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Disclaimer

Benefits administrators and others chosen by your
employer to assist you with your participation

in the employee benefit programs administered

by the South Carolina Public Employee Benefit
Authority (PEBA) are not agents or employees of
PEBA and are not authorized to bind PEBA or make
representations on behalf of PEBA.

The Insurance Benefits Guide contains an
abbreviated description of insurance benefits
provided by or through the South Carolina Public
Employee Benefit Authority. The Plan of Benefits
documents and benefits contracts contain
complete descriptions of the health and dental
plans and all other insurance benefits. Their terms
and conditions govern all benefits offered by

or through the South Carolina Public Employee
Benefit Authority. If you would like to review these
documents, contact your benefits administrator
or the South Carolina Public Employee Benefit
Authority.

The language in this document does not create
an employment contract between the employee
and the South Carolina Public Employee Benefit
Authority. This document does not create any
contractual rights or entitlements. The South
Carolina Public Employee Benefit Authority
reserves the right to revise the content of this
document, in whole or in part. No promises or
assurances, whether written or oral, which are
contrary to or inconsistent with the terms of this
paragraph create any contract of employment.

State Health Plan’s grandfathered status

The South Carolina Public Employee Benefit
Authority believes the State Health Planis a
“grandfathered health plan” under the Patient
Protection and Affordable Care Act (the Affordable
Care Act).
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As permitted by the Affordable Care Act, a
grandfathered health plan can preserve certain
basic health coverage that was already in effect
when that law was enacted. Being a grandfathered
health plan means that your plan may not include
certain consumer protections of the Affordable
Care Act that apply to other plans, for example,
the requirement for the provision of preventive
health services without any cost sharing. However,
grandfathered health plans must comply with
certain other consumer protections in the
Affordable Care Act, for example, the elimination
of certain lifetime limits on benefits.

Questions regarding which protections apply and
which protections do not apply to a grandfathered
health plan and what might cause a plan to change
from grandfathered health plan status can be
directed to the plan administrator at 803.737.6800
or 888.260.9430.

Notice of non-discrimination

The South Carolina Public Employee Benefit
Authority (PEBA) complies with applicable Federal
civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability,
or sex. PEBA does not exclude people or treat
them differently because of race, color, national
origin, age, disability, or sex.

PEBA:

+ Provides free aids and services to people with
disabilities to communicate effectively with us,
such as:

+ Qualified sign language interpreters; and

+ 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:



+ Qualified interpreters; and
« Information written in other languages.

If you need these services, contact PEBA’s Privacy
Officer.

If you believe that PEBA 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 PEBA's Privacy
Officer, 202 Arbor Lake Dr., Columbia, SC 29223,
803.734.0119 (phone), 803.570.8110 (fax), or

at privacyofficer@peba.sc.gov. You can file a

grievance in person or by mail, fax, or email. If you
need help filing a grievance, PEBA's Privacy Officer
is available to help you.

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, D.C. 20201

800.368.1019, 800.537.7697 (TDD)

Complaint forms are available at http://www.hhs.

gov/ocr/office/file/index.html.

Language assistance

ATENCION: si habla espafiol, tiene a su disposicién
servicios gratuitos de asistencia lingtistica. Llame
al 1.888.260.9430.

AR MREFERERESRX, BALABERFESE
BIARTE. SEHE 1.888.260.9430

CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu

hd trg ngdn nglr mién phi danh cho ban. Goi s&
1.888.260.9430

Fo: et & AH8otAl= 4%, &0 A& ME|AE

FEE2 0|8%td + ASLICt 1.888.260.9430
Moz Ml FHAL.
ATTENTION : Si vous parlez francais, des

services d'aide linguistique vous sont proposés
gratuitement. Appelez le 1.888.260.9430.

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari
kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa 1.888.260.9430.

BHUMAHWE: Ecnv Bbl roBOpUTE Ha PYCCKOM A3bIKE,
TO BaM AOCTYMHbl 6ecrnnatHble ycayrv nepesosa.
3BoHUTe 1.888.260.9430.

ACHTUNG: Wenn Sie Deutsch sprechen, stehen
Ihnen kostenlos sprachliche Hilfsdienstleistungen
zur Verfugung. Rufnummer: 1.888.260.9430.

YUell: %) di AUl odleldl &), dl «1(:1es @il
Y& AR dHRLHIR Guan 8. sl 53U
1.888.260.9430.

Oled ‘BEdJl 33l GO GREN] :Bbjcd‘é
1.888.260.9430. £ dooo) 0lzpdic Jd yBlsom
Eéjidd‘ 5380"(’0“ SlpaE

ATENCAO: Se fala portugués, encontram-se
disponiveis servicos linguisticos, gratis. Ligue para
1.888.260.9430.

ARFE: BRFEZEESINDGE. BHOSEXE
ZTRIAWZITET, 1.888.260.9430 £T. HE
FEICTITERILEEL,

YBATA! fIKLL0 B/ pO3MOB/IAETE YKPAIHCLKOK
MOBOIO, B/ MOXeTe 3BepPHYTNCS 0 6e3KOLLUTOBHOI

CNyXX61 MOBHOT MiATPUMKIN. TenedoHyiTe 3a
Homepom 1.888.260.9430.

@ < gl oy gt dierd € af sue it gurd & yren
TETIdT JaTd IUTeY g1 1.803.734.0119 IR HId B |
UIlisS: Ut sSMHSASUNW Mgyl

WIS SWNSTRMAN SLNWESAR IS
AHGEISAINUUITHSHY 1 SIiNS
1.888.260.9430
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When you or a covered
dependent becomes
eligible for Medicare




Signing up for Medicare Parts A and B

To receive full benefits with PEBA's retiree

group health plan when you become eligible for
Medicare, you will need to be covered by both
Part A (hospital coverage) and Part B (medical
coverage). If you are not, you will be required to
pay the portion of your health care costs Parts A
and B would have paid. You can learn more about
Medicare at www.medicare.gov.

Medicare's initial enrollment period begins three
months before your 65™ birthday, includes the
month of your birthday, and then continues for
three months past the month in which you turn
65. Those who are not receiving Social Security
benefits should ask about enrolling in Medicare
three months before turning 65, so Medicare
coverage can start during the month they turn 65.

If you are receiving Social Security benefits, the
Social Security Administration should notify you of
Medicare eligibility three months before you reach
age 65. Medicare Part A starts automatically.

If you decide to put off receiving Social Security
benefits until you reach your full Social Security
retirement age, you must still be covered by
Medicare Part A and Part B. Contact the Social
Security Administration within three months of
your 65™ birthday to enroll. The Social Security
Administration will bill you quarterly for the Part B
premium.

What happens when you turn down
Part B

If you turn down Medicare Part B when you are
first eligible, you must wait until Medicare’s general
enrollment period to sign up, unless you are
covered as an active employee. This period is from
January 1 to March 31 of each year, and coverage
begins on July 1. For every 12-month period you
were not covered by Part B after you were first

eligible, your Medicare premium will be 10 percent
higher, and the increase may be permanent.
Contact Medicare to learn more about enrollment
and for premium information that applies to you.

Automatic enroliment in PEBA’s
Medicare Supplemental Plan

If you are a retiree, and you are covered by the
State Health Plan Standard Plan or Savings Plan
before you become eligible for Medicare, PEBA
will mail you a letter when you become Medicare-
eligible because of age, which indicates that you
will be automatically enrolled in the Medicare
Supplemental Plan.

If you prefer another PEBA-sponsored health
plan, you will need to inform PEBA within 31 days
of Medicare Part A eligibility. If you are covered
by a health plan offered through PEBA and you
become Medicare-eligible for any reason, not just
age, you will be able to change to the Medicare
Supplemental Plan within 31 days of eligibility.
After this 31-day period, you can change from
the Carve-out Plan to the Medicare Supplemental
Plan during the annual October open enrollment
period. Plan changes made during open
enrollment become effective on the following
January 1. If you move out of the United States
permanently, you may be eligible to change from
the Medicare Supplemental Plan to the Carve-out
Plan.

More information on Medicare Supplemental Plan
coverage and Carve-out Plan coverage begins on
Page 17.
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Moving to prescription drug coverage
with Express Scripts Medicare

When you become eligible for Medicare, you

will be automatically enrolled in Express Scripts
Medicare, the State Health Plan’s Medicare
prescription drug program, whether you are
covered by the Medicare Supplemental Plan or the
Carve-out Plan.

Most subscribers covered by the Medicare
Supplemental Plan or the Carve-out Plan will be
better served if they remain covered by Express
Scripts Medicare. Because you have this coverage,
your drug benefits will continue to be paid through
your health insurance. PEBA charges no additional
premium for drug coverage.

The program is a group-based, Medicare Part D
Prescription Drug Plan. Express Scripts will send
you information that will include a letter about
how you can opt out of the Medicare prescription
drug program and remain covered by the State
Health Plan Prescription Drug Program. Express
Scripts is required to give you 21 days to opt out.
If you opt out, you remain out of the program
unless you decide to re-enroll; you will not need
to opt out every year. You can re-enroll in Express
Scripts Medicare at any time; however, if you enroll
initially, you cannot opt out until Medicare's open
enrollment period. This period is from October 15
to December 7 of each year.

You may have heard that if you do not sign up for
Medicare Part D when you are first eligible, you
will have to pay higher premiums for Part D. For
most PEBA subscribers, this is not true. According
to Medicare rules, Medicare recipients who have
creditable coverage, which is drug coverage that
is as good as, or better than, Part D, and who later
sign up for Part D, will not be penalized by higher
Part D premiums. Subscribers of the health plans
offered through PEBA have creditable coverage.

Insurance Coverage for the Medicare-eligible Member

When you turn 65 and become eligible for
Medicare, you will receive a Notice of Creditable
Coverage from PEBA." Please save your Notice of
Creditable Coverage from PEBA in case you need
to prove you had this coverage when you became
eligible for Part D. Please note that if a member
joins a plan that does not provide creditable
coverage, and then joins a Medicare plan, he will
have to pay a late enrollment penalty if he goes
63 continuous days or more without creditable
coverage.

If you enroll in a Medicare Part D prescription drug
plan other than the one offered through PEBA, you
will not be eligible for drug benefits through the
State Health Plan. Your health insurance premium
will remain the same.

For more details on prescription drug coverage,
see the Using Express Scripts Medicare for
prescription drug coverage section on Page 23.

Your insurance cards

When you become eligible for Medicare, you will
receive new identification cards for the Medicare
Supplemental Plan. Your Benefits Identification
Number (BIN) will not change, though, and your
dental cards will remain valid.

If you or your dependents are covered under
Express Scripts Medicare, each member will
receive a prescription drug card issued in his own
name. Each family member who is not covered
under the Medicare prescription drug program
will receive a card, issued in the subscriber's name,
showing he is covered under the State Health Plan
Prescription Drug Program.

1 If you become eligible for Medicare before age 65, PEBA will
not send you the Notice of Creditable Coverage letter. You need
to notify PEBA of your Medicare eligibility.



Coverage in active employment
situations

Medicare at age 65 for active
employees

Those employees who are actively working and/
or are covered under a state health insurance plan
for active employees may delay enrollment in Part
B because in these cases, insurance as an active
employee remains the primary payer. This means
that it pays first toward your medical expenses,
and Medicare pays second. If you remain an active
employee, but your spouse is eligible for Medicare,
your spouse should enroll in Part A but may delay
enrollment in Part B until you retire and your
active health coverage ends.

If you or your spouse defers Part B coverage and
then decides to enroll in Part B at a later time
while you are still actively at work, a gain of Part B
will not be considered a special eligibility situation
that would permit you to immediately drop

health coverage with PEBA. You will be required
to wait until an open enrollment period, which
occurs annually in October, or until the 31-day
period after a special eligibility situation, such as a
marriage, divorce or legal separation, to drop your
health coverage.

If you are an active employee, and you are covering
your spouse under a state health insurance plan
for active employees, and your spouse is eligible
for Medicare due to disability, your spouse

may delay enrollment in Part B, because your
insurance as an active employee remains primary.
If your spouse’s eligibility is due to end-stage

renal disease, you should contact PEBA for more
information.

Working in an insurance-eligible job
after retirement

If you, your spouse or your child is covered under

the retiree group insurance program, and you

return to work for an employer participating in the

state insurance program in a way that makes you
eligible for enrollment in the State Health Plan, you

may not remain on retiree coverage.

Federal law will not allow a person in an insurance-

eligible position, or any person he covers, to use

Medicare as his primary insurance and coverage

through PEBA as his secondary insurance. This

means that even if you are eligible for PEBA-

sponsored coverage as a retiree, if you return to

work in an insurance-eligible position, you may not

be covered as a retiree. As a result, you will need to

do one of these things:

Enroll as an active employee with Medicare as
the secondary payer; or

Refuse all PEBA-sponsored health coverage?
for you, your spouse and your children and
have Medicare coverage only.

As an active employee, you are also eligible for

these benefits:

Dental Plus and Basic Dental;
State Vision Plan;

Basic, Optional and Dependent Life insurance
(with the exception of part-time teachers, who
are eligible for the State Health Plan according
to S.C. Code 59-25-45);

Basic and Supplemental Long Term Disability
(with the exception of part-time teachers, who
are eligible for the State Health Plan according
to S.C. Code 59-25-45);

MoneyPlus; and

2 You may keep your dental and vision coverage offered
through PEBA.
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+ Health Savings Account if enrolled in the
Savings Plan.

More information about these benefits is available
in the Insurance Benefits Guide.

Should you enroll in active group coverage, you

will still need to notify the Medicare coordination
of benefits contractor at 855.798.2627 so that
Medicare will correctly be established as secondary
insurance.

Even with active employee insurance through
PEBA, you may still remain covered by Medicare
Part B as a secondary payer and continue paying
the Part B premium. You can also delay or drop
Part B without a penalty while you have active
group coverage.

For more information, contact the Social Security
Administration at 800.772.1213.

When you stop working and your active group
coverage ends, you may re-enroll in retiree group
coverage within 31 days of the date your active
coverage is terminated. You also may enroll during
open enroliment or within 31 days of a special
eligibility situation. In addition, you must notify

the Social Security Administration that you are no
longer covered under an active group so that you
can re-enroll in Medicare Part B, if you dropped it
earlier.

If your new job does not make you eligible for
benefits, your retiree group coverage continues,
and Medicare remains the primary payer.

Retirees hired in an insurance-eligible
job who continued life insurance

If you continued your Optional Life insurance as
a retiree, you will have the option to keep your
continued policy and pay premiums directly to
MetLife, or to enroll in Optional Life as a newly
hired active employee with a limit of three times
your annual salary without medical evidence, up

Insurance Coverage for the Medicare-eligible Member

to a maximum of $500,000. You cannot do both.
If you choose to cancel your continued coverage,
contact MetLife, the insurer for the Optional Life
program, within 31 days of returning to work.

If you are considered a new hire, see the Life
insurance chapter in the Insurance Benefits Guide to
learn about your options during employment and
when you leave employment.

Coverage in retirement situations

Eligible retirees who turn age 65

When a retiree reaches age 65 and is eligible for
Medicare, Medicare serves as the primary payer.

Ineligible retirees who turn age 65

If, when you retire, you are age 65 or older and
not eligible for Medicare, you should contact the
Social Security Administration. It will send you a
letter of denial of Medicare coverage, and you
should provide a copy of this to your benefits
administrator. You may enroll in health insurance
as a retiree within 31 days of loss of active
coverage, within 31 days of a special eligibility
situation or during an annual open enrollment
period. You may also enroll your eligible family
members.

Retirees who leave active employment
after age 65

Social Security has a special enrollment rule for
employees who end active employment after age
65. Contact the Social Security Administration at
least 90 days before you retire to ensure that you
or your covered spouse or child’'s Medicare Part A
and Part B coverage begins on the same date as
your retiree coverage.

Check with the Social Security Administration to
make sure you are covered by Medicare Part A.
PEBA encourages you to enroll in Part B because
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Medicare becomes your primary coverage.

A chart showing how PEBA's Medicare
Supplemental Plan and Carve-out Plan coordinate
with traditional Medicare is on Page 17. You may
enroll in the Medicare Supplemental Plan within 31
days of the date your active coverage ends. If you
are leaving a state agency, public higher education
institution, public school district or charter

school that participates in both insurance and
retirement, attach a copy of your Medicare card
to a completed Retiree Notice of Election form and
send them to PEBA. If you are leaving an optional
employer or charter school that participates in
insurance only, give a completed Retiree Notice of
Election form with a copy of your Medicare card

to the benefits administrator for your former
employer’s personnel office.

Ineligible retirees whose spouses or
children are eligible for Medicare

If you are a retiree who is not eligible for Medicare,
but your dependent spouse or child is, you have
the option to enroll in the Medicare Supplemental
Plan. Family members who are not eligible for
Medicare will be covered under the Standard Plan
provisions. See the Health insurance chapter of the
Insurance Benefits Guide for more information.

Coverage in disability situations

Before age 65

If you, or your eligible spouse or child becomes
eligible for Medicare before age 65 due to
disability, including end-stage renal disease, notify
PEBA within 31 days of Medicare eligibility by
sending PEBA a copy of your Medicare card.

Generally, when you become eligible for Medicare,
it serves as the primary payer for your coverage.
This is not the case for those who are still actively
working for an employer participating in the State

Health Plan or those who are in the 30-month
end-stage renal disease coordination of benefits
period. If this is the case for you, PEBA health
insurance will remain primary.

A chart showing how PEBA's Medicare
Supplemental Plan and Carve-out Plan coordinate
with traditional Medicare is on Page 17. To enroll
in the Medicare Supplemental Plan, complete a
Retiree Notice of Election form and attach a copy

of your Medicare card. If you worked for a state
agency, public higher education institution, public
school district or charter school that participates
in both insurance and retirement, you should send
it directly to PEBA. If you worked for an optional
employer or charter school that participates

in insurance only, you should send it to the
benefits administrator for your former employer’s
personnel office. Coverage will begin the first day
of the month after PEBA receives notification that
you are covered by Medicare.

End-stage renal disease

If you have end-stage renal disease, you will
become eligible for Medicare three months after
beginning dialysis. A 30-month coordination period
will then begin. During this period, your health
coverage through PEBA is primary, which means

it pays your medical claims first. After 30 months,
Medicare becomes your primary coverage.

Please notify PEBA within 31 days of the end of
the coordination period. If you are covered as a
retiree,® you will then have the option of changing
to the Medicare Supplemental Plan. A chart
showing how PEBA’'s Medicare Supplemental Plan
and Carve-out Plan coordinate with traditional
Medicare is on Page 17.

The coordination period applies whether you

3 The Medicare Supplemental Plan is not available to active
employees or their covered family members.
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are an active employee, a retiree, a survivor or a
covered spouse or child and whether you were
already eligible for Medicare for another reason,
such as your age. If you were covered by the
Medicare Supplemental Plan, your claims will

be processed under the Carve-out Plan for the
30-month coordination period.

If you are eligible for Medicare but choose not

to enroll in Parts A and B, and 33 months have
passed from the time you started dialysis, the
State Health Plan will limit its coverage as if it were
coordinating benefits with what Parts A and B
would have paid.

Insurance Coverage for the Medicare-eligible Member
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Your health insurance
options with Medicare




When you and/or your eligible spouse or children
are covered under PEBA's retiree group health
insurance and become eligible for Medicare,
Medicare becomes the primary payer. The
following PEBA health insurance plans are
available to you as secondary coverage:

+ Medicare Supplemental Plan.
+ Carve-out Plan.

You will receive a letter from PEBA if you are
covered by the Standard Plan or Savings Plan and
you become eligible for Medicare because of age.
When you receive this notification, you can take

no action, and PEBA will automatically enroll you

in the Medicare Supplemental Plan. Note, you will
need to contact PEBA to choose the Carve-out Plan
within 31 days of the date you become eligible for
Medicare. For coverage details about the Carve-out
Plan, see Page 21.

Several other events will provide you the option to
change to the Medicare Supplemental Plan if you
desire:

* You or someone you cover becomes eligible
for Medicare due to a disability.

* The end-stage renal disease coordination
period concludes, and you are covered as a
retiree.

* You leave active employment after age 65.

To make a change, attach a copy of your Medicare
card to a completed Retiree Notice of Election form
and give it to your benefits administrator or mail it
to PEBA within 31 days of Medicare eligibility.

If you or your covered spouse or child is covered
by the Medicare Supplemental Plan, claims for
covered family members without Medicare will
still be paid through the Standard Plan provisions.
See the Health insurance chapter of the Insurance
Benefits Guide for more information.

Insurance Coverage for the Medicare-eligible Member

How the Medicare Supplemental Plan
and Carve-out Plan coordinate with
Medicare

Medicare assignment

Medicare assignment is a yearly agreement
between Medicare and individual providers.

After you meet your deductible and pay your
coinsurance, if it applies, some doctors and
suppliers, called participating providers, will accept
the Medicare-approved amount as payment in full
for services payable under Medicare Part B. This

is called accepting assignment. A provider who
accepts assignment also submits his claims directly
to Medicare, so you don't have to pay the full
amount and wait for reimbursement.

A provider also may choose whether to accept
assignment on each individual claim. Before
you receive services from a physician, ask if he
accepts assignment. If a doctor does not accept
assignment, you may pay more for his services.

If a doctor decides to accept assignment from
Medicare, he cannot drop out in the middle of the
year. Independent laboratories and doctors who
perform diagnostic laboratory services and non-
physician practitioners must accept assignment.

Some providers choose not to accept any payment
from Medicare. If a provider has made this
decision, Medicare covers none of that provider's
services and no Medicare payment can be made
to him. If Medicare does not pay anything, neither
will the Medicare Supplemental Plan. If you are
covered under the Carve-out Plan and your
physician has opted out of Medicare, call PEBA at
803.737.6800 or 888.260.9430 for information.
When you choose a provider, you may want to
determine if:

« The provider accepts Medicare assignment;

+ The provider may accept assignment on an
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individual claim; or
* The provider has opted out of Medicare.

For a list of physicians, suppliers of medical
equipment and other providers who accept
assignment, visit www.medicare.gov. For more
information, call Medicare at 800.633.4227. TTY/
TDD users may call 877.486.2048.

How the Medicare Supplemental Plan
coordinates with Medicare

If a provider accepts Medicare, they will

accept Medicare's payment, plus the Medicare
Supplemental Plan’s payment, as full
compensation for covered services. If the provider
does not accept Medicare, they may charge

more than what Medicare and the Medicare
Supplemental Plan will pay combined, and you will
need to pay the difference.

How the Carve-out Plan coordinates
with Medicare

If your provider accepts the amount Medicare
allows as payment in full, the Carve-out Plan will
pay the lesser of:

+ The amount Medicare allows, minus what
Medicare reported paying; or

« The amount the State Health Plan would
pay in the absence of Medicare, minus what
Medicare reported paying.

This is known as the carve-out method. If your
provider does not accept the amount Medicare
allows as payment in full, the Carve-out Plan pays
the difference between the amount the State
Health Plan allows and the amount Medicare
reported paying. The Carve-out Plan will never
pay more than the State Health Plan allows. If the
Medicare payment is more than the amount the
State Health Plan allows, the Carve-out Plan pays
nothing.

As shown in the example on Page 17, under the
carve-out method, you pay the Carve-out Plan
deductible and coinsurance or the remainder of
the bill, whichever is less. In this example, the
$490 deductible and your 20 percent coinsurance
is $1,892. However, the remainder of the bill is
$1,556, so you pay the lesser amount, $1,556.

Once you reach your $2,800 coinsurance
maximum, all claims will be calculated at 100
percent of the allowed amount based on the
carve-out method of claims payment. All of your
Medicare deductibles and your Medicare Part B
20 percent coinsurance should be paid in full for
the rest of the calendar year after you reach your
$2,800 coinsurance maximum.

Insurance Coverage for the Medicare-eligible Member
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How PEBA health plans coordinate with Medicare Parts A and B

Medicare Supplemental Plan Carve-out Plan

Medicare is primary. The hospital bill for a January Medicare is primary. The hospital bill for a January

admission is $7,500. If you are covered by the admission is $7,500. If you are covered by the
Medicare Supplemental Plan and Medicare, your | Carve-out Plan and Medicare, your Medicare claim
Medicare claim will be processed like this: will be processed like this:

Medicare-approved amount $7,500 Medicare-approved amount $7,500
Part A deductible for 2022 - $1,556 Part A deductible for 2022 - $1,556
Medicare payment $5,944 Medicare payment $5,944
Remaining bill $1,556 Remaining bill $1,556

Next, Medicare Supplemental Plan benefits are Next, Carve-out Plan benefits are applied to the

applied: Medicare-approved amount:

Remaining bill $1,556 State Health Plan allowed amount $7,500

Medicare Supplemental Plan pays
Medicare Part A deductible -$1,556
Your total payment $0 Carve-out Plan allowance $7,010

Carve-out Plan deductible for 2022 - $490

Carve-out Plan coinsurance _x80%

Carve-out Plan payment in absence of
Medicare $5,608

Medicare payment is “carved out” of
Carve-out Plan payment - $5,944
Carve-out Plan payment $0
Your total payment $1,556

Medicare Supp|ementa| p|an coverage does not, such as Medicare's deductibles and

) ) . coinsurance. The Medicare Supplemental Plan
The Medicare Supplemental Plan is available to a i )
) ] ) o payment is based on the Medicare-approved
retiree and his spouse or children who are eligible

) amount. Charges that are not covered by Medicare
for Medicare Parts A and B.

will not be payable as benefits under the Medicare

This plan coordinates benefits with the traditional Supplemental Plan, except as specified on Pages
Medicare plan only (Parts A and B). No benefits 19-20.

are provided for coordination with Medicare ) ) )
) i If your medical provider does not accept Medicare
Advantage plans (Part C). For more information, i )
o . ) assignment and charges you more than Medicare
visit www.medicare.gov or call Medicare at

800.633.4227.

allows, you pay the difference. Contact Medicare

for more information.
The Medicare Supplemental Plan is similar to

a Medigap policy in that it pays the portion
of Medicare-approved charges that Medicare

Insurance Coverage for the Medicare-eligible Member
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Medicare deductibles and coinsurance

Deductibles

Medicare Part A includes an inpatient hospital
deductible for each benefit period. That deductible
for 2022 is $1,556. A Medicare benefit period
begins the day you go to a hospital or skilled
nursing facility and ends when you have not
received any hospital or skilled care for 60
consecutive days. If you go into the hospital after
one benefit period has ended, a new benefit
period begins. The Medicare Supplemental Plan
will pay the Part A deductible each time it is
charged.

Medicare Part B has a deductible of $233 a year

in 2022. Part B, for which you pay a monthly
premium, covers physician services, supplies

and outpatient care. Contact Medicare for more
information. As a retiree, you need to enroll in Part
B as soon as you are eligible for Medicare, since
Medicare is your primary coverage. If you are not
covered by Part B, you will be required to pay the
portion of your health care costs that Part B would
have paid. The Medicare Supplemental Plan pays
the Part B deductible.

Coinsurance

Medicare Part B pays 80 percent of the Medicare-
approved amount for medical services, including
outpatient mental health care. The Medicare
Supplemental Plan pays the remaining 20 percent.

Medicare Supplemental Plan
deductibles and coinsurance

The Medicare Supplemental Plan benefit period
is January 1 to December 31 and includes a

$200 deductible each calendar year that applies
to private duty nursing services only. If you
enroll in Medicare and change to the Medicare
Supplemental Plan during the year, you will need
to meet a new $200 deductible for private duty
nursing services.

Prior authorization

You will need to call Medi-Call or Companion
Benefit Alternatives for prior authorizations

of services only when Medicare benefits are
exhausted for inpatient hospital services and for
extended care services, such as skilled nursing
facilities, private duty nursing, home health
care, durable medical equipment and Veterans
Administration hospital services.

Filing claims for covered family
members who are not eligible for
Medicare

Claims for covered family members who are

not eligible for Medicare, but who are insured
through the Medicare Supplemental Plan, are paid
according to the Standard Plan provisions. Some
benefits require prior authorization by Medi-Call,
National Imaging Associates, Express Scripts or
Companion Benefit Alternatives. Learn more in the
Health insurance chapter of the Insurance Benefits
Guide.

Health insurance coverage overseas

The Medicare Supplemental Plan, which follows
Medicare, does not offer access to doctors and
hospitals outside the United States through the
BlueCross BlueShield Global® Core program. The
Carve-out Plan does, and as a result, you are
eligible to switch to the Carve-out Plan if you move
abroad.

When making this change, you should provide your
benefits administrator with proof of residency and
travel documents showing your date of departure.
Once you switch, you can change plans again only
during PEBA's annual open enroliment period in
October.

Insurance Coverage for the Medicare-eligible Member



Services covered by the Medicare
Supplemental Plan

Home health care

The Medicare Supplemental Plan will pay these
benefits for medically necessary home health care
services:

« The Medicare Part B deductible.

+ The coinsurance for any covered services

or costs Medicare does not cover. Medicare
pays 100 percent of the Medicare-approved
amount, up to 100 visits per benefit year. The
Plan does not cover services provided by a
person who ordinarily resides in the home, is
a member of the family or a member of the
family of the spouse of the covered person.

+ 20 percent of Medicare-approved amount for
durable medical equipment.

Hospital admissions
The Medicare Supplemental Plan pays for these
services during a benefit period after Medicare has
paid:

+ Medicare Part A inpatient hospital deductible.

+ The Medicare coinsurance amount for days 61
through 90 of a hospital stay in each Medicare
benefit period.

* The Medicare coinsurance amount for days
91 through 150 of a hospital stay for each of
Medicare's 60 lifetime reserve days."

+ After all Medicare hospital benefits are
exhausted, 100 percent of the Medicare Part
A-eligible hospital expenses, if medically
necessary.?

« The coinsurance for durable medical
equipment up to the Medicare-approved

1 Lifetime reserve days can be used once.
2 You need to call Medi-Call or Companion Benefit Alternatives
for approval.

Insurance Coverage for the Medicare-eligible Member

amount.

If you are covered by the Medicare Supplemental
Plan and you exhaust all Medicare-allowed
inpatient hospital days, you need to call Medi-Call
or Companion Benefit Alternatives for approval
of any additional inpatient hospital days. Also, if
you are covered by the Medicare Supplemental
Plan, and you think that a hospital stay may exceed
the number of days allowed by Medicare, be sure
to choose a hospital within the State Health Plan
networks or BlueCard Program so that any days
beyond what Medicare allows will be covered as
a network benefit by the Medicare Supplemental
Plan.

You also need to call Medi-Call or Companion
Benefit Alternatives for prior authorization for
services related to home health care, hospice,
durable medical equipment and Veterans
Administration hospital services.

Pap test benefit

Medicare covers a Pap test, pelvic exam and
clinical breast exam every 24 months. These tests
are covered annually if you are at high risk. There
is no patient liability if you receive the tests from a
doctor who accepts assignment. Contact Medicare
for more information.

Physician charges

The Medicare Supplemental Plan will pay these
benefits related to physician services approved by
Medicare:

* The Medicare Part B deductible.

* The coinsurance for the Medicare-approved
amount for physician’s services for surgery,
necessary home and office visits, inpatient
hospital visits and other covered physician’'s
services.

« The coinsurance for the Medicare-approved
amount for physician’s services provided in
the outpatient department of a hospital for



treatment of accidental injuries and medical
emergencies; minor surgery; and diagnostic
services.

Prescription drug coverage

The Medicare Supplemental Plan covers
prescription drugs when purchased from a
network pharmacy. For more information, see

the Prescription benefits chapter of the Insurance
Benefits Guide. For information about how PEBA
coverage relates to Medicare Part D, see Page 9 of
this handbook.

Private duty nursing services

Private duty nursing services are services that
are provided by a registered nurse or a licensed
practical nurse and have been certified in writing
by a physician as medically necessary. Medi-Call
prior authorization is required for these services.

A $200 annual deductible applies regardless of
when you enroll in the Plan. Medicare does not
cover this service. Once the deductible is met, the
Medicare Supplemental Plan will pay 80 percent
of covered charges for private duty nursingin a
hospital or in the home.

Coverage is limited to no more than three nurses
per day, and the maximum annual benefit per year
is $5,000. The lifetime maximum benefit under the
Medicare Supplemental Plan is $25,000.

Self-administered medications during an
outpatient hospital observation stay
Outpatient hospital observation services are
services received at a hospital while the doctor
decides whether to admit a patient as inpatient
or discharge him from the hospital. Patients can
receive observation services in the emergency
department or another area of the hospital.
Observation can last for up to a 72-hour period.
Medicare covers observation services under
Medicare Part B. For safety reasons, many
hospitals have policies that do not allow patients

| 20

to bring prescription medications or other drugs
from home. These medications are considered
self-administered drugs and Medicare defines
these medications as drugs a patient would take
by mouth or administer to himself and include, but
are not limited to: oral medications, insulin, eye
drops and topical treatments. Self-administered
drugs are not covered under Medicare Part B.

A Medicare-eligible member who has had

a hospital observation stay may have self-
administered medication charges denied under
Medicare Part B. Self-administered medications
may be covered under the prescription benefit

for Express Scripts Medicare members and
Medicare primary retirees covered under the State
Health Plan Commercial Plan. If self-administered
medications are denied by Medicare as not
covered under Medicare Part B during a hospital
observation stay, members can submit a paper
claim for reimbursement under the prescription
benefit. The claim will be paid at the pharmacy
network rate (allowed amount), and may not cover
the full amount billed to the member.

Skilled nursing facilities

The Medicare Supplemental Plan will pay these
benefits after Medicare has paid benefits during a
benefit period:3

« The coinsurance, after Medicare pays, up to
the Medicare-approved amount for days 21-
100. Medicare pays 100 percent for the first
20 days.

+ 100 percent of the approved days beyond 100
days in a skilled nursing facility, if medically
necessary. Medicare does not pay beyond 100
days. The maximum benefit under the plan
per year for covered services beyond 100 days
is 60 days.

3 Prior authorization by Medi-Call is required.

Insurance Coverage for the Medicare-eligible Member



Carve-out Plan coverage

While you are not generally covered outside the
United States under Medicare, the Carve-out Plan
offers worldwide coverage, giving you access

to doctors and hospitals through the BlueCross
BlueShield Global Core program.

The Plan has deductibles and coinsurance,
although when Medicare is your primary
insurance, the Carve-out Plan uses a carve-out
method to pay claims, as described on Page 16.

Prior authorization

When you are covered by Medicare and the
Carve-out Plan, you will still need to call Medi-
Call or Companion Benefit Alternatives when
Medicare benefits are exhausted for inpatient
hospital services (including hospital admissions
outside South Carolina or the United States), and
for extended care services. Medicare has its own
program for reviewing use of its benefits.

You must call Medi-Call at 800.925.9724 for
approval for inpatient hospital admissions,
including:

« Admission to a hospital to have a baby;

+ Outpatient surgical services in a hospital or
clinic;

* Veterans Administration hospital services;

* Purchase or rental of durable medical
equipment;

+ Skilled nursing care;
* Hospice care; and
* Home health care.

You are also encouraged to call Medi-Call during
the first trimester of your pregnancy.

Prior authorization by National Imaging Associates
(866.500.7664) is required for office-based or
outpatient advanced radiology services, such

Insurance Coverage for the Medicare-eligible Member

as CT, MRI, MRA and PET scans. You must call
Companion Benefit Alternatives (800.868.1032),
the State Health Plan’s mental health/substance
abuse manager, for prior authorization before you
receive some mental health or substance abuse
benefits.

For more information, see the Insurance Benefits
Guide.

How State Health Plan services work
with Medicare

Hospital admissions

When Medicare is the primary payer, you may go
to any hospital you choose, although Medicare
limits the number of days of a hospital stay it will
cover. If you are a Carve-out Plan member whose
hospital stay exceeds the number of days allowed
under Medicare, you may want to consider using

a hospital within the State Health Plan network

or BlueCard Program so that you will not be
charged more than what the Carve-out Plan allows,
following the prior authorization guidelines above.

If you are admitted to a hospital outside the state
or the country as a result of an emergency, notify
Medi-Call or Companion Benefit Alternatives

and follow the BlueCard guidelines. For more
information see the Insurance Benefits Guide.

Outpatient facility services

Outpatient services may be provided in the
outpatient department of a hospital or a
freestanding facility. If you are covered by
Medicare, there is no need to call Medi-Call for
prior authorization, nor do you need to select a
center that participates in the network.

Mammography benefit

The State Health Plan uses the BlueCross
mammography network for routine
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mammograms. Routine mammograms are
covered at 100 percent as long as you use a
provider in the BlueCross mammography network
and meet eligibility requirements. A doctor’s order
is not required for plan coverage of a routine
mammogram, but some centers may ask for one.
Mammography benefits include:

+ One baseline mammogram (four views) for
women ages 35 through 39; and

+ One routine mammogram (four views) every
year for women ages 40 and older.

Medicare covers a screening mammogram every
12 months for women ages 40 and older. Medicare
pays 100 percent of its allowance for covered
routine mammograms. You will pay nothing if

you receive the test from a doctor who accepts
Medicare assignment.

Maternity management and well-child
care benefits

The State Health Plan offers two programs geared
toward early detection and prevention of iliness
among children. The Coming Attractions maternity
management program helps mothers-to-be receive
necessary prenatal care. This benefit applies to
covered retirees and their spouses. It does not
apply to covered children.

Covered children are eligible for well-child care
checkups until they reach age 19. The Plan pays
100 percent of the allowed amount for approved
routine exams, Centers for Disease Control-
recommended immunizations, American Academy
of Pediatrics-recommended services specific to
certain ages and lab tests when an in-network
doctor provides the checkup. If your covered child
has delayed or missed receiving immunizations
at the recommended time, the Plan will pay for
catch-up immunizations for some vaccines until
the child reaches age 19. Check with BlueCross

or your network pediatrician to determine which
immunizations are covered.

Pap test benefit

The State Health Plan will pay for the portion of
the office visit associated with the Pap test and
the lab services for the Pap test each year without
any requirement for a copayment, deductible or
coinsurance for covered women ages 18-65. See
the Health insurance chapter of the Insurance
Benefits Guide for more information. Medicare
covers a Pap test, pelvic exam and clinical breast
exam every 24 months. If you are at high risk, you
may have one every 12 months. You pay nothing
if you receive the test from a doctor who accepts
Medicare assignment. Check with Medicare for
more information.

Prescription drug coverage

The Carve-out Plan covers prescription drugs when
purchased from a network pharmacy. For more
information, see the Prescription benefits chapter
of the Insurance Benefits Guide.

Limited prescription drug coverage is available
outside the United States to members enrolled
in prescription drug coverage under the Carve-
out Plan. Medicare drug plans do not cover
prescription drugs purchased outside the United
States. For more information, see the Insurance
Benefits Guide.

Self-administered medications during
an outpatient hospital observation stay

Self-administered drugs are not covered

under Medicare Part B. Learn more about self-
administered medications during an outpatient
hospital observation stay on Page 20.

Transplant contracting arrangements

As part of the State Health Plan network, you have
access to the leading transplant facilities in South

Insurance Coverage for the Medicare-eligible Member



Carolina and throughout the nation. If you are
covered by Medicare, there is no need to call Medi-
Call for prior authorization, nor do you need to
select a facility that participates in the State Health
Plan network.

Using Express Scripts Medicare for
prescription drug coverage

Pharmacy network

You must use a network pharmacy, either a local
retail pharmacy or the Express Scripts Pharmacy*",
a home delivery service, to fill prescriptions.

No pay-the-difference policy for
medication

Under Express Scripts Medicare, a brand-
name drug will be covered for the appropriate
copayment, even if a generic drug is available.
There is no pay-the-difference under Express
Scripts Medicare.

Medication Therapy Management

Express Scripts Medicare provides a Medication
Therapy Management program which helps ensure
State Health Plan members receive the most
effective medications while reducing side effects
and out-of-pocket costs. To participate, a member
must meet all of the following criteria:

* Have two or more of the following diseases:
+ Asthma,
+ COPD,
+ Depression,
+ Diabetes,
+ High cholesterol,
« Heartfailure,
« Hlv,

+ High blood pressure,
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* Osteoporosis, or
* Rheumatoid arthritis;

+ Have filled four or more Part D maintenance
or chronic condition drug prescriptions; and

+ Be likely to spend $4,044 or more yearly on
drugs in 2022.

Medicare requires that members who qualify
automatically be enrolled in the program; however,
they may opt out at any time.

Eligible members will receive a letter and will be
contacted by a specially trained pharmacist to
review their medications and answer questions.
After the consultation, members will receive
material about their medications. Medication
Therapy Management pharmacists work closely
with members and their doctors to solve drug-
related problems.

For more information, call Express Scripts
Medicare at 855.612.3128.

Low-income subsidies

Some subscribers with limited income and
resources may be able to get extra help to pay
costs, such as copayments, related to a Medicare
prescription drug plan. To see if you qualify, call
Medicare at 800.633.4227 (TTY users may call
877.486.2048) or the Social Security Administration
at 800.777.1213 (TTY users may call 800.325.0778).

You also may call the South Carolina Lieutenant
Governor's Office on Aging at 803.734.9900 or
800.868.9095 to ask for contact information for
your regional State Health Insurance Assistance
Program. If you live in a state other than South
Carolina and you would like to speak with the State
Health Insurance Assistance Program in the state
where you live, contact Medicare. If you qualify,
Medicare will tell the Plan how much assistance
you will receive. Express Scripts will send you
information on the amount you will pay once you
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enroll in the Plan.

Income-Related Monthly Adjustment
Amounts (IRMAA)

High-income earners enrolled in a Medicare Part D
plan may be required to pay a monthly fee to the
Social Security Administration. If you will pay an
IRMAA fee, you should determine if the additional
benefits of the Medicare Part D plan are worth the
additional fee you will pay to the Social Security
Administration.

More information

For detailed information about Express Scripts
Medicare, see the welcome kit package you will
receive from Express Scripts Medicare.

If you have questions about your prescription drug
benefit, call Express Scripts at 855.612.3128.

Please remember that Medicare Part D does not
affect your need to be covered by Medicare Part
B (medical insurance). As a retiree covered under
PEBA, you must be covered by Part A, and PEBA
encourages you to enroll in Part B when you
become eligible for Medicare, because if you are
not covered by Parts A and B of Medicare, you will
be required to pay the portion of your health care
costs that Parts A and B would have paid.

Immunization benefits available
through Medicare or Express Scripts
Medicare

Adult vaccinations at intervals recommended

by the Centers for Disease Control are covered
through Medicare Part B or Express Scripts
Medicare, the State Health Plan's Medicare Part D
prescription drug program. Contact your network
physician or go to www.cdc.gov/vaccines/

schedules and select Adults (19 years and older) to

learn which vaccinations are covered.

Filing claims as a retiree with Medicare

In most cases, your provider will file your Medicare
claims for you. Methods will vary based on
whether your claim is filed in or out of South
Carolina, and whether you are enrolled in the
Medicare Supplemental Plan or the Carve-out Plan.

Claims filed in South Carolina

The Medicare claim should be filed first. Claims
for Medicare-approved medical charges incurred
in South Carolina will be transferred automatically
from Medicare to the State Health Plan. If you

or your doctor has not received payment or
notification from the Plan within 31 days after the
Medicare payment is received, one of you must
send BlueCross BlueShield of South Carolina
(BlueCross), the claims processor for the State
Health Plan, a claim form and a copy of your
Medicare Summary Notice with your BIN or SSN
written on it. Your mental health and substance
abuse claims should also be filed with BlueCross
and should include your Medicare Summary Notice
with your BIN or SSN on it. Details on how to file
your own claim are available in the Insurance
Benefits Guide.

Claims filed outside South Carolina

If you are a Medicare Supplemental Plan member
and you receive services outside South Carolina,
your provider will file its claim to the Medicare
carrier in that state. This is also the case for Carve-
out Plan members who receive services outside
South Carolina, but still in the United States.
Medicare will send your claim to BlueCross.

If you are a State Health Plan member and the
claim was filed, but you or your doctor has not
received payment or notification from the State
Health Plan within 31 days after the Medicare
payment is received, one of you must send
BlueCross a claim form and a copy of your
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Medicare Summary Notice with your BIN or SSN
written on it.

If Medicare denies your claim as a State
Health Plan member

If Medicare denies your claim, you are responsible
for filing the denied claim with BlueCross. You
may use the same State Health Plan claim forms
active employees use. These forms are available
on PEBA's website, peba.sc.gov/forms, or by

contacting PEBA or BlueCross. Please attach your
Medicare Summary Notice and an itemized bill to
your claim form.

How Medicare works with other forms
of PEBA coverage

TRICARE

If, as an active employee, survivor or retiree, you
become eligible for Medicare Part A, you must
enroll in Medicare Part B to remain eligible for
TRICARE. Your TRICARE health benefit changes to
TRICARE for Life, a Medicare supplement, and your
TRICARE Supplement Plan coverage ends. You may
continue the supplement plan coverage for your
eligible dependents by making premium payments
directly to Selman & Company.

If a dependent becomes eligible for Medicare
before the active employee, survivor or retiree
does, the dependent will not remain eligible for the
TRICARE Supplement Plan.

For more information about the TRICARE
Supplement Plan, contact Selman & Company

at 866.637.9911 and select option 1, email
memberservices@selmanco.com or go online to

info.selmanco.com/peba. For more information
about TRICARE for Life, call 866.773.0404 or go to
www.tricare4u.com.
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COBRA

If you or your eligible spouse or child has
continued coverage under the federal
Consolidated Omnibus Budget Reconciliation Act
(COBRA) and becomes eligible for Medicare Part
A, Part B or both, please notify PEBA. Your COBRA
coverage will end.

A subscriber or eligible spouse or child who is
covered by Medicare and who then becomes
eligible for continued coverage under COBRA can
generally use the continued coverage as secondary
insurance. Medicare will be his primary coverage.
For more information about continued coverage
under COBRA, see the General information chapter
of the Insurance Benefits Guide, or contact your
benefits office.

25


http://peba.sc.gov/forms
mailto:memberservices%40selmanco.com?subject=
http://info.selmanco.com/peba
http://www.tricare4u.com

26

Creditable coverage letter




Part D Creditable Coverage Letter

Important notice from PEBA about your prescription drug coverage and Medicare

Please read this notice carefully and keep it where you can find it. This notice has information about your
current prescription drug coverage with PEBA and about your options under Medicare’s prescription drug
coverage. This information can help you decide whether you want to join a Medicare prescription drug plan
other than Express Scripts Medicare, the State Health Plan’s Medicare prescription drug program. If you

are considering joining another Part D plan, you should compare your current coverage, including which
drugs are covered at what cost, with the coverage and costs of the plans offering Medicare prescription drug
coverage in your area. Information about where you can get help to make decisions about your prescription
drug coverage is at the end of this notice.

There are two important things you need to know about your current coverage and Medicare's prescription
drug coverage:

1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You can get
this coverage if you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan (such as
an HMO or PPO) that offers prescription drug coverage. All Medicare prescription drug plans provide
at least a standard level of coverage set by Medicare. Some plans may also offer more coverage for a
higher monthly premium.

2. PEBA offers Express Scripts Medicare and the State Health Plan Prescription Drug Program to members
enrolled in Medicare. It has determined that the prescription drug coverage offered through the Carve-
out Plan or the Medicare Supplemental Plan is, on average for all plan participants, expected to pay out
as much as standard Medicare prescription drug coverage pays. It is, therefore, considered Creditable
Coverage. Because your existing coverage is Creditable Coverage, you can keep this coverage and not
pay a higher premium (a penalty) if you later decide to join a Medicare prescription drug plan.

When can you join a Medicare prescription drug plan?

You can join a Medicare prescription drug plan when you first become eligible for Medicare and each year
from October 15 to December 7. However, if you lose your current creditable prescription drug coverage,
through no fault of your own, you will also be eligible for a two-month Special Enrollment Period (SEP) to
join a Medicare prescription drug plan.

What happens to your current coverage if you decide to join a Medicare prescription drug plan?

If you decide to join a Medicare prescription drug plan other than the one sponsored by PEBA, you will lose
your prescription drug coverage provided through your health plan with PEBA, and your premiums will not
decrease. Be aware that you and your dependents will be able to get this coverage back.

Before you decide to switch to other Medicare prescription drug coverage and drop your PEBA coverage,
you should compare your PEBA coverage, including which drugs are covered, with the coverage and cost of
any plans offering Medicare prescription drug coverage in your area.

Insurance Coverage for the Medicare-eligible Member
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When will you pay a higher premium (penalty) to join a Medicare drug plan?

If you drop or lose your current coverage with PEBA and don't join a Medicare prescription drug plan within
63 continuous days after your current coverage ends, you may pay a higher premium (a penalty) to join a
Medicare prescription drug plan later.

If you go 63 continuous days or longer without creditable prescription drug coverage, your monthly
premium may go up by at least 1 percent of the Medicare base beneficiary premium per month for every
month that you did not have that coverage. For example, if you go 19 months without creditable coverage,
your premium may consistently be at least 19 percent higher than the Medicare base beneficiary premium.
You may have to pay this higher premium (a penalty) as long as you have Medicare prescription drug
coverage. In addition, you may have to wait until the following October to join.

For more information about this notice or your current prescription drug coverage
Contact PEBA at the address or telephone number listed below.

Note: You will receive this notice each year before the next period you can join a Medicare prescription drug
plan and if this coverage through PEBA changes. You also may request a copy of this notice at any time.

For more information about your options under Medicare prescription drug coverage

More detailed information about Medicare plans that offer prescription drug coverage is in the Medicare &
You handbook. You will get a copy of the handbook in the mail every year from Medicare. You may also be
contacted directly by Medicare prescription drug plans.

For more information about Medicare prescription drug coverage: Visit www.medicare.gov.

Call your regional State Health Insurance Assistance Program (see Page 30 of this handbook for information
about how to get the program'’s telephone number) for personalized help. You may also call 800-MEDICARE
(800.633.4227). TTY users may call 877.486.2048.

Keep this creditable coverage notice. If you decide to join one of the Medicare prescription drug plans,
you may be required to provide a copy of this notice when you join to show whether you have maintained
creditable coverage and, therefore, whether you are required to pay a higher premium (a penalty).

Contact PEBA below for further information.

You will get this notice each year before the next period you can join a Medicare prescription drug plan and
if this coverage through PEBA changes. You may also request a copy.

South Carolina Public Employee Benefit Authority
202 Arbor Lake Drive

Columbia, SC 29223

803.737.6800 | 888.260.9430 | peba.sc.gov
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| received a notice recently about Medicare
Part D from PEBA. What is this?

Even though the Medicare prescription
drug benefit went into effect on January 1,
2006, PEBA will continue to provide you and
your covered dependents with your state
prescription drug coverage. The notice tells
you this coverage is at least as good as the
Medicare prescription drug benefit, and it
is proof of such coverage. Please keep this
notice where you can easily find it.

Do I need to do anything right now?
No. There is nothing you need to do if you
wish to keep your state coverage through
PEBA.

What do | need to do if | want to switch to
a Medicare plan?

If you switch to a Medicare prescription

drug plan other than the one sponsored by
PEBA, you need to enroll within the seven-
month initial enrollment period of your
Medicare eligibility. More information is
available by calling Medicare at 800.MEDICARE
(800.633.4227) or at 877.486.2048 (TTY).
Enrolling in a Medicare prescription drug
plan will disqualify you from prescription
drug coverage through your PEBA plan. If you
enroll in a Medicare prescription drug plan
other than the one sponsored by PEBA, you
will lose your PEBA drug coverage and there
will be no reduction in your health insurance
premium.

If | keep my current coverage with PEBA,
can | switch to a Medicare plan later?
Yes. You can re-enroll in Express Scripts
Medicare at any time; however, if you enroll
initially, you cannot opt out until Medicare’s
open enrollment period. This period is from
October 15 to December 7 of each year.

5.

Will | pay higher premiums for a Medicare
prescription drug plan if | keep my state
coverage through PEBA and switch later?
No. Since Medicare recognizes your current
state coverage through PEBA is at least as
good as the standard Medicare plan, you will
not pay more if you later enroll in a Medicare
plan. Remember that you may enroll only in a
Medicare prescription drug plan:

+ During open enrollment for Medicare,
which is October 15 to December 7 of each
year; or

+ If your PEBA coverage ends.

Is extra help or limited-income assistance
available for prescription drug coverage?
Under Medicare Part D, the federal
government offers Extra Help, a program

to help pay costs of a Medicare prescription
drug plan for people with limited income

and resources. If you think you may qualify,
you can apply for assistance by filling out an
application online at www.socialsecurity.gov

or by calling the Social Security Administration
at 800.772.1213 or 800.325.0778 (TTY).

You may also call the S.C. Lieutenant
Governor's Office on Aging at 803.734.9900 or
800.868.9095 for contact information for your
regional State Health Insurance Assistance
Program.
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Comparison of 2022 health plans at network providers for retirees and family members
eligible for Medicare
This chart is a summary of how PEBA’s Medicare Supplemental Plan and Carve-out Plan coordinate (pays secondary)

with traditional Medicare. This chart assumes the member is enrolled in both Part A and B of traditional Medicare.
For further details, please see the Insurance Benefits Guide or visit Medicare's website at www.medicare.gov. Learn

more about your options in this handbook, in the Health insurance chapter of the Insurance Benefits Guide or from

Medicare. The comparison chart for retired subscribers and covered family members who are not eligible for

Medicare is in the Health insurance chapter of the Insurance Benefits Guide.

Coverage availability

Annual deductible

Coinsurance

Maximum excludes
copayments and
deductible.

Physician’s office visits

Medicare Parts A and B

United States (Contact
Medicare about any
services outside the U.S.)

Cancellation policy Call Medicare for details.

You pay $1,556 Part A
deductible per benefit
period. You pay $233 Part B
deductible per benefit period.
Medicare pays 100% for
Part A. Medicare pays 80%
for Part B and you pay 20%.
There is no coinsurance
maximum.

You pay 20% and Medicare
pays 80%. Medicare covers
a “Welcome to Medicare”
preventive visit and a yearly
wellness visit. No charge if
from a doctor who accepts
assignment.

Medicare
Supplemental Plan

Same as Medicare

Canceled for failure to pay
premiums.

Plan pays Medicare Part A
and Part B deductibles.

Plan pays Part B
coinsurance of 20%.
There is no coinsurance

maximum.

Plan pays Part B
coinsurance of 20%.

Carve-out Plan’

Coverage worldwide.

Canceled for failure to pay
premiums.

You pay up to $490 per
individual or $980 per
family.

You pay 20% up to $2,800
per individual or $5,600 per
family.?

You pay a $14 copayment?
plus the remaining allowed
amount until you meet
your deductible. Then, you
pay the copayment plus
your coinsurance.

1 The carve-out method is used to pay claims for retired subscribers covered by Medicare and the Carve-out Plan.

2 Out of network, you will pay 40 percent coinsurance and your coinsurance maximum doubles. An out-of-network provider may bill you more
than the State Health Plan’s allowed amount.
3 The $14 copayment is waived for routine mammograms and well child care visits. Carve-out Plan members who receive in-person care at a
BlueCross-affiliated patient-centered medical home (PCMH) provider will not be charged the $14 copayment for a physician office visit. After
Carve-out Plan members meet their deductible, they will pay 10 percent coinsurance, rather than 20 percent, for in-person care at a PCMH.
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Copayments®

Prescription drugs®

30-day supply/90-day

supply at a Preferred90

pharmacy

Inpatient
hospitalization®

You pay the Part A
deductible of $1,556 for
inpatient hospital services.

Coverage provided under
Medicare Supplemental

Plan. Prescription drugs are

not covered by Medicare
Parts A and B. You do
not need to sign up for a
Medicare Part D Plan.

Medicare pays 100% for

days 1-60 (Part A deductible
applies). You pay $389/day

for days 61-90; $778/day
for days 91-150 (subject to
60 lifetime reserve days);
and all costs beyond 150
days.

Plan pays Part A deductible.

Call Medi-Call for hospital
stays over 150 days, skilled
nursing, private duty
nursing, home healthcare,

durable medical equipment

and VA hospital services.

Tier 1 (generic): $9/$22

Tier 2 (preferred brand):
$42/$105

Tier 3 (non-preferred
brand): $70/$175

You pay up to $3,000
in prescription drug
copayments.

Plan pays Medicare

deductible and coinsurance

for days 61-150. Medicare
benefits may end sooner
than day 150 if member
has previously used any of

his 60 lifetime reserve days.
Plan pays 100% beyond 150

days.

(outpatient services)®
or $175 copayment
(emergency care)’ plus the

remaining allowed amount

until you meet your
deductible. Then, you pay
the copayment plus your
coinsurance.

Tier 1 (generic): $9/$22

Tier 2 (preferred brand):
$42/$105

Tier 3 (non-preferred
brand): $70/$175

You pay up to $3,000
in prescription drug
copayments.

You pay the full cost until
you meet your deductible.
Then, you pay your
coinsurance.

4 The carve-out method is used to pay claims for retired subscribers covered by Medicare and the Carve-out Plan.

5 For Medicare Supplemental Plan and Carve-out Plan, must call Medi-Call for hospital stays over 150 days, skilled nursing, private duty nursing,
home healthcare, durable medical equipment and VA hospital services.

6 $105 copayment for outpatient facility services is waived for physical therapy, speech therapy, occupational therapy, dialysis services, partial
hospitalizations, intensive outpatient services, electroconvulsive therapy and psychiatric medication management.

7 $175 copayment for emergency care is waived if admitted.

8 Prescription drugs are not covered at out-of-network pharmacies.
9 For Medicare Supplemental Plan and Carve-out Plan, Medi-Call or CBA approval required if hospital stay exceeds 150 days.

Insurance Coverage for the Medicare-eligible Member
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. Medicare
Medicare Parts A and B Carve-out Plan™
Supplemental Plan

Mental health,
substance abuse

Skilled nursing facility

Private duty nursing

Home health care

Hospice care

Durable medical
equipment

Routine mammography

Inpatient: Medicare pays
100% for days 1-60 (Part

A deductible applies). You
pay $389/day for days 61-
90; $778/day for days 91-
150 (subject to 60 lifetime
reserve days); and all costs
beyond 150 days.

Outpatient: Medicare pays
80% (Part B deductible
applies). You pay 20%.

Medicare pays 100%

for days 1-20. You pay
$194.50/day for days 21-
100.

Not covered.

Medicare pays 100%.

Medicare pays 100%.

Medicare pays 80% of
Medicare-approved
amount. You pay 20%.

No charge if the doctor
accepts assignment;
guidelines apply.

Inpatient: Plan pays
Medicare deductible;
$371/day coinsurance for
days 61-90; and $742/day
coinsurance for days 91-
150. After 150 days, CBA
approval required.

Outpatient: Plan pays
Medicare deductible and
20% coinsurance.

Plan pays $185.50/day for
days 21-100. With Medi-Call
approval, Plan pays 100%
of approved days beyond
100 days, up to a total of 60
days.

You pay a $200 annual
deductible and 20%
coinsurance if Medi-Call
approves.

$5,000 annual maximum

$25,000 lifetime maximum
Up to 100 visits covered.
Medi-Call available to assist
with referrals.

Medi-Call available to assist
with referrals.

Plan pays 20% coinsurance
Medi-Call approval
required.

Plan pays 20% coinsurance.

You pay the full cost until
you meet your deductible.
Then, you pay your

coinsurance.

You pay 20% coinsurance,
up to 60 days. Call Medi-
Call or CBA if stay exceeds
100 days.

Not covered.

Up to 100 visits covered.
You pay 20% coinsurance.

Medi-Call available to assist
with referrals.

You pay 20%. Medi-Call
approval required.

Available to women ages 35
and older at participating
facilities only; guidelines

apply.

10 The carve-out method is used to pay claims for retired subscribers covered by Medicare and the Carve-out Plan.
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. Medicare
Medicare Parts A and B Carve-out Plan™
Supplemental Plan

Routine test every 24
months (annual if high risk)
Pap test . _ L
with no patient liability if

doctor accepts assignment.

Medicare pays 80%. You
pay 20%.
None, except for prosthetic

Ambulance

Eyeglasses lenses from cataract

surgery.

Plan pays 20% coinsurance.
Otherwise, Plan pays for
one annual routine Pap test
for covered women ages
18-65. Diagnostic Pap tests
covered only for ages 66
and older.

Plan pays 20% coinsurance.

None, except for prosthetic
lenses from cataract
surgery.

No health plan offered through PEBA has a lifetime maximum benefit.

2022 Monthly premiums

Routine annual test for
covered women ages 18-65;
diagnostic Pap tests only
for ages 66 and older. Plan
pays 100% for Pap test.

You pay 20% coinsurance.

None, except for prosthetic
lenses from cataract
surgery.

Rates may vary for participating optional employers. Verify rates with your benefits office. Footnotes are available

on Page 42.

Funded retirees

Retiree eligible for Medicare, spouse eligible for Medicare

Retiree

Medicare Supplemental'>' $97.68

Carve-out Plan' $79.68
Dental Plus $26.60
55,4

Retiree/spouse

$253.36 $143.86
$217.36 $125.86
$61.42 $75.76
$7.64 $13.72
$11.88 $12.76
$60.00 $60.00

Retiree eligible for Medicare, spouse not eligible for Medicare

Retiree/spouse Full family
Medicare Supplemental'>* $253.36 $299.54
Carve-out Plan™ $235.36 $281.54
Dental Plus $61.42 $101.94
$7.64 $21.34
$11.88 $18.70
Tobacco-use premium? $60.00 $60.00

Retiree/children

Full family
$306.56
$270.56
$101.94
$21.34
$18.70
$60.00

11 The carve-out method is used to pay claims for retired subscribers covered by Medicare and the Carve-out Plan.
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Retiree not eligible for Medicare, spouse eligible for Medicare

Retiree/spouse Full family

Medicare Supplemental'>* $253.36 $299.54
Carve-out Plan" $235.36 $281.54
Dental Plus $61.42 $101.94
$7.64 $21.34
$11.88 $18.70
$60.00 $60.00

Retiree not eligible for Medicare, spouse not eligible for Medicare

Retiree Retiree/spouse

Standard Plan"? $97.68 $253.36
Savings Plan? $9.70 $77.40
TRICARE Supplement $62.50 $121.50
Dental Plus $26.60 $61.42
s0.00 7.6
$40.00 $60.00

Retiree/children Full family
$143.86 $306.56
$20.48 $113.00
$121.50 $162.50
$75.76 $101.94
$13.72 $21.34
$12.76 $18.70
$60.00 $60.00

Retiree not eligible for Medicare, spouse not eligible for Medicare, one or more children eligible for

Medicare

Retiree/children Full family

Medicare Supplemental'>* $161.86 $324.56
Carve-out Plan? $143.86 $306.56
Dental Plus $75.76 $101.94
$13.72 52134
$12.76 $18.70
Tobacco-use premium? $60.00 $60.00

Non-funded retirees

Retiree eligible for Medicare, spouse eligible for Medicare

Retiree ‘ Retiree/spouse ‘ Retiree/children ‘ Full family
Medicare Supplemental'>* $500.38 $1,057.42 $769.34 $1,325.26
Carve-out Plan $482.38 $1,021.42 $751.34 $1,289.26
Dental Plus $40.08 $74.90 $89.24 $115.42
Basic Dental $13.48 $21.12 $27.20 $34.82
State Vision Plan $5.94 $11.88 $12.76 $18.70
Tobacco-use premium™ $40.00 $60.00 $60.00 $60.00
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Retiree eligible for Medicare, spouse not eligible for Medicare
Medicare Supplemental'>* $1,057.42 $1,318.24
Carve-out Plan $1,039.42 $1,300.24
Dental Plus $74.90 $115.42

State Vision Plan $11.88 $18.70

Retiree not eligible for Medicare, spouse eligible for Medicare

Retiree/spouse Full family
Medicare Supplemental'>"3 $1,057.42 $1,318.24
Carve-out Plan'? $1,039.42 $1,300.24
Dental Plus $74.90 $115.42

State Vision Plan $11.88 $18.70

Retiree not eligible for Medicare, spouse not eligible for Medicare

Retiree Retiree/spouse Retiree/children Full family
Standard Plan™ $500.38 $1,057.42 $769.34 $1,325.26
Savings Plan™ $412.40 $881.46 $645.96 $1,131.70
TRICARE Supplement $62.50 $121.50 $121.50 $162.50
Dental Plus $40.08 $74.90 $89.24 $115.42

$13.48 $21.12 $27.20 $34.82
State Vision Plan $5.94 $11.88 $12.76 $18.70
$40.00 $60.00 $60.00 $60.00

Retiree not eligible for Medicare, spouse not eligible for Medicare, one or more children eligible for

Retiree/children Full family

Medicare

Medicare Supplemental'>* $787.34 $1,343.26
Carve-out Plan $769.34 $1,325.26
Dental Plus $89.24 $115.42
Basic Dental $27.20 $34.82
State Vision Plan $12.76 $18.70
$60.00 $60.00

Insurance Coverage for the Medicare-eligible Member
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Partially funded retirees

Retiree eligible for Medicare, spouse eligible for Medicare

Retiree Retiree/spouse Retiree/children Full family
Medicare Supplemental'>' $299.02 $655.38 $456.60 $815.90
Carve-out Plan™ $281.02 $619.38 $438.60 $779.90
Dental Plus $33.34 $68.16 $82.50 $108.68

$6.74 $14.38 $20.46 $28.08
State Vision Plan $5.94 $11.88 $12.76 $18.70
$40.00 $60.00 $60.00 $60.00

Retiree eligible for Medicare, spouse not eligible for Medicare
Medicare Supplemental'>* $655.38 $808.88
Carve-out Plan'? $637.38 $790.88
Dental Plus $68.16 $108.68

s14.38 525,08
State Vision Plan $11.88 $18.70

Retiree not eligible for Medicare, spouse eligible for Medicare
Medicare Supplemental'>" $655.38 $808.88
Carve-out Plan $637.38 $790.88
Dental Plus $68.16 $108.68

s1a.38 5208
State Vision Plan $11.88 $18.70

Retiree not eligible for Medicare, spouse not eligible for Medicare
Retiree Retiree/spouse Retiree/children Full family
Standard Plan'? $299.02 $655.38 $456.60 $815.90
Savings Plan? $211.04 $479.42 $333.22 $622.34
TRICARE Supplement $62.50 $121.50 $121.50 $162.50
Dental Plus $33.34 $68.16 $82.50 $108.68

$6.74 $14.38 $20.46 $28.08
State Vision Plan $5.94 $11.88 $12.76 $18.70

Tobacco-use premium? $40.00 $60.00 $60.00 $60.00
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Retiree not eligible for Medicare, spouse not eligible for Medicare, one or more children eligible for

Retiree/children Full family

Medicare Supplemental'>" $474.60 $833.90
Carve-out Plan? $456.60 $815.90
Dental Plus $82.50 $108.68
$20.46 $28.08
State Vision Plan $12.76 $18.70
Tobacco-use premium? $60.00 $60.00

Medicare

Funded survivors

Spouse eligible for Medicare, children eligible for Medicare

Spouse Spouse/children Children only
Medicare Supplemental'>'3 $97.68 $161.86 $64.18'
Carve-out Plan'? $79.68 $125.86 $46.18
Dental Plus $26.60 $75.76 $49.16

s0.00 51372 $13.72
State Vision Plan $5.94 $12.76 $6.82
5400 56000 56000

Spouse eligible for Medicare, children not eligible for Medicare

Medicare Supplemental'>* $97.68 $143.86 N/A
Carve-out Plan' $79.68 $125.86 $46.18
Savings Plan'? N/A N/A $10.78
Dental Plus $26.60 $75.76 $49.16

State Vision Plan $5.94 $12.76 $6.82

Spouse not eligible for Medicare, children eligible for Medicare

Spouse Spouse/children Children only
Medicare Supplemental'>* N/A $161.86™ $64.18™
Carve-out Plan™ $97.68 $143.86 $46.18
Savings Plan™ $9.70 N/A N/A
Dental Plus $26.60 $75.76 $49.16

State Vision Plan $5.94 $12.76 $6.82

Tobacco-use premium™ $40.00 $60.00 $60.00
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Spouse not eligible for Medicare, children not eligible for Medicare

Standard Plan™ $97.68 $143.86
Savings Plan? $9.70 $20.48
TRICARE Supplement $62.50 $121.50
Dental Plus $26.60 $75.76
$0.00 $13.72
State Vision Plan $5.94 $12.76
Tobacco-use premium™ $40.00 $60.00

Non-funded survivors

Spouse eligible for Medicare, children eligible for Medicare

Medicare Supplemental'>* $500.38 $787.34
Carve-out Plan™? $482.38 $751.34
Dental Plus $40.08 $89.24

State Vision Plan $5.94 $12.76

Spouse eligible for Medicare, children not eligible for Medicare

Medicare Supplemental'>" $500.38 $769.34
Carve-out Plan?? $482.38 $751.34
Savings Plan™ N/A N/A

Dental Plus $40.08 $89.24

State Vision Plan $5.94 $12.76
540,00 $60.00

Spouse not eligible for Medicare, children eligible for Medicare
Spouse Spouse/children

Medicare Supplemental'>*3 N/A $787.34'

Carve-out Plan™? $500.38 $769.34
Savings Plan'? $412.40 N/A
Dental Plus $40.08 $89.24

s12.48 52720
State Vision Plan $5.94 $12.76

Tobacco-use premium? $40.00 $60.00

40

Spouse Spouse/children

Spouse Spouse/children

Children only

$46.18
$10.78
$61.00
$49.16
$13.72
$6.82
$60.00

Spouse Spouse/children Children only

$286.96"

$268.96
$49.16
$13.72
$6.82
$60.00

Children only

N/A
$268.96
$233.56

$49.16

$13.72
$6.82

$60.00

Children only
$286.96"

$268.96
N/A
$49.16
$13.72
$6.82
$60.00
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Spouse not eligible for Medicare, children not eligible for Medicare

Spouse Spouse/children Children only
Standard Plan™? $500.38 $769.34 $268.96
Savings Plan'? $412.40 $645.96 $233.56
TRICARE Supplement $62.50 $121.50 $61.00
Dental Plus $40.08 $89.24 $49.16

$13.48 $27.20 $13.72
State Vision Plan $5.94 $12.76 $6.82
Tobacco-use premium™ $40.00 $60.00 $60.00

Partially funded survivors

Spouse eligible for Medicare, children eligible for Medicare

Medicare Supplemental'* $201.36 $312.74 $111.38™
Carve-out Plan™ $201.36 $312.74 $111.38
Dental Plus $40.08 $89.24 $49.16

$13.48 $27.20 $13.72
State Vision Plan $5.94 $12.76 $6.82
$40.00 $60.00 $60.00

Spouse eligible for Medicare, children not eligible for Medicare

Spouse Spouse/children Children only
Medicare Supplemental'* $201.36 $312.74 N/A
Carve-out Plan $201.36 $312.74 $111.38
Savings Plan? N/A N/A $111.38
Dental Plus $40.08 $89.24 $49.16

State Vision Plan $5.94 $12.76 $6.82
540,00 $60.00 $60.00

Spouse not eligible for Medicare, children eligible for Medicare

Spouse Spouse/children Children only
Medicare Supplemental'>*3 N/A $312.74 $111.38™
Carve-out Plan' $201.36 $312.74 $111.38
Savings Plan'? $201.36 N/A N/A
Dental Plus $40.08 $89.24 $49.16

$13.48 $27.20 $13.72
State Vision Plan $5.94 $12.76 $6.82
$40.00 $60.00 $60.00
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Spouse not eligible for Medicare, children not eligible for Medicare

Spouse/children

Children only

Standard Plan™ $201.36 $312.74 $111.38
Savings Plan™ $201.36 $312.74 $111.38
TRICARE Supplement $62.50 $121.50 $61.00
Dental Plus $40.08 $89.24 $49.16
$13.48 $27.20 $13.72
State Vision Plan $5.94 $12.76 $6.82
Tobacco-use premium™ $40.00 $60.00 $60.00

Tobacco-use premium

If you are a State Health Plan subscriber with single
coverage, and you use tobacco or e-cigarettes, you will
pay an additional $40 monthly premium. If you have
subscriber/spouse, subscriber/children or full family
coverage, and you or anyone you cover uses tobacco
or e-cigarettes, the additional premium will be $60
monthly.

The premium is automatic for all State Health Plan
subscribers unless the subscriber certifies no one
he covers uses tobacco or e-cigarettes or covered
individuals who use tobacco or e-cigarettes have
completed the Quit For Life tobacco cessation
program.

To certify no one covered by his health insurance uses
tobacco or e-cigarettes and no one has used it during

the past six months, or all covered individuals who use
tobacco or e-cigarettes have completed the tobacco
cessation program, the subscriber must complete

a Certification Regarding Tobacco and E-cigarette Use
form. If you have not certified or need to change your
certification, go to peba.sc.gov/forms to find the form

under Health insurance. Give the completed form to
your benefits administrator, who will send it to PEBA.
The certification will be effective the first of the month
after PEBA receives the form.

Subscribers need to pay all premiums, including the
tobacco-use premium, if it applies, when they are due.
If premiums are not paid, coverage for all plans will be
canceled, effective the last day of the month in which
the premiums were paid in full.

12 State Health Plan subscribers who use tobacco or e-cigarettes or cover dependents who use tobacco or e-cigarettes will pay a $40 per month
premium for subscriber-only coverage. The premium is $60 for other levels of coverage. The premium is automatic for all State Health Plan
subscribers unless the subscriber certifies no one he covers uses tobacco or e-cigarettes, or covered individuals who use tobacco or e-cigarettes

have completed the Quit For Life® tobacco cessation program.

13 If the Medicare Supplemental Plan is elected, claims for covered subscribers not eligible for Medicare will be based on the Carve-out Plan

provisions.

14 This premium applies only if one or more children are eligible for Medicare.
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803.737.6800 | 888.260.9430
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