Humana Benefit Plan of Illinois, Inc. dba Humana Benefit Insurance Plan of
Illinois, Inc. offers Plans A, F, G, High Deductible G and N
Benefit Chart of Medicare Supplement Plans Sold on or After January 1, 2020

This chart shows the benefits included in each of the standard Medicare supplement plans. Some plans may not
be available. Only oggliconts first eliTgible fQéMedicore before 2020 may purchase Plans C, F, and high deductible F.
It Is paia.

Note: A v means 100% of the bene

Medicare
: first eligible
Benefi : :
enefits Plans Available to All Applicants before 2020
only
C F!
Medicare Part A
Coinsurance
and hospital
coverage (up to
an additional v v v v v v v v 7 v
365 days after
Medicare benefits
are used up)
Medicare Part B v
Coinsurance or v v v v 50% 75% v' | copays v v
Copayment apply3
Eilgfg frst three v v v v 50% 75% v v v v

Part A Hospice
Care Coinsurance v v v v 50% 75% v v v v
or Copayment

Skilled Nursing

Facility v v 50% 75% v v v v
Coinsurance

Medicare Part A

Deductible v v 4 50% | 75% | 50% | v % v
Medicare Part B

Deductible v v
Medicare Part B v v

Excess Charges

Foreign Travel
Emergency (up to v v v v v v
plan limits)

Out of Pocket $7,0602 | $3,5302
Limit in 20242

1 Plans F and G also have a hi%h deductible option which require first paying a plan deductible of $2,800 before
the plan begins to pay. Once the plan deductible is met, the B‘lon pays 100% of covered services for the rest of the
calendar year. High Deductible Plan G does not cover the Medicare Part B deductible. However, high deductible
plans F and G count your payment of the Medicare Part B deductible toward meeting the plan deductible.

2 Plonls lf.or)td L pay 100% of covered services for the rest of the calendar year once you meet the out-of-pocket
yearly limit.

3Plan N Boys 100% of the Part B coinsurance, except for a copayment of up to $20 for some office visits and up
to a $50 copayment for emergency room visits that do not result in an inpatient admission.
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Premium Rating Area Classification
Use this page to identify your rating area for assistance in determining your monthly premium. Please locate your
county below.

Area 1: (Premium rates begin on page 3)
Alpine, Lake, Los Angeles, Napa, Orange, Shasta

Area 2: (Premium rates begin on page 7)
Alameda, Calaveras, Contra Costa, Kern, Marin, Monterey, Plumas, Riverside, San Benito, San Bernardino, San Diego, Trinity,

Ventura, Yuba

Area 3: (Premium rates begin on page 10)

Amador, Butte, Colusa, Del Norte, El Dorado, Fresno, Glenn, Humboldt, Imperial, Inyo, Kings, Lassen, Madera, Mariposa, Mendocino,
Merced, Modoc, Mono, Nevada, Placer, Sacramento, San Francisco, San Joaquin, San Luis Obispo, San Mateo, Santa Barbara, Santa
Clara, Santa Cruz, Sierra, Siskiyou, Solano, Sonoma, Stanislaus, Sutter, Tehama, Tulare, Tuolumne, Yolo
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Humana Achieve Medicare Supplement Area 1 Monthly Premiums
Effective Date: 08-01-2024
* Members who enroll prior to age 65 will remain in the same age category for the duration of the policy, as these policies are issue-age

rated.
Até“&g%%éﬁe Pr%npigm Plan A Plan F Plan G Dergilrligt'}gle Plan N
<65*-Unisex Preferred $383.23 $522.95 S467.57 S143.34 $370.95
Standard S440.43 $601.09 S$537.42 $164.55 $426.29
65-Unisex Preferred $203.28 $248.80 $215.83 $67.68 §157.16
Standard $233.47 $285.81 $247.90 §77.53 $180.44
66-Unisex Preferred $203.28 $248.80 $215.83 $67.68 §157.16
Standard $233.47 $285.81 $247.90 §77.53 $180.44
67-Unisex Preferred $203.28 $248.80 $215.83 $67.68 §157.16
Standard $233.47 $285.81 $247.90 §77.53 $180.44
68-Unisex Preferred $204.84 $250.35 $217.74 $69.49 $158.85
Standard $235.27 $287.61 $250.09 $79.62 $182.38
69-Unisex Preferred $208.76 $254.79 $219.31 $71.68 $161.17
Standard $239.77 $292.71 $251.91 $82.13 $185.05
70-Unisex Preferred $212.18 $258.35 $223.23 $73.65 $163.14
Standard $243.70 $296.80 $256.41 $84.39 $187.31
71-Unisex Preferred $218.53 $266.65 $231.20 $76.16 $170.07
Standard $251.00 $306.35 $265.59 $87.30 $195.29
72-Unisex Preferred $224.89 $274.96 $239.19 $78.69 $§177.01
Standard $258.32 $315.91 S274.76 $90.20 $203.26
73-Unisex Preferred $231.24 $283.26 S247.16 $81.22 $183.96
Standard $265.62 $325.44 $283.93 $93.12 $211.25
74-Unisex Preferred $237.60 $291.56 $255.13 $83.75 $190.89
Standard $272.94 $335.00 $293.09 $96.02 $219.24

Note: If you are going to have a birthday within the month of your requested coverage effective date, please use the age you will be turning

on that birthday to determine your plan premium rate.

(Continued on next page)



+ 2bnd

¢-LL0T8IVV)

Humana Achieve Medicare Supplement Area 1 Monthly Premiums
Effective Date: 08-01-2024

Até“&g%%éﬁe Pr%npigm Plan A Plan F Plan G Dergilrligt'}gle Plan N
75-Unisex Preferred $247.57 $304.32 $267.01 $87.55 $200.76
Standard S284.41 $349.68 $306.75 $100.38 $230.57

76-Unisex Preferred §257.51 $317.74 $279.98 $89.89 $211.97
Standard $295.84 $365.10 $321.67 $103.06 S243.47

77-Unisex Preferred $264.61 $328.42 $289.84 $92.41 $220.44
Standard $304.00 S$377.40 $333.02 $105.97 §253.21

78-Unisex Preferred $272.12 $339.70 $300.22 $95.06 $229.35
Standard $312.63 $390.36 S344.96 $109.01 $263.45

79-Unisex Preferred $279.80 $351.23 $310.88 $97.73 $238.49
Standard S321.47 $403.62 $357.21 $112.09 $273.97

80-Unisex Preferred $288.50 $364.12 $322.73 $100.72 $248.57
Standard $331.48 S$418.43 $370.84 §115.52 $285.56

81-Unisex Preferred $297.19 $378.34 $335.76 $104.06 $259.60
Standard S341.47 S434.78 $385.82 $119.38 $298.24

82-Unisex Preferred $306.41 $393.37 $349.53 $107.59 $271.24
Standard $352.08 S$452.08 $401.66 S$123.42 $311.63

83-Unisex Preferred $316.22 $409.30 $364.13 $111.28 $283.57
Standard $363.36 S$470.40 S418.44 S127.67 $325.80

84-Unisex Preferred $326.63 $426.18 $379.59 $115.16 $296.60
Standard $375.33 $489.80 S436.24 S$132.14 $340.79

85-Unisex Preferred §337.37 S443.65 $395.59 $119.14 $310.12
Standard $387.68 $509.90 S454.64 $136.71 $356.34

Note: If you are going to have a birthday within the month of your requested coverage effective date, please use the age you will be turning

on that birthday to determine your plan premium rate.

(Continued on next page)
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Humana Achieve Medicare Supplement Area 1 Monthly Premiums
Effective Date: 08-01-2024

Até“&g%%éﬁe Pr%npigm Plan A Plan F Plan G Dergilrligt'}gle Plan N
86-Unisex Preferred $344.59 $457.19 $407.50 $122.60 $320.05
Standard $395.99 $525.48 $468.34 $140.69 $367.75

87-Unisex Preferred $353.87 $472.89 $421.85 $126.01 $332.17
Standard $406.66 $543.53 $484.82 $144.61 $381.69

88-Unisex Preferred $363.41 $489.07 $436.62 $129.48 $344.70
Standard $417.62 $562.15 $501.82 $148.61 $396.10

89-Unisex Preferred $373.19 $505.75 $451.86 $133.02 $357.62
Standard $428.88 $581.33 $519.35 $152.67 $410.95

90-Unisex Preferred $383.23 $522.95 $467.57 $136.61 $370.95
Standard $440.43 $601.09 $537.42 $156.81 $426.29

91-Unisex Preferred $391.20 $537.85 $481.20 $139.59 $382.48
Standard $449.59 $618.23 $553.07 $160.22 $439.56

92-Unisex Preferred $397.39 $550.48 $492.75 $141.91 $392.43
Standard $456.71 $632.74 $566.37 $162.89 $451.00

93-Unisex Preferred $403.69 $563.35 $504.57 S144.24 $402.58
Standard $463.95 $647.54 $579.96 $165.58 $462.67

94-Unisex Preferred $410.08 $576.48 $516.64 $146.58 $412.96
Standard $471.29 $662.65 $593.83 $168.27 $474.60

95-Unisex Preferred $410.47 $581.22 $521.18 $148.15 $417.35
Standard S471.74 $668.09 $599.05 $170.06 $479.65

96-Unisex Preferred $410.47 $581.22 $521.18 $148.15 $417.35
Standard S471.74 $668.09 $599.05 $170.06 $479.65

Note: If you are going to have a birthday within the month of your requested coverage effective date, please use the age you will be turning

on that birthday to determine your plan premium rate.

(Continued on next page)
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Humana Achieve Medicare Supplement Area 1 Monthly Premiums
Effective Date: 08-01-2024

Atstf‘(i;“e%%élge Pr%npigm Plan A Plan F Plan G De&?ﬁ%&éle Plan N
97-Unisex Preferred $410.47 $581.22 §521.18 $148.15 $417.35
Standard $471.74 $668.09 $599.05 $170.06 $479.65

98-Unisex Preferred $410.47 $581.22 §521.18 $148.15 $417.35
Standard $471.74 $668.09 $599.05 $170.06 $479.65

99+-Unisex Preferred $410.47 $581.22 $521.18 $148.15 $417.35
Standard S471.74 $668.09 $599.05 $170.06 $479.65

Note: If you are going to have a birthday within the month of your requested coverage effective date, please use the age you will be turning
on that birthday to determine your plan premium rate.
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Humana Achieve Medicare Supplement Area 2 Monthly Premiums
Effective Date: 08-01-2024
* Members who enroll prior to age 65 will remain in the same age category for the duration of the policy, as these policies are issue-age

rated.
Até“&g%%éﬁe Pr%r,npigm Plan A Plan F Plan G Dergilrligthl(liale Plan N
<65*-Unisex Preferred S321.74 $438.92 $392.48 $120.54 S311.44
Standard $369.71 S504.47 S$451.06 $138.33 $357.86
65-Unisex Preferred $170.81 $208.99 S181.34 $57.09 S$132.14
Standard $196.14 $240.04 $208.24 $65.35 S151.66
66-Unisex Preferred $170.81 $208.99 S$181.34 $57.09 S$132.14
Standard $196.14 $240.04 $208.24 $65.35 S$151.66
67-Unisex Preferred $170.81 $208.99 S181.34 $57.09 S132.14
Standard $196.14 $240.04 $208.24 $65.35 S$151.66
68-Unisex Preferred $172.12 $210.29 $182.94 $58.61 $133.55
Standard $197.64 S241.54 $210.07 $67.10 $153.29
69-Unisex Preferred S$175.41 $214.01 S184.26 S60.44 $135.49
Standard $201.42 $245.82 $211.60 $69.20 §155.52
70-Unisex Preferred $178.28 $217.00 S$187.55 $62.09 $137.15
Standard S204.72 $249.25 §215.38 §71.10 S157.42
71-Unisex Preferred $183.60 $223.97 $194.23 S64.20 $142.96
Standard $210.84 $257.26 $223.07 S$73.54 S$164.12
72-Unisex Preferred $188.94 $230.94 $200.93 $66.32 S$148.79
Standard $216.98 $265.28 $230.77 $75.98 $170.80
73-Unisex Preferred $194.26 $237.89 $207.62 $68.45 $154.61
Standard $223.10 S§273.27 $238.45 S78.42 $177.50
74-Unisex Preferred $199.60 $244.86 $214.31 $70.57 $160.42
Standard $229.24 $281.29 S246.14 $80.85 $184.20
75-Unisex Preferred $207.96 $255.56 $224.27 $73.75 $168.70
Standard $238.86 $293.61 $257.60 S84.51 $193.70
76-Unisex Preferred $216.30 $266.82 $235.15 S75.72 $178.10
Standard S248.45 $306.53 $270.11 $86.76 $204.52

Note: If you are going to have a birthday within the month of your requested coverage effective date, please use the age you will be turning

on that birthday to determine your plan premium rate.

(Continued on next page)
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Humana Achieve Medicare Supplement Area 2 Monthly Premiums
Effective Date: 08-01-2024

Até“&g%%éﬁe Pr%r,npigm Plan A Plan F Plan G Dergilrligt'}gle Plan N
77-Unisex Preferred $222.25 $275.77 $243.42 $77.83 $185.21
Standard $255.29 $316.85 $279.63 $89.20 $212.69

78-Unisex Preferred $228.55 $285.23 $252.12 $80.05 $192.68
Standard $262.53 $327.72 $289.64 $91.75 $221.28

79-Unisex Preferred $234.99 $294.91 $261.06 $82.29 $200.35
Standard $269.95 $338.85 $299.92 $94.33 $230.10

80-Unisex Preferred $242.29 S$305.71 $271.00 S84.79 $208.80
Standard S278.34 $351.26 $311.35 $97.21 $239.83

81-Unisex Preferred $249.58 S317.64 $281.93 $87.60 $218.05
Standard $286.72 $364.98 $323.91 $100.45 $250.46

82-Unisex Preferred $257.31 $330.24 $293.48 $90.56 $227.82
Standard $295.61 $379.49 $337.20 $103.84 $261.69

83-Unisex Preferred $265.54 $343.61 $305.72 $93.66 $238.15
Standard $305.08 $394.85 S$351.27 $107.40 §273.58

84-Unisex Preferred S274.27 $357.76 $318.69 $96.91 $249.08
Standard S$315.11 $411.13 $366.20 S$111.15 $286.15

85-Unisex Preferred $283.28 S372.42 $332.11 $100.25 $260.42
Standard S325.47 S$427.98 $381.63 $114.99 $299.19

86-Unisex Preferred $289.33 S$383.77 $342.10 $103.15 $268.75
Standard S$332.44 S441.05 $393.12 $118.32 S308.76

87-Unisex Preferred $297.12 $396.94 $354.13 $106.01 $278.92
Standard $341.39 S$456.19 S$406.94 S121.61 $320.45

88-Unisex Preferred $305.12 $410.51 $366.52 $108.92 $289.42
Standard $350.59 $471.80 $421.20 $124.96 $332.53

89-Unisex Preferred $313.32 S424.50 $379.30 $111.89 $300.26
Standard $360.03 S$487.89 $435.91 S$128.37 S$344.99

90-Unisex Preferred $321.74 $438.92 $392.48 $114.90 S311.44
Standard $369.71 S504.47 S$451.06 $131.84 $357.86

Note: If you are going to have a birthday within the month of your requested coverage effective date, please use the age you will be turning

on that birthday to determine your plan premium rate.

(Continued on next page)
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Humana Achieve Medicare Supplement Area 2 Monthly Premiums
Effective Date: 08-01-2024

Atstf‘(i;“e%%élge Pr%r,npigm Plan A Plan F Plan G De&?ﬁ%&éle Plan N
91-Unisex Preferred $328.42 S451.43 $403.91 $117.40 $321.11
Standard $377.40 $518.84 $464.19 $134.70 $368.98

92-Unisex Preferred $333.61 $462.01 $413.60 $119.34 $329.45
Standard $383.37 $531.01 $475.35 $136.94 $378.58

93-Unisex Preferred $338.90 $472.81 $423.51 $121.30 $337.97
Standard $389.44 $543.42 $486.74 $139.20 $388.37

94-Unisex Preferred S344.26 $483.82 $433.63 $123.26 $346.68
Standard $395.60 $556.09 $498.37 S141.45 $398.38

95-Unisex Preferred $344.59 S487.79 S437.44 S124.57 $350.36
Standard $395.97 $560.66 $502.75 $142.95 $402.61

96-Unisex Preferred S$344.59 S487.79 S437.44 S124.57 $350.36
Standard $395.97 $560.66 $502.75 $142.95 $402.61

97-Unisex Preferred S$344.59 S487.79 S437.44 S124.57 $350.36
Standard $395.97 $560.66 $502.75 $142.95 $402.61

98-Unisex Preferred $344.59 S487.79 S437.44 S124.57 $350.36
Standard $395.97 $560.66 $502.75 $142.95 $402.61

99+-Unisex Preferred $344.59 $487.79 S437 .44 $124.57 $350.36
Standard $395.97 $560.66 $502.75 $142.95 $402.61

Note: If you are going to have a birthday within the month of your requested coverage effective date, please use the age you will be turning
on that birthday to determine your plan premium rate.
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Humana Achieve Medicare Supplement Area 3 Monthly Premiums
Effective Date: 08-01-2024
* Members who enroll prior to age 65 will remain in the same age category for the duration of the policy, as these policies are issue-age

rated.
Até“&g%%éﬁe Pr%r,npigm Plan A Plan F Plan G Dergilrligthl(liale Plan N
<65*-Unisex Preferred $290.99 $396.91 S$354.93 $109.14 $281.69
Standard S$334.36 S$456.15 S$407.88 $125.22 $323.64
65-Unisex Preferred $154.58 $189.09 $164.09 $51.79 $119.62
Standard S177.47 §217.15 $188.41 $59.26 S137.27
66-Unisex Preferred $154.58 $189.09 $164.09 $51.79 $119.62
Standard S177.47 $217.15 $188.41 $59.26 S137.27
67-Unisex Preferred $154.58 $189.09 $164.09 $51.79 $119.62
Standard S177.47 $217.15 $188.41 $59.26 S$137.27
68-Unisex Preferred S155.77 $190.26 S165.54 $53.16 $120.90
Standard $178.83 §218.51 $190.07 $60.84 S138.74
69-Unisex Preferred S158.74 $193.63 $166.74 S$54.82 $122.66
Standard $182.25 $222.37 $191.45 $62.74 $140.76
70-Unisex Preferred $161.33 $196.33 $169.71 $56.31 $124.15
Standard $185.22 S$225.48 $194.86 S64.45 S142.47
71-Unisex Preferred $166.14 $202.62 $175.75 $58.22 $129.41
Standard $190.76 $232.71 $201.82 $66.66 $148.53
72-Unisex Preferred $170.97 $208.92 $181.80 $60.14 S134.67
Standard $196.31 $239.96 S208.77 $68.86 S154.57
73-Unisex Preferred S§175.78 §215.21 $187.85 $62.06 $139.94
Standard $201.84 S$247.19 S$215.72 S$71.07 $160.63
74-Unisex Preferred $180.60 $221.51 $193.89 $63.97 $145.19
Standard $207.39 S254.44 $222.67 S§73.27 $166.68
75-Unisex Preferred S$188.16 $231.18 $202.90 $66.85 S$152.67
Standard $216.09 $265.57 $233.02 $76.58 S175.27
76-Unisex Preferred $195.70 $241.35 $212.73 $68.63 $161.17
Standard $224.75 $277.25 S244.33 $78.61 $185.05

Note: If you are going to have a birthday within the month of your requested coverage effective date, please use the age you will be turning

on that birthday to determine your plan premium rate.

(Continued on next page)
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Humana Achieve Medicare Supplement Area 3 Monthly Premiums
Effective Date: 08-01-2024

Até“&g%%éﬁe Pr%r,npigm Plan A Plan F Plan G Dergilrligthl(liale Plan N
77-Unisex Preferred $201.07 $249.45 $220.20 $70.54 $167.59
Standard $230.94 $286.58 $252.93 $80.82 $192.43

78-Unisex Preferred $206.77 $258.00 $228.07 $72.55 $174.35
Standard S237.48 $296.40 $261.99 $83.12 $200.20

79-Unisex Preferred $212.59 $266.74 $236.15 S74.57 $181.28
Standard S244.18 $306.46 S271.27 S85.45 $208.17

80-Unisex Preferred $219.19 $276.51 $245.13 $76.83 $188.92
Standard S251.77 $317.68 $281.60 $88.06 $216.96

81-Unisex Preferred $225.78 $287.29 $255.01 $79.37 $197.28
Standard $259.34 $330.08 $292.96 $90.98 $226.57

82-Unisex Preferred $232.76 $298.68 S$265.45 $82.04 $206.10
Standard $267.38 $343.19 S$304.97 S94.04 $236.72

83-Unisex Preferred $240.20 $310.76 $276.52 S84.84 $215.45
Standard $275.93 $357.08 $317.69 §97.27 S247.46

84-Unisex Preferred $248.09 $323.56 S$288.24 S$87.78 $225.33
Standard $285.01 $371.79 $331.18 $100.65 $258.83

85-Unisex Preferred $256.23 $336.80 $300.37 $90.80 $235.57
Standard $294.37 $387.02 $345.13 S$104.12 $270.61

86-Unisex Preferred $261.70 $347.06 $309.40 $93.42 $243.10
Standard $300.67 $398.83 $355.52 $107.14 $279.26

87-Unisex Preferred S268.74 S$358.97 $320.27 $96.01 $252.29
Standard $308.76 $412.52 $368.01 $110.11 $289.83

88-Unisex Preferred $275.97 $371.23 $331.47 $98.64 $261.79
Standard $317.07 $426.63 $380.90 S$113.14 $300.75

89-Unisex Preferred $283.39 $383.88 $343.02 $101.32 §271.58
Standard $325.60 S441.17 $394.19 $116.22 $312.01

90-Unisex Preferred $290.99 $396.91 $354.93 $104.05 $281.69
Standard S$334.36 S$456.15 S$407.88 $119.36 $323.64

Note: If you are going to have a birthday within the month of your requested coverage effective date, please use the age you will be turning

on that birthday to determine your plan premium rate.

(Continued on next page)
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Humana Achieve Medicare Supplement Area 3 Monthly Premiums
Effective Date: 08-01-2024

Atstf‘(i;“e%%élge Pr%r,npigm Plan A Plan F Plan G De&?ﬁ%&éle Plan N
91-Unisex Preferred $297.04 S$408.21 $365.26 $106.30 $290.43
Standard $341.30 $469.14 $419.75 $121.94 $333.70

92-Unisex Preferred $301.73 $417.78 $374.02 $108.06 $297.97
Standard $346.70 $480.14 $429.83 $123.97 $342.37

93-Unisex Preferred $306.50 S427.54 $382.98 $109.83 $305.67
Standard $352.19 $491.36 $440.13 $126.00 $351.22

94-Unisex Preferred $311.35 $437.49 $392.13 $111.60 $313.53
Standard $357.75 $502.81 $450.64 $128.04 $360.26

95-Unisex Preferred $311.65 $441.08 $395.57 $112.79 $316.86
Standard $358.09 $506.94 $454.60 $129.40 $364.09

96-Unisex Preferred $311.65 $441.08 $395.57 $112.79 $316.86
Standard $358.09 $506.94 $454.60 $129.40 $364.09

97-Unisex Preferred $311.65 $441.08 $395.57 $112.79 $316.86
Standard $358.09 $506.94 $454.60 $129.40 $364.09

98-Unisex Preferred $311.65 $441.08 $395.57 $112.79 $316.86
Standard $358.09 $506.94 $454.60 $129.40 $364.09

99+-Unisex Preferred $311.65 $441.08 $395.57 $112.79 $316.86
Standard $358.09 $506.94 $454.60 $129.40 $364.09

Note: If you are going to have a birthday within the month of your requested coverage effective date, please use the age you will be turning
on that birthday to determine your plan premium rate.



Medicare Supplement Discounts*

ACH Discount

Save $2 on your monthly premium by electing to make payments electronically. If you wish to take
odv?ntqge of this discount be sure to select an automatic payment option in Section 7 of your enrollment
application.

Enhanced Household Discount**

Save 12% on your monthly premium when you reside with I\;our spouse (including civil union/domestic
partner) or you have continuously resided with at least one, but no more than three adults in the past 12
months. For the purpose of this discount, a civil union partner or domestic partner will be considered a
legal spouse when such partnerships are valid and recognized in your state of residence. We may request
additional documentation to determine eligibility.

Calculate Your Premium

Base monthly premium (please refer to pages 3-12):
ACH Discount (applied to base premium):
Enhanced Household Discount (applied to base premium):

Premium Quote (base premium minus discounts):

“ We reserve the right to make changes to the premium discount structure. If a change to the discount
structure occurs to your policy, it will affect all policies we issue like yours.

** The Enhanced household premium discount will be removed if the spouse (civil union/domestic partner)
or other adult(s) no longer resides with ?/ou (other than in the case of his/her death). This premium
change will occur on the billing cycle following the date we learn your eligibility has ended. Household
is de |lned as a condominium unit, a single family home, or an apartment unit within an apartment
complex.

CAAI81077-2 Page 13



Premium Information

We, Humana Benefit Plan of Illinois, Inc. dba
Humana Benefit Insurance Plan of Illinois, Inc.,
can only change the renewal premium for your
olicy if we also change the renewal premium
or all policies that we issue like yours in this
State. No change in premium will be made
because of the number of claims you file, nor
because of a change in your health or your
type of work.

If you are rated as age 65 or older, this is an
attained age rated policy, which means that
¥our premiums will increase based on age.

our attained age premium increase will go
into effect on the first monthly renewal date
which falls on or follows the policy annual
anniversary date. The premium increase will be
based on %/our age attained on or before the
last day of the renewal calendar month. A
premium change will not be made more than
once in a 12-month period.

Howeuver, if you enroll prior to age 65, you will
remain in the same age category for the
duration of your policy.

Read your policy very carefully

This is only an outline describing P/our policy's
most important features. The policy is your
insurance contract. You must read the polic
itself to understand all of the rights and duties
of both you and your insurance company.

Right to return policy

If you find that you are not satisfied with your
policy for any reason, you shall have the right to
return this policy via regular mail to:

Humana Benefit Plan of Illinois, Inc. dba
Humana Benefit Insurance Plan of)Illinois, Inc.

Attn: Medicare Enrollments

P.O. Box 14168

Lexington, KY 40512-4168

Iffyou send the policy back to us within 30 days
of r

after examination of the policy, the return shall
void the policy from the beginning, and the
parties shall be in the same position as if no
policy had been issued.

eceiving it, and have full premium refunded if

If you choose to cancel your policy, coverage will
end on the last day of the month'in which we
receive your cancelation request. If you have
paid premiums for months after your plan's end
date, we will refunddyour premium for those
months. Your refund will not be processed on a
pro-rated basis.

Policy replacement

If you are replacing another health insurance
policy, do NOT cancel it until you have actually
received your new policy and are sure you want
to keep it.

Disclosure

This policy may not fully cover all of your
medical costs. Neither this company nor any of
its agents are connected with Medicare. This
outline of coverage does not give all the details
of Medicare coverage. Contact your local social
security office or consult the "Medicare & You"
handbook for more details. For additional
information concerning policy benefits, contact
the Health Insurance Counseling and Advocacy
Program (HICAP) or your agent. Call the HICAP
toll-free telephone number, 1-800-434-0222,
for a referral to your local HICAP office. HICAP is
a service provided free of charge by the State
of California.

Complete answers are very important

When )éou fill out the application for the new
policy, be sure to truthfully and completely
answer all questions about your medical and
health history. The company may cancel your
policy and refuse to pay any claims if you leave
out or falsify important medical information.

Review the application carefully before you sign
it. Be certain that all information has been
properly recorded.
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Guaranteed Issue Guidelines

Open Enrollment - You are eligible for
Guaranteed Issue if you apply for a Humana
Medicare Supplement Plan policy prior to or
during the six-month period beginning with the
first day of the first month in which you are
enrolled for benefits under Part B of Medicare.

Annual Open Enrollment - You are entitled to
an annual open enrollment period lasting 60
days, commencing with your birthday, during
which time you may purchase any Medicare
Supplement policy that offers benefits equal to
or lesser than those provided by the previous
coverage.

Other Situations - You are eligible for
Guaranteed Issue if you apply for the policy no
later than 63 days after the date of
termination of enrollment described below, you
submit evidence of the date of termination or
disenrollment with the Enrollment Application,
and you meet one of the following conditions:

1. You are enrolled in an employee welfare
benefit plan that provides health benefits
that supplement the benefits under
Medicare, and the plan terminates or
ceases to provide such supplemental
health benefits; or you are enrolled in an
employee welfare benefit plan that is
primary to Medicare and the plan
terminates, or ceases to provide health
benefits because you left the plan.

2. You are enrolled with a Medicare
Advantage organization under a Medicare
Advantage Plan (the “Plan”) under Part C
of Medicare and any of the following apply;
or you are 65 years of age or older and are
enrolled with a Program of All-Inclusive
Care for Elderly (PACE), and there are
circumstances similar to those described
as follows that would permit
discontinuance of your enrollment with the
provider if you were enrolled in a Medicare
Advantage Plan:

* The Medicare Advantage organization
or Plan's certification under this part
has been terminated or the Medicare
Advantage organization or Plan has

notified you of an impending termination
of certification; or

The Medicare Advantage organization
has terminated or otherwise
discontinued providing the Plan in the
area in which you reside, or has notified
you of an impending termination or
discontinuance of the plan; or

You are no longer eligible to elect the
Plan because:

i) of achange in your place of residence
or other change in circumstances
specified by the Secretary of the
Department of Health and Human
Services (the "Secretary"), excluding
those circumstances where you were
disenrolled from the Plan for any of
the reasons described in
Section1851(g)(3)(B) of the federal
Social Security Act (e.g., where you
have not paid premiums on a timely
basis, or you have engaged in
disruptive behavior as

i) the Plan is terminated for all enrollees
residing within a particular residential
service area; or

The Medicare Advantage Plan in which
you've been enrolled reduces any of its
benefits or increases the amount of cost
sharing or discontinues for other than
good cause relating to quality of care, its
relationship or contract under the plan
with a provider who is currently
furnishing services to you. If any of these
circumstances occur, you're eligible for a
Medicare supplement policy issued by the
same issuer through which you were
enrolled at the time the benefit
reduction, premium increase, or provider
discontinuance occurs or for one issued
by a subsidiary of the parent company of
that issuer or by a network that contracts
with the parent company of that issuer.

(Continued on next page)
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If no Medicare supplement policy is
available to you from the same issuer of
your Medicare Advantage Plan, a
subsidiary of the parent company of that
issuer, or a network that contracts with
the parent company of that issuer, you're
eligible for a Medicare supplement policy
during the Medicare Advantage Annual
Enrollment Period if your Medicare
Advantage Plan:

+ Increases your premium by more
than 15 percent

« Increases physician, hospital, or drug
copayments by 15 percent

« Reduces any benefits under the plan

« Discontinues, for other than good
cause relating to quality of care, its
relationship or contract under the
plan with a provider who is currently
furnishing services to you

Note: In the case the Medicare
Advantage Plan discontinues its
relationship with a provider providing
services to you, your eligibility for a
Medicare supplement policy is not
restricted to during the Medicare
Advantage Annual Enrollment Period.

* You demonstrate, in accordance with
guidelines established by the Secretary,
that:

i) the Medicare Advantage organization
offering the Plan substantially
violated a material provision of the
organization's contract with the
Centers for Medicare & Medicaid
Services in relation to you, including
the failure to provide you, on a timely
basis, with medically necessary care
for which benefits are available under
the Plan, or the failure to provide such
covered care in accordance with
applicable quality standards; or

ii) the Medicare Advantage organization
or agent or other entity acting on the
Medicare Advantage organization's
behalf, materially misrepresented the
plan's provisions in marketing the
Plan to you; or

* You meet such other exceptional
conditions as the Secretary may provide.

3. Your enrollment ceases under the same

circumstances that would permit
discontinuance under Section 2, and you are
enrolled with one the following:

* An eligible organization under a contract
under Section 1876 of the Social Security
Act (Medicare cost); or

* A similar organization operating
under demonstration project authority,
effective for periods before April 1,1999;
or

* An organization under an agreement
under Section 1833(a)(1)(A) of the Social
Security Act (health care prepayment
plan); or

* An organization under a Medicare
Select policy.

You are enrolled in a Medicare Supplement
policy and the enrollment ceases because:

* Of the insolvency of the issuer or
bankruptcy of the non-issuer
organization, or of other involuntary
termination of coverage or enrollment
under the policy; or

* The issuer of the policy substantially
violated a material provision of the
policy; or

* Theissuer or an agent or other entity
acting on the issuer's behalf, materially
misrepresented the policy's provisions in
marketing the policy to you.

You were enrolled under a Medicare
supplement policy and you terminate
enrollment and subsequently enroll, for

the first time, with (1) any Medicare
Advantage organization under a Medicare
Advantage Plan under Part C of Medicare, (2)
any eligible organization under a contract
under Section 1876 of the Social Security Act
(Medicare cost), (3) any similar organization
operating under demonstration project
authority, (4) any PACE program under
Section 1894 of the Social Security Act, or (5)
a Medicare Select policy, and enrollment
under this section is terminated by you
during any period within the first 12 months

(Continued on next page)
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of such subsequent enrollment (during which
you are permitted to terminate such
subsequent enrollment under Section
1851(e) of the federal Social Security Act).

. You upon first becoming enrolled for benefits
under Medicare Part A and Part B, enroll in a
Medicare Advantage Plan under Part C of
Medicare, or in a PACE program under
Section 1894 of the Social Security Act, and
disenroll from the plan or program within 12
months of the effective date of enrollment.

. You qualify for a 6 month open enrollment
period if you lose Military Health Coverage
because:

* A military base closes; or

* A military base no longer offers health
care services; or

* You move away from a military base; or

* You lose access to health care services at
a military base.

. You qualify for a 6 month open enrollment
period if you lose your eligibility for full
Medi-Cal benefits due to an increase in your
income or assets.

"Note to individuals under the age of 65: An
issuer shall make available Medicare
supplement benefit plans A, B, C, D, F and G if
currently available, to an applicant who
qualifies for Guaranteed Issue, is 64 years of
age or younger and who does not have
end-stage renal disease. An issuer shall also
make available to those applicants Medicare
supplement benefit plan K or L, if currently
available, or Medicare supplement benefit
plan M or N, if currently available. The
selection between Medicare supplement plan
K or L and the selection between Medicare
supplement plan M or N is made at the
issuer's discretion."

CAAI81077-2
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Plan F

Medicare (Part A) - Hospital Services - Per Benefit Period

* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you
have been out of the hospital and have not received skilled care in any other facility for 60 days in a row.

Services Medicare Pays Plan Pays You Pay

Hospitalization*

Semiprivate room and board, general
nursing and miscellaneous services

and supplies
First 60 days All but $1,632 $1,632 N0)
(Part A deductible)

61st through 90th day All but $408 a day $408 a day N0
91st day and after:

while using 60 lifetime reserve days All but $816 a day $816 a day N0

once lifetime reserve days are used:

+ additional 365 days N0 100% of Medicare SO**
eligible expenses
« beyond the additional 365 days N0 N0 All costs
Skilled Nursing Facility Care*
You must meet Medicare's requirements,
including having been in a hospital for at
least three days and entered a Medicare-
approved facility within 30 days after
leaving the hospital
First 20 days All approved N0 N0
amounts
21st through 100th day All but $204 a day Up t%SZOlf N0
a day

101st day and after N0) N0) All costs
Blood
First three pints N0 Three pints N0
Additional amounts 100% N0) N0)
Hospice Care
You must meet Medicare's requirements, All but very limited Medicare SO
including a doctor's certification of copayment/ copayment/
terminalillness. coinsurance for coinsurance

outpatient drugs
and inpatient
respite care

*NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of
Medicare and will pay whatever amount Medicare would have paid for up to an additional 365 days as
Brovided in the policy's "Core Benefits." During this time the hospital is prohibited from billing %/ou for the

alance based on any difference between its billed charges and the amount Medicare would have paid.

Page 20 CAAI81077-2



Plan F

Medicare (Part B) - Medical Services - Per Calendar Year

* Once you have been billed $240 of Medicare-approved amounts for covered services (which are noted with
an asterisk), your Part B deductible will have been met for the calendar year.

Services Medicare Pays Plan Pays You Pay
Medical Expenses
IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT, such
as physician's services, inpatient and
outpatient medical and surgical services
and supplies, physical and speech
therapy, diagnostic tests, durable
medical equipment
First $240 of Medicare-approved N0 $240 N0
amounts* (Part B deductible)
Remainder of Medicare-approved Generally 80% Generally 20% N0)
amounts
Part B Excess Charges
(above Medicare-approved amounts) SO 100% SO
Blood
First three pints N0 All costs N0
Next $240 of Medicare-approved N0 $240 N0
amounts* (Part B deductible)
Remainder of Medicare-approved 80% 20% N0)
amounts
Clinical Laboratory Services
TESTS FOR DIAGNOSTIC SERVICES 100% SO SO
Medicare (Parts A and B)
Services Medicare Pays Plan Pays You Pay

Home Health Care
MEDICARE-APPROVED SERVICES
Medically necessary skilled care services 100% SO SO
and medical supplies
Durable medical eguipment

First $240 of Medicare-approved N0 $240 N0

amounts* (Part B deductible)

Remainder of Medicare-approved 80% 20% N0)

amounts

CAAI81077-2
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Plan F
Other Benefits - Not Covered By Medicare

Services Medicare Pays Plan Pays You Pay

Foreign Travel

Not covered by Medicare

Medically necessary emergency care
services beginning during the first 60
days of each trip outside of the USA

First $250 each calendar year N0 N0 $250
Remainder of charges N0) 80% to a lifetime  20% and amounts
maximum benefit  over the $50,000
of $50,000 lifetime maximum
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High Deductible Plan G

Medicare (Part A) - Hospital Services - Per Benefit Period

* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you
have been out of the hospital and have not received skilled care in any other facility for 60 days in a row.

** This high deductible plan pays the same benefits as Plan G after you have paid a calendar year $2,800
deductible. Benefits from the high deductible plan G will not begin until out-of-pocket expenses are
$2,800. Out—of—ﬁocket expenses for this deductible include expenses for the Medicare Part B deductible,
and expenses that would ordinarily be paid by the policy. This does not include the plan's separate
foreign travel emergency deductible.

After You In Addition
Pay $2,800 To $2,800
Deductible,** Deductible,**
Services Medicare Pays Plan Pays You Pay

Hospitalization*

Semiprivate room and board, general
nursing and miscellaneous services

and supplies
First 60 days All but $1,632 $1,632 N0
(Part A deductible)

61st through 90th day All but $408 a day $408 a day N0
91st day and after:

while using 60 lifetime reserve days All but $816 a day $816 a day N0

once lifetime reserve days are used:

- additional 365 days N0) 100% of Medicare SO***
eligible expenses
« beyond the additional 365 days N0 N0 All costs
Skilled Nursing Facility Care*
You must meet Medicare's requirements,
including having been in a hospital for at
least three days and entered a Medicare-
approved facility within 30 days after
leaving the hospital
First 20 days All approved N0 N0
amounts
21st through 100th day All but $204 Up to $204 N0
a day a day

101st day and after N0) N0) All costs

**NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of

Medicare and will pay whatever amount Medicare would have paid for up to an additional 365 days as

Brovided in the policy's "Core Benefits." During this time the hospital is prohibited from billing %/ou for the
alance based on any difference between its billed charges and the amount Medicare would have paid.
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High Deductible Plan G

Medicare (Part A) - Hospital Services - Per Benefit Period (continued)

** This high deductible plan pays the same benefits as Plan G after you have paid a calendar year $2,800
deductible. Benefits from the high deductible plan G will not begin until out-of-pocket expenses are
$2,800. Out—of—ﬁocket expenses for this deductible include expenses for the Medicare Part B deductible,
and expenses that would ordinarily be paid by the policy. This does not include the plan's separate
foreign travel emergency deductible.

After You In Addition
Pay $2,800 To $2,800
Deductible,** Deductible,**

Services Medicare Pays  Plan Pays You Pay
Blood
First three pints N0 Three pints N0
Additional amounts 100% S0 N0

Hospice Care

You must meet Medicare's requirements, All but very limited Medicare SO
including a doctor's certification of copayment/ copayment/
terminalillness. coinsurance for coinsurance

outpatient drugs
and inpatient
respite care
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High Deductible Plan G

Medicare (Part B) - Medical Services - Per Calendar Year

* Once you have been billed $240 of Medicare-approved amounts for covered services (which are noted with
an asterisk), your Part B deductible will have been met for the calendar year.

** This high deductible plan pays the same benefits as Plan G after you have paid a calendar year $2,800
deductible. Benefits from the high deductible plan G will not begin until out-of-pocket expenses are
$2,800. Out—of—ﬁocket e>§)enses for this deductible include expenses for the Medicare Part B deductible,

and expenses that would
travel emergency deductible.

Pay $2,800
Deductible,** Deductible,**

ordinarily be paid by the policy. This does not include the plan's separate foreign

In Addition
To $2,800

After You

Services Medicare Pays Plan Pays You Pay
Medical Expenses
IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT, such
as physician's services, inpatient and
outpatient medical and surgical services
and supplies, physical and speech
therapy, diagnostic tests, durable
medical equipment
First $240 of Medicare-approved N0 N0 $240
amounts* (Unless Part B
deductible has
been met)
Remainder of Medicare-approved Generally 80% Generally 20% N0)
amounts
Part B Excess Charges
(above Medicare-approved amounts) SO 100% SO
Blood
First three pints N0 All costs N0
Next $240 of Medicare-approved N0 N0 $240
amounts* (Unless Part B
deductible has
been met)
Remainder of Medicare-approved 80% 20% N0)
amounts
Clinical Laboratory Services
TESTS FOR DIAGNOSTIC SERVICES 100% N0) N0)
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High Deductible Plan G

Medicare (Parts A and B) - Medical Services - Per Calendar Year

* Once you have been billed $240 of Medicare-approved amounts for covered services (which are noted with
an asterisk), your Part B deductible will have been met for the calendar year.

** This high deductible plan pays the same benefits as Plan G after you have paid a calendar year $2,800
deductible. Benefits from the high deductible plan G will not begin until out-of-pocket expenses are
$2,800. Out—of—ﬁocket e>§)enses for this deductible include expenses for the Medicare Part B deductible,
and expenses that would ordinarily be paid by the policy. This does not include the plan's separate foreign

travel emergency deductible.

After You In Addition
Pay $2,800 To $2,800
Deductible,** Deductible,**
Services Medicare Pays Plan Pays You Pay
Home Health Care
MEDICARE-APPROVED SERVICES

Medically necessary skilled care services 100% SO SO
and medical supplies

Durable medical equipment

First $240 of Medicare-approved N0 N0 $240
amounts* (Unless Part B
deductible has
been met)
Remainder of Medicare-approved 80% 20% N0)
amounts

Other Benefits - Not Covered By Medicare

After You In Addition
Pay $2,800 To $2,800
Deductible,** Deductible,**
Services Medicare Pays Plan Pays You Pay

Foreign Travel

Not covered by Medicare

Medically necessary emergency care
services beginning during the first 60
days of each trip outside of the USA

First $250 each calendar year N0 N0 $250
Remainder of charges N0) 80% to a lifetime  20% and amounts
maximum benefit  over the $50,000
of $50,000 lifetime maximum
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