ3VvyM%3D&reserved=0
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2026
(this year)

Dental services - Medicare covered

In-Network:

You pay a $25 copay per
visit.
Out-of-Network:
You pay 50% of the
Medicare-allowed
amount per visit.

10

2027

(next year)

In-Network:
You pay a $39 copay
per visit.

Out-of-Network:
You pay 50% of the
Medicare-allowed
amount per visit.

Dental services - Supplemental
(*Annual Allowance)
Supplemental dental includes
Adjunctive General Services,
Diagnostic and Preventive,
Endodontics, Oral and Maxillofacial
Surgery,

Periodontics, Prosthodontics and
Restorative services.

For more information about
covered procedures, plan cost
share, service limits, coordination
of benefits, locating an In-Network
Provider, Out-of-Network claims
submission and exclusion details,
please refer to the Dental Benefits
Guide

at medicare.bcbst.com/documents.

In- and Out-of-
Network:

You have a $2,250
annual allowance per
year toward all
covered supplemental
dental services.

You pay 100% of
charges beyond the
$2,250 allowance, for
non-covered services
or if you exceed a
service limit.

In-and Out-of-
Network:

You have a $1,750
annual allowance per
year toward all
covered supplemental
dental services.

You pay 100% of
charges beyond the
$1,750 allowance, for
non-covered services
or if you exceed a
service limit.

Dental services - Supplemental
(Adjunctive General Services)
Covered services such as sedation

In-Network:
Not covered.

Out-of-Network:
Not covered.

In-Network:

You pay 20% of the
Plan-allowed amount
through the annual
allowance.
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2026
(this year)

11

2027

(next year)

Out-of-Network:
You pay 50% of the
Plan- allowed amount
through the
annual allowance.

You pay 100% of
charges beyond the
allowance, for non-

covered services or if
you exceed a service
limit.

Dental services - Supplemental
(Diagnostic and Preventive)

Diagnostic and preventive, includes
but not limited to: standard
diagnostic exams, problem focused
evaluations, cleanings, bitewing X-
rays and panoramic or full mouth X-
rays

Prior authorization may be required.

In-Network:
You pay a $0 copay
through the annual

allowance.

Out-of-Network:
You pay 50% of the
billed charges through
the annual allowance.

You pay 100% of
charges beyond the
allowance, for non-

covered services or if
you exceed a service
limit.

In-Network:
You pay a $0 copay
through the annual

allowance.

Out-of-Network:
You pay 50% of the
Plan-allowed
amount through the
annual allowance.

You pay 100% of
charges beyond the
allowance, for non-

covered services or if
you exceed a service
limit.

Dental services - Supplemental
(Endodontics)

Endodontics, includes but not limited
to: root canals,

In-Network:
You pay a $0 copay
through the annual

allowance.

In-Network:
You pay a $0 copay
through the annual

allowance.
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2026
(this year)

apicoectomy, retrograde filling

Prior authorization may be required.

Out-of-Network:
You pay 50% of the
billed charges through
the annual allowance.

You pay 100% of
charges beyond the
allowance, for non-

covered services or if
you exceed a service
limit.

12

2027

(next year)

Out-of-Network:
You pay 50% of the
Plan-allowed amount
through the annual
allowance.

You pay 100% of
charges beyond the
allowance, for non-

covered services or if
you exceed a service
limit.

Dental services - Supplemental
(Oral and Maxillofacial Surgery)

Simple extractions and surgical
extractions (including removal of
impacted teeth), coronectomy, and
other oral surgical procedures
typically not covered by a medical
plan

Prior authorization may be required.

In-Network:

You pay 20% of the
Plan-allowed amount
through the annual
allowance.
Out-of-Network:
You pay 50% of the
billed charges through
the annual allowance.

You pay 100% of
charges beyond the
allowance, for non-

covered services or if
you exceed a service
limit.

In-Network:

You pay 20% of the
Plan-allowed amount
through the annual
allowance.
Out-of-Network:
You pay 50% of the
Plan-allowed amount
through the annual

allowance.

You pay 100% of
charges beyond the
allowance, for non-
covered services or

if you exceed a service
limit.

Dental services - Supplemental
(Periodontics)

In-Network:
You pay a $0 copay

In-Network:
You pay a $0 copay
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2026
(this year)

13

2027

(next year)

Periodontics, includes but not limited
to: periodontal exam, periodontal
maintenance, scaling and root
planing and full mouth debridement

Prior authorization may be required.

through the annual
allowance.

Out-of-Network:
You pay 50% of the
billed charges through
the annual allowance.

You pay 100% of
charges beyond the
allowance, for non-

covered services or if
you exceed a service
limit.

through the annual
allowance.

Out-of-Network:
You pay 50% of the
Plan-allowed amount
through the annual
allowance.

You pay 100% of
charges beyond the
allowance, for non-

covered services or if
you exceed a service
limit.

Dental services - Supplemental
(Prosthodontics)

Prosthodontics, includes but is not
limited to: complete dentures, partial
dentures and denture restoration
Prior authorization may be required.

In-Network:
You pay 20% of the
Plan-allowed amount
through the annual
allowance.

Out-of-Network:
You pay 50% of the
billed charges through
the annual allowance.

You pay 100% of
charges beyond the
allowance, for non-

covered services or if
you exceed a service
limit.

In-Network:

You pay 20% of the
Plan-allowed amount
through the annual
allowance.

Out-of-Network:
You pay 50% of the
Plan-allowed amount
through the annual
allowance.

You pay 100% of
charges beyond the
allowance, for non-

covered services or if
you exceed a service
limit.
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2026
(this year)

Dental services - Supplemental
(Restorative)

Restorative, includes but not limited
to: fillings, crowns, bridges, and
denture repair and adjustment

Prior authorization may be required.

In-Network:
You pay 20% of the
Plan-allowed amount
through the annual
allowance.

Out-of-Network:
You pay 50% of the
billed charges through
the annual allowance.

You pay 100% of
charges beyond the
allowance, for non-

covered services or if
you exceed a service
limit.

14

2027

(next year)

In-Network:

You pay 20% of the
Plan-allowed amount
through the
allowance.

Out-of-Network:
You pay 50% of the
Plan-allowed amount
through the annual
allowance.

You pay 100% of
charges beyond the
allowance, for non-

covered services or if
you exceed a service
limit.

Health and wellness education
programs

Fitness program

In-Network:

You pay a $0 copay per
visit.
Out-of-Network:
Not covered.

In-Network:

You pay a $0 copay per
visit.
Out-of-Network:
You must pay the full
cost at the time of
service. The Plan will
reimburse you for 20%
of the total cost, up to
$150 annually, after
you submit proof of
payment for a
qualifying fitness
center location. To be
eligible for
reimbursement, the
fitness center must
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2026
(this year)
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2027

(next year)

offer use of
cardiovascular
exercise equipment
(e.g., treadmills,
exercise bicycles, stair
climbers, etc.),
strength or resistance
training equipment
(e.g.,
weight/resistance
machines, free
weights, etc.), and/or
instructor-led classes
(such as aerobic
dance, Pilates, “step”
classes, yoga,
etc.). Approved fitness
centers must have
staff oversight, be
open to the public, and
must offer a
membership
agreement (or
equivalent thereof).
Rehabilitation or
physical therapy
services, personal
training sessions,
social clubs, country
clubs, sports teams,
and leagues are
excluded. You will not
be reimbursed for Out-
of-Network fitness
center fees if you were
enrolled at an In-
Network fitness center
during the same time
period.
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2026
(this year)

Hearing services- Supplemental

Covered services include: routine
hearing exam and hearing aid

In-Network:
Routine hearing exam:
You pay a $0 copay per

visit.

Hearing aid:

You pay $199 copay per
aid for Standard
TruHearing” model
You pay $399 copay per
aid for Advanced
TruHearing" model
You pay $699 copay per
aid for Premium
TruHearing” model

Out-of-Network:
Not covered.
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2027

(next year)

In-Network:
Routine hearing
exam:

You pay a $0 copay per
visit.

Hearing aid:
You pay $199 copay
per aid for Standard
TruHearing" model
You pay $399 copay
per aid for Advanced
TruHearing" model
You pay $699 copay
per aid for Premium
TruHearing" model

Out-of-Network:
Routine hearing
exam:

You must pay the full
cost of the hearing
exam at the time of
service. To receive
reimbursement, you
must submit a Direct
Member
Reimbursement (DMR)
claim, including proof
of payment. The Plan
will reimburse 10% of
the amount you paid
for a covered hearing
exam related to
hearing aid evaluation
or fitting.

Hearing aid:
You must pay the full
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2026 2027
(this year) (next year)

cost of the hearing aid
at the time of
purchase. To receive
reimbursement, you
must submit a Direct
Member
Reimbursement (DMR)
claim, including proof
of payment. The Plan
will reimburse 10% of
the amount you paid
for a covered hearing

aid.
Inpatient hospital care In-Network: In-Network:
You pay a $205 copay You pay a $295 copay
per day for days 1-5. per day for days 1-7.

You pay a $0 copay per : You pay a $0 copay per
day for additional days. day for additional

days.
Out-of-Network:
You pay 50% of the Out-of-Network:
Medicare-allowed You pay the 50% of the
amount per admission. Medicare-allowed

amount per admission.

Inpatient services at a psychiatric

In-Network: In-Network:
hospital You pay a $205 copay You pay a $295 copay
per day for days 1-5. per day for days 1-7.
Limited to a 190-day lifetime benefit You pay a $0 copay per | You pay a $0 copay per
day for days 6-190. day for days 8-190.
Out-of-Network: Out-of-Network:
You pay 50% of You pay 50% of

the Medicare-allowed the Medicare-allowed
amount per admission. : amount per admission.
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2026
(this year)

Meals

This benefit provides 14 meals after
discharge from an acute inpatient
hospital, skilled nursing facility, or
observation stay to a home setting.

In-Network:
You pay a $0 copay.

Out-of-Network:
Not covered.
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2027

(next year)

In-Network:
You pay a $0 copay.

Out-of-Network:
You must pay the full
cost at the time of
service. The Plan will
reimburse you for 20%
of the total cost after
you submit proof of
payment for qualifying
meals. Meals must be
provided by an
authorized home meal
delivery service. Meals
must be ready-to-eat
or require minimal
preparation. Meals
may be frozen,
refrigerated, or shelf-
stable and must be
provided in
compliance with
applicable food safety
standards. Restaurant
meals and homemade
meals are not covered.

Outpatient diagnostic tests and
therapeutic services and supplies

In-Network:
X-rays: Specialist:
You pay a $25 copay per
service.

Diagnostic tests:
Specialist:
You pay a $25 copay per
service.

In-Network:
X-rays: Specialist:
You pay a $39 copay
per service.

Diagnostic tests:
Specialist:
You pay a $39 copay
per service.
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2026
(this year)

Therapeutic Radiology
(all locations):
You pay a $40 copay per
service.

Out-of-Network:
You pay 50% of the
Medicare-allowed
amount per service.
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2027

(next year)

Therapeutic Radiology
(all locations):
You pay 20% of the
Plan-allowed amount
per service.

Out-of-Network:
You pay 50% of the
Medicare-allowed
amount per service.

Outpatient surgery services

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

In-Network:
Outpatient hospital:
You pay a $260 copay
per visit.

Ambulatory surgical
center:
You pay a $210 copay
per visit.

Out-of-Network:
Outpatient hospital:
You pay 50% of the

Medicare-allowed

amount per visit.

Ambulatory surgical
center:
You pay 50% of the
Medicare-allowed
amount per visit.

In-Network:
Outpatient hospital:
You pay a $325 copay
per visit.

Ambulatory surgical
center:
You pay a $225 copay
per visit.

Out-of-Network:
Outpatient hospital:
You pay 50% of the

Medicare-allowed

amount per visit.

Ambulatory surgical
center:
You pay 50% of the
Medicare-allowed
amount per visit.

Outpatient rehabilitation services

Covered services include physical

In-Network:
You pay a $15 copay per
visit.

In-Network:
You pay a $25 copay
per visit.
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2026
(this year)

therapy, occupational therapy and
speech language therapy

Out-of-Network:
You pay 50% of the
Medicare-allowed
amount per visit.

20

2027

(next year)

Out-of-Network:
You pay 50% of the
Medicare-allowed
amount per visit.

Over-the-counter (OTC) benefit

In-Network:
You have a $56
quarterly allowance for
OTC benefits.

Out-of-Network:
Not covered.

In-Network:
You have a $45
quarterly allowance
for OTC benefits.

Out-of-Network:
You must pay the full
cost at the time of
service. The Plan will
reimburse you for 20%
of the total cost, up to
the allowance, after
you submit proof of
payment. Out-of-
Network
reimbursement must
be purchased at
authorized retailers
with itemized receipts
for qualifying OTC
items in accordance
with CMS covered
items.

Physician/ Practitioner services,
including doctor's office visits

In-Network:
Specialist office or
telehealth visit:

You pay a $25 copay per
visit.

In-Network:
Specialist office or
telehealth visit:
You pay a $39 copay
per visit.
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2026
(this year)

Wound care: You pay a
$25 copay per visit.

Out-of-Network:
You pay 50% of the
Medicare-allowed
amount per visit.

21

2027

(next year)

Wound care: You pay a
$39 copay per visit.

Out-of-Network:
You pay 50% of the

Medicare-allowed

amount per visit.

Podiatry Services

Covered services include:

Diagnosis and the medical or surgical
treatment of injuries and diseases of

the feet (such as hammer toe or heel

spurs).

Routine foot care for members with
certain medical conditions affecting
the lower limbs

In-Network:

You pay a $25 copay per
visit.
Out-of-Network:
You pay 50% of the
Medicare-allowed
amount per visit.

In-Network:
You pay a $39 copay
per visit.

Out-of-Network:
You pay 50% of the

Medicare-allowed

amount per visit.

Pulmonary rehabilitation services

In-Network:

You pay a $15 copay per
visit.
Out-of-Network:
You pay 50% of the
Medicare-allowed
amount per visit.

In-Network:
You pay a $25 copay
per visit.

Out-of-Network:
You pay 50% of the

Medicare-allowed

amount per visit.

Skilled nursing facility (SNF) care

In-Network:

You pay a $0 copay per
day for days 1-20.
You pay a $218 copay
per day for days 21-100.

In-Network:

You pay a $0 copay per
day for days 1-20.
You pay a $221 copay
per day for days 21-
100.
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2026 2027
(this year) (next year)

Out-of-Network: Out-of-Network:
You pay 50% of the You pay 50% of the
Medicare-allowed Medicare-allowed

amount per admission. : amount per admission.

Section 1.6 Changes to Part D Drug Coverage

Changes to Our Drug List

Our list of covered drugs is called a formulary or Drug List. A copy of our Drug List is provided
electronically and posted online at medicare.bcbst.com/pharmacy.

We made changes to our Drug List, which could include removing or adding drugs, changing
the restrictions that apply to our coverage for certain drugs, or moving them to a different
cost-sharing tier. Review the Drug List to make sure your drugs will be covered next year
and to see if there will be any restrictions, or if your drug has been moved to a different
cost-sharing tier.

Most of the changes in the Drug List are new for the beginning of each year. However, we
might make other changes that are allowed by Medicare rules that will affect you during the
calendar year. We update our online Drug List at least monthly to provide the most up-to-
date list of drugs. If we make a change that will affect your access to a drug you’re taking,
we’ll send you a notice about the change.

If you’re affected by a change in drug coverage at the beginning of the year or during the year,
review Chapter 9 of your Evidence of Coverage and talk to your prescriber to find out your
options, such as asking for a temporary supply, applying for an exception, and/or working to
find a new drug. Call Member Service at 1-800-831-2583 (TTY users call 711) for more
information.

Section 1.7 Changes to Prescription Drug Benefits & Costs

Do you get Extra Help to pay for your drug coverage costs?

If you’re in a program that helps pay for your drugs (Extra Help), the information about costs
for Part D drugs may not apply to you. We sent you a separate material, called the Evidence
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of Coverage Rider for People Who Get Extra Help Paying for Prescription Drugs, which tells you
about your drug costs. If you get Extra Help and you don’t get this material by Sept. 30, 2026,
call Member Service at 1-800-831-2583 (TTY users call 711) and ask for the LIS Rider.

Drug Payment Stages

There are 3 drug payment stages: the Yearly Deductible Stage, the Initial Coverage Stage,
and the Catastrophic Coverage Stage.

e Stage 1: Yearly Deductible

You start in this payment stage each calendar year. During this stage, you pay the full
cost of your brand name drugs until you reach the yearly deductible.

e Stage 2: Initial Coverage

Once you pay the yearly deductible, you move to the Initial Coverage Stage. In this
stage, our plan pays its share of the cost of your drugs, and you pay your share of the
cost. You generally stay in this stage until your year-to-date Out-of-Pocket costs reach
$2,400.

e Stage 3: Catastrophic Coverage

This is the third and final drug payment stage. In this stage, you pay nothing for your
covered Part D drugs. You generally stay in this stage for the rest of the calendar year.

Drug Costs in Stage 1: Yearly Deductible

The table shows your cost per prescription during this stage
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2026
(this year)

Yearly Deductible

The deductible is $250.

During this stage, you pay:
$0-$6 cost sharing for drugs
on Tier 1 (Preferred
Generic), $5-$10 cost
sharing for drugs on Tier
2 (Generic), $33 cost sharing
for drugs on Tier 3 (Insulin
Drugs), and the full cost of
drugs on Tier 3 (Preferred
Brand), Tier 4 (Non-
Preferred Drugs) and Tier 5
(Specialty Drugs) until
you’ve reached the yearly

24

2027

(next year)

The deductible is $700.

During this stage, you pay:
$0-$6 cost sharing for
drugs on Tier 1 (Preferred
Generic), $5-$10 cost
sharing for drugs on Tier
2 (Generic), $35 cost
sharing for drugs on Tier 3
(Insulin Drugs), and the
full cost of drugs on Tier 3
(Preferred Brand), Tier 4
(Non-Preferred Drugs) and
Tier 5 (Specialty Drugs)
until you’ve reached the

deductible. yearly deductible.

Drug Costs in Stage 2: Initial Coverage

For drugs on Preferred Brand and Insulin Drugs, your cost sharing in the Initial Coverage
Stage is changing from a copayment to coinsurance. Go to the following table for the changes
from 2026 to 2027.

The table shows your cost per prescription for a one-month (30-day) supply filled at a
network pharmacy with standard and preferred cost sharing.

Most adult Part D vaccines are covered at no cost to you. For more information about the
costs of vaccines, or information about the costs for a long-term supply; or for mail-order
prescriptions, go to Chapter 6 of your Evidence of Coverage.

Once you’ve paid $2,400 out of pocket for covered Part D drugs, you’ll move to the next stage
(the Catastrophic Coverage Stage).
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Preferred Generic Drugs:

Standard cost sharing:
You pay $6 per prescription

Preferred cost sharing:
You pay $0 per prescription

25

2027

(next year)

Standard cost sharing:
You pay $6 per prescription

Preferred cost sharing:
You pay $0 per prescription

Generic Drugs:

Standard cost sharing:

You pay $10 per
prescription

Preferred cost sharing:
You pay $5 per prescription

Standard cost sharing:
You pay $10 per
prescription

Preferred cost sharing:
You pay $5 per prescription

Preferred Brand and Insulin
Drugs:

Standard cost sharing:
You pay $33 per
prescription
You pay $33 per month
supply of each covered
insulin product on this
tier.

Your cost for a one-month
mail-order prescription is
$33.

Preferred cost sharing:
You pay $28 per
prescription
You pay $28 per month
supply of each covered
insulin product on this
tier.

Your cost for a one-month
mail-order prescription is

$28.

Standard cost sharing:
You pay 19% coinsurance
per prescription
You pay $35 per month
supply of each covered
insulin product on this tier.

Your cost for a one-month
mail-order prescription is
19% coinsurance.
Preferred cost sharing:
You pay 19% coinsurance
You pay $35 per month
supply of each covered
insulin product on this tier.
Your cost for a one-month
mail-order prescription is

19% coinsurance.
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2026
(this year)

Non-Preferred Drugs:

This tier is limited to a 30-
day supply.

Standard cost sharing:

You pay 50% coinsurance

You pay $35 per month
supply of each covered

insulin product on this tier.

Your cost for a one-month
mail-order prescription is
50% coinsurance.

Preferred cost sharing:

You pay 50% coinsurance

You pay $35 per month
supply of each covered

insulin product on this tier.

Your cost for a one-month
mail-order prescription is
50% coinsurance.
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2027

(next year)

Standard cost sharing:
You pay 40% coinsurance
You pay $35 per month

supply of each covered
insulin product on this tier.

Your cost for a one-month
mail-order prescription is
40% coinsurance.

Preferred cost sharing:

You pay 40% coinsurance

You pay $35 per month
supply of each covered
insulin product on this tier.

Your cost for a one-month
mail-order prescription is
40% coinsurance.

Specialty Tier:
This tier is limited to a 30-
day supply.

Standard cost sharing:

You pay 30% coinsurance

Preferred cost sharing:

You pay 30% coinsurance

Standard cost sharing:

You pay 25% coinsurance

Preferred cost sharing:

You pay 25% coinsurance

SECTION 2 How to Change Plans

To stay in BlueAdvantage Ruby, you don’t need to do anything. Unless you sign up for a
different type of Medicare health plan or change to Original Medicare by December 7, you’ll
automatically be enrolled in our BlueAdvantage Ruby.

If you want to change plans for 2027, follow these steps:

e To change to a different Medicare health plan, enroll in the new plan. You’ll be
automatically disenrolled from BlueAdvantage Ruby. Remember, not all Medicare
health plans cover prescription drugs. Also, be aware that for many plans, you can’t
join a Medicare health plan and simultaneously purchase a prescription drug plan.
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e To change to Original Medicare with separate Medicare drug coverage, you can
enrollin a Part D plan, and you’ll automatically be disenrolled from BlueAdvantage
Ruby.

e To change to Original Medicare without a drug plan, you can send us a written
request to disenroll. Call Member Service at 1-800-831-2583 (TTY users call 711) for
more information on how to do this. Or call Medicare at 1-800-MEDICARE (1-800-633-
4227) and ask to be disenrolled. TTY users can call 1-877-486-2048. If you don’t enroll
in a Medicare drug plan, you may pay a Part D late enrollment penalty (Go to Section
1.1).

e To learn more about Original Medicare and the different types of Medicare plans,
visit Medicare.gov, check the Medicare & You 2027 handbook, call your State Health
Insurance Assistance Program (go to Section 4), or call 1-800-MEDICARE (1-800-633-
4227). As a reminder, BlueCross BlueShield of Tennessee, Inc. (plan/Part D sponsor)
offers other Medicare health plans. These other plans can have different coverage,
monthly plan premiums, and cost-sharing amounts.

Section 2.1 Deadlines for Changing Plans

People with Medicare can make changes to their coverage from October 15 - December 7
each year.

If you enrolled in a Medicare Advantage plan for January 1, 2027, and don’t like your plan
choice, you can switch to another Medicare health plan (with or without Medicare drug
coverage) or switch to Original Medicare (with or without separate Medicare drug coverage)
between January 1 - March 31, 2027.

Section 2.2 Are there other times of the year to make a change?

In certain situations, people can have other chances to change their coverage during the year.
Examples include people who:

e Have Medicaid

e Get Extra Help paying for their drugs

e Have or are leaving employer coverage
e Move out of our plan’s service area

If you recently moved into or currently live in an institution (like a skilled nursing facility or
long-term care hospital), you can change your Medicare coverage at any time. You can
change to any other Medicare health plan (with or without Medicare drug coverage) or switch
to Original Medicare (with or without separate Medicare drug coverage) at any time. If you
recently moved out of an institution, you have an opportunity to switch plans or switch to
Original Medicare for 2 full months after the month you move out.
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SECTION 3 Get Help Paying for Prescription Drugs

You can qualify for help paying for prescription drugs. Different kinds of help are available:

e Extra Help from Medicare. People with limited incomes may qualify for Extra Help to
pay for their prescription drug costs. If you qualify, Medicare could pay up to 75% or
more of your drug costs including monthly drug plan premiums, yearly deductibles,
and coinsurance. Also, people who qualify won’t have a late enrollment penalty. To see
if you qualify, call:

o 1-800-MEDICARE (1-800-633-4227). TTY users can call 1-877-486-2048, 24 hours a
day, 7 days a week.

o Social Security at 1-800-772-1213 between 8 a.m. and 7 p.m., Monday -Friday for
a representative. Automated messages are available 24 hours a day. TTY users
call 1-800-325-0778.

o Your State Medicaid Office.

e Prescription Cost-sharing Assistance for Persons with HIV/AIDS. The AIDS Drug
Assistance Program (ADAP) helps ensure that ADAP-eligible people living with HIV/AIDS
have access to life-saving HIV medications. To be eligible for the ADAP operating in your
state, you must meet certain criteria, including proof of state residence and HIV status,
low income as defined by the state, and uninsured/under-insured status. Medicare Part
D drugs that are also covered by ADAP qualify for prescription cost-sharing help
through the Ryan White Program (Tennessee’s AIDS Drug Assistance Program). For
information on eligibility criteria, covered drugs, how to enroll in the program, or, if
you’re currently enrolled, how to continue getting help, call the Ryan White Program
(Tennessee’s AIDS Drug Assistance Program): 1-615-741-7500, Monday - Friday 8:00
a.m. to 4:30 p.m. CT. Be sure, when calling, to inform them of your Medicare Part D plan
name or policy number.

e The Medicare Prescription Payment Plan. The Medicare Prescription Payment Plan is
a payment option that works with your current drug coverage to help you manage your
out-of-pocket costs for drugs covered by our plan by spreading them across the
calendar year (January - December). Anyone with a Medicare drug plan or Medicare
health plan with drug coverage (like a Medicare Advantage plan with drug coverage)
can use this payment option. If you’re participating in the Medicare Prescription
Payment Plan and stay in the same Part D plan, your participation will be automatically
renewed for 2027. You do not need to submit a new election request to continue
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participating in 2027. This payment option might help you manage your expenses,
but it doesn’t save you money or lower your drug costs.

Extra Help from Medicare and help from your ADAP, for those who qualify, is more
advantageous than participation in the Medicare Prescription Payment Plan. To learn
more about this payment option, call us at 1-800-831-2583 (TTY users should call 711)

or visit Medicare.gov.

SECTION 4 Questions?

Get Help from BlueAdvantage Ruby

e Call Member Service at 1-800-831-2583. (TTY users call 711.)

We’re available for phone calls from Oct. 1 to March 31, you can call us 7 days a week
from 8 a.m. to 9 p.m. ET. From April 1 to Sept. 30, you can call us Monday through
Friday from 8 a.m. to 9 p.m. ET. Calls to these numbers are free.

e Read your 2027 Evidence of Coverage

This Annual Notice of Change gives you a summary of changes in your benefits and costs
for 2027. For details, go to the 2027 Evidence of Coverage for BlueAdvantage Ruby. The
Evidence of Coverage is the legal, detailed description of our plan benefits. It explains
your rights and the rules you need to follow to get covered services and prescription
drugs. Get the Evidence of Coverage on our website at Medicare.bcbst.com or call
Member Service at 1-800-831-2583 (TTY users call 711) to ask us to mail you a copy.

e Visit Medicare.bcbst.com

Our website has the most up-to-date information about our provider network (Provider
Directory/Pharmacy Directory) and our List of Covered Drugs (formulary/Drug List).

Get Free Counseling about Medicare

The State Health Insurance Assistance Program (SHIP) is an independent government
program with trained counselors in every state. In Tennessee, the SHIP is called Tennessee
State Health Insurance Assistance Program.

Call Tennessee State Health Insurance Assistance Program to get free personalized health
insurance counseling. They can help you understand your Medicare plan choices and answer
questions about switching plans. Call Tennessee State Health Insurance Assistance Program


https://www.medicare.gov/
https://medicare.bcbst.com/
https://medicare.bcbst.com/
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at 1-877-801-0044, (Toll-Free). Learn more about Tennessee State Health Insurance
Assistance Program by visiting (tn.gov/disability-and-aging/disability-aging-programs/tn-

ship.html).

Get Help from Medicare

e Call 1-800-MEDICARE (1-800-633-4227)

You can call 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users
can call 1-877-486-2048.

¢ Chat live with Medicare.gov

You can chat live at Medicare.gov/talk-to-someone.

e Write to Medicare

You can write to Medicare at PO Box 1270, Lawrence, KS 66044

e Visit Medicare.gov

The official Medicare website has information about cost, coverage, and quality Star
Ratings to help you compare Medicare health plans in your area.

e Read Medicare & You 2027

The Medicare & You 2027 handbook is mailed to people with Medicare every fall. It has a
summary of Medicare benefits, rights and protections, and answers to the most
frequently asked questions about Medicare. Get a copy at Medicare.gov or by calling 1-
800-MEDICARE (1-800-633-4227). TTY users can call 1-877-486-2048.


https://www.tn.gov/disability-and-aging/disability-aging-programs/tn-ship.html
https://www.tn.gov/disability-and-aging/disability-aging-programs/tn-ship.html
https://www.medicare.gov/
https://www.medicare.gov/talk-to-someone
https://www.medicare.gov/
https://www.medicare.gov/
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