| mportant Information about Y our Rightsto
Guaranteed Issue of Medicare Supplemental Policies

All Highmark Blue Cross Blue Shield Delaware (Highmark Delaware) Medicare Supplement Programs —
Plans A, B, C, D, F, F High Deductible, G, and N — described in the enclosed brochure are available to
individuals who enroll during their “Open Enrollment Period.”

The “Open Enrollment Period” is the six-month time period after you are first eligible for and you enroll in
Medicare Part B Medical Insurance. You may enroll for Highmark Delaware Medicare Supplement Plans A, B, C, D,
F, F High Deductible, G, and N or another company’s insurance to supplement your Medicare coverage (also called
Medigap coverage) during this six-month period and be guaranteed coverage. Guaranteed coverage means you
cannot be refused coverage.

If you are not within this “Open Enrollment Period,” you still may be able to obtain certain Medicare
Supplement Programs without a pre-existing condition limitation if you:

a) Have Medicare Part A Hospital Insurance and Medicare Part B Medical Insurance;

b) Apply for this Medicare Supplement coverage no later than 63 days after either the date on which
you were notified that your current or previous coverage would be ending, or the date on which your
current or previous coverage actually ends; and

c) You fall within one of the six categories described below.

Under the Balanced Budget Act of 1997, the federal government created the Medicare Advantage Program
to increase the health care options for Medicare-eligible individuals beyond basic Medicare and Medicare health
maintenance organizations (HMOs). These new options include, but are not limited to, Medicare Preferred Provider
Organizations (PPOs), Medicare Point-of-Service (POS) Plans and the Medicare Demonstration Project. This law
requires insurance companies (including Highmark Blue Cross Blue Shield Delaware) to offer you certain Medicare
supplemental plans on a guaranteed issue basis; that is, they cannot refuse to cover you, when you are ending your
enroliment in another plan under specific circumstances, as follows:

1. Your current or previous health care coverage was provided by an employer group, trust fund, or welfare
fund and (a) was a benefits plan that supplements Medicare that was terminated by the employer or fund, or
the benefits plan stopped providing all supplemental Medicare benefits, or (b) was primary to Medicare and
your coverage was terminated by either you or the employer or fund.

2. You are currently or were previously enrolled in a Medicare Advantage or Medicare SELECT plan, or
you are 65 years of age or older and were enrolled in a Program of All-Inclusive Care for the Elderly
(PACE), and the plan was terminated or otherwise discontinued by the organization that offered it, or the
organization has notified you that it will be terminating in the future, or you moved out of the plan’s
service area.
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3. You were covered under a Medicare Advantage, Medicare SELECT, or other Medigap insurance plan, or you
are 65 years of age or older and were enrolled in a Program of All-Inclusive Care for the Elderly (PACE), and
you left the plan because that plan is bankrupt, breached your policy, or your policy was misrepresented to
you when you bought it.

4. You canceled your Highmark Delaware Medicare Supplement plan to join, for the first time, a Medicare
Advantage plan, a Medicare SELECT plan, or a Program of All-Inclusive Care for the Elderly (PACE).
However, now you want to end that coverage and return to a Medicare Supplement plan. You must reapply
to Highmark Delaware within 12 months of the date you ended your original Medicare Supplement coverage,
and you may apply for the Medicare Supplement plan in which you were originally enrolled or a lower-cost
Medicare Supplement plan.

5. You canceled the Medicare Supplement plan you had from another insurance company to join a Medicare
Advantage plan, a Medicare SELECT plan, or a Program of All-Inclusive Care for the Elderly (PACE).
However, within 12 months of joining this plan, you decide to end this coverage and return to the Medicare
supplement plan you had before. You can apply for certain Medicare Supplement plans only if the previous
Medicare supplement plan you had from another insurance company is no longer available.

6. You joined a Medicare Advantage plan, a Medicare SELECT plan, or a Program of All-Inclusive Care for the
Elderly (PACE) when you first became eligible for Medicare (during your “Open Enroliment Period”).
However, within 12 months of joining that plan, you decide to end that coverage and enroll in a Medicare
Supplement plan.

If one of these categories applies to you, here’s what you need to do:

e Complete and return your application for Highmark Blue Cross Blue Shield Delaware Medicare
Supplement coverage no later than 63 days after the date on which your current or previous coverage
ends. Do not complete the health screening questions. If your situation is described in paragraph
number 2, above, you may choose to substitute the date on which you were notified that your coverage
would be ending for the actual date of termination.

» Along with your application, be sure to enclose proof of the date on which your current or previous
coverage actually ends, or on which you were notified that your current or previous coverage would be
ending. Your application cannot be finalized without this documentation.

If you have questions about these rights or about the Medicare Supplement plans available to you,
please call a Member Service Representative at 1-800-633-2563,
Monday through Friday, between 8:00 a.m. and 7:00 p.m.
Hearing-impaired TTY users, call 1-800-232-5460.

Blue Cross and Blue Shield are registered service marks of the Blue Cross Blue Shield Association, an association of independent Blue Cross and Blue
Shield Plans. H ighmark is a registered mark of Highmark Health Services
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FIIGHMARK.

Delaware

An Independent Licensee of the Blue Cross and Blue Shield Association

Discrimination is Against the Law

The Plan complies with applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. The Plan does not exclude people or treat them differently
because of race, color, national origin, age, disability, or sex. The Plan:

« Provides free aids and services to people with disabilities to communicate effectively with us, such as:
- Qualified sign language interpreters
— 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
- Information written in other languages
If you need these services, contact the Civil Rights Coordinator.

If you believe that the Plan 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: Civil Rights
Coordinator, P.O. Box 22492, Pittsburgh, PA 15222, Phone: 1-866-286-8295, TTY: 711, Fax: 412-544-2475,
email: CivilRightsCoordinator@highmarkhealth.org. You can file a grievance in person or by mail, fax, or
email. If you need help filing a grievance, the Civil Rights Coordinator 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.nhs.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

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call
1-844-679-6930.

ATENCION: Si usted habla espafiol, servicios de asistencia lingliistica, de forma gratuita, estan disponibles
para usted. Llame al 1-844-679-6930.
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ATTENTION: Si c’est créole que vous connaissez, il y a un certain service de langues qui est gratis et
disponible pour vous-méme. Composez le 1-844-679-6930.
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ATTENTION: Si vous parlez francais, les services d’assistance linguistique, gratuitement, sont a votre
disposition. Appelez au 1-844-679-6930.
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ATTENZIONE: se parla italiano, per lei sono disponibili servizi di assistenza linguistica a titolo gratuito.
Chiamare I'1-844-679-6930.

CHU Y: Néu quy vi néi tiéng Viét, ching téi cung cap dich vu hé trg ngdn ngl mién phi cho quy vi. Xin goi s6
1-844-679-6930.

ACHTUNG: Wenn Sie Deutsch sprechen, steht lhnen unsere fremdsprachliche Unterstiitzung kostenlos zur
Verfligung. Rufen Sie 1-844-679-6930.

ATENSYON: Kung nagsasalita ka ng Tagalog, may makukuha kang mga libreng serbisyong tulong sa wika.
Tumawag sa 1-844-679-6930.
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Aandacht: Indien u Nederlands spreekt, is de taaladviesdienst gratis beschikbaar voor u.
Bel 1-844-679-6930.

BHUMAHWE: Ecnu Bbl roBOpUTE NO-PYCCKU, Bbl MOXKETE BOCMOMb30BaTbCA 6ecnnaTHbIMK yCIyramu A3bIKOBOM
nopaep>ku. 3soHunTe 1-844-679-6930.

ATENCAO: Se a sua lingua é o portugués, temos atendimento gratuito para vocé no seu idioma. Ligue para
1-844-679-6930.

UWAGA: Dla os6b moéwigcych po polsku dostepna jest bezptatna pomoc jezykowa. Zadzwon
1-844-679-6930.
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BAA AKONINIZIN: Diné k’ehgo ydnitti'go, language assistance services, éi t'ad niik’eh, bee
nik& a’doowot, éi bee nd’'ahdot'i’. Kojj' hodiilnih 1-844-679-6930.
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