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Benefit Chart of Medicare Supplement Plans  
 

Standard Plan A, B, C, F, G, K and L and Medicare SELECT Supplement Plans A, B, C, F, G, K and L are available. 
 

These charts show the benefits included in each of the standard Medicare supplement plans. Every company must make Plan “A” available. Some 
plans may not be available in your state.  
 
The plans in bold type listed below (A, B, C, F, G, K, and L) are also available as Medicare SELECT Plans. Medicare SELECT plans contain restrictions on your use of 
providers.  

· See Outlines of Coverage sections for details about all plans. 
· Basic Benefits for Plans A — N: 

o Hospitalization: Part A coinsurance plus coverage for 365 additional days after Medicare benefits end.  
o Medical Expenses: Part B coinsurance (generally 20% of Medicare-approved expenses), or copayments for hospital outpatient services. 

Plans K, L and N require insureds to pay a portion of Part B coinsurance or copayments. 
o Blood: First three pints of blood each year. 
o Hospice: Part A coinsurance 

A B C D F F* G 

Basic, including 
100% Part B 
coinsurance 

Basic, including 
100% Part B 
coinsurance 

Basic, including 
100% Part B 
coinsurance 

Basic, including 100% 
Part B coinsurance 

Basic, including 100% 
Part B coinsurance* 

Basic, including 100% 
Part B coinsurance 

  Skilled Nursing 
Facility Coinsurance 

Skilled Nursing 
Facility Coinsurance 

Skilled Nursing 
Facility Coinsurance 

Skilled Nursing 
Facility Coinsurance 

 Part A Deductible Part A Deductible Part A Deductible Part A Deductible Part A Deductible 

  Part B Deductible  Part B Deductible  

    Part B Excess (100%) Part B Excess (100%) 

  Foreign Travel 
Emergency 

Foreign Travel 
Emergency 

Foreign Travel 
Emergency 

Foreign Travel 
Emergency 

      
* Plan F also has an option called a high deductible Plan F. This high deductible plan pays the same benefits as Plans F after the 
policyholder has paid a calendar year $2,070 deductible. Benefits from high deductible Plan F will not begin until out-of-pocket 
expenses exceed $2,070. Out-of-pocket expenses for this deductible are expenses that would ordinarily be paid by the policy. These 
expenses include the Medicare deductibles for Part A and Part B, but do not include the plan’s separate foreign travel emergency 
deductible. 
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Benefit Chart of Medicare Supplement Plans  
 

· See Outlines of Coverage sections for details about all plans. 
· Basic Benefits for Plans K and L include similar services as Plans A — G, but cost-sharing for the basic benefits is at different levels. 

 
K** L** M N 

Hospitalization and preventative 
care paid at 100%; other basic 

benefits paid at 50% 

Hospitalization and preventative 
care paid at 100%; other basic 

benefits paid at 75% 

Basic, including 100% Part B 
coinsurance 

Basic, including 100% Part B 
coinsurance, except up to $20 

copayment for office visit, and up 
to $50 copayment for ER 

50% Skilled Nursing Facility 
Coinsurance 

75% Skilled Nursing Facility 
Coinsurance 

Skilled Nursing Facility 
Coinsurance 

Skilled Nursing Facility Coinsurance 

50% Part A deductible 75% Part A Deductible 50% Part A Deductible Part A Deductible 
    
    
  Foreign Travel Emergency Foreign Travel Emergency 

Out-of-pocket annual limit $4,660 
benefits paid at 100% after limit 

reached 

Out-of -pocket annual limit $2,330; 
benefits paid at 100% after limit 

reached 

  

 

 

**Plans K and L provide for different cost-sharing for items and services than Plans A-G. Once you reach the annual limit, the plan pays 100% of 
the Medicare copayments, coinsurance, and deductibles for the rest of the calendar year. The out-of-pocket annual limit does NOT include 
charges from your provider that exceed Medicare-approved amounts, called “Excess Charges”. You will be responsible for paying excess charges. 
The out-of-pocket annual limit will increase each year for inflation. 
 

See Outlines of Coverage for details and exceptions. 
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Premium Information 

Avera Health Plans can only raise your premium if we raise the premium for all policies like yours in this State. Premiums 
are based on the increasing age of the insured as well as the mode of the premium payment selected. Your premiums are 
based on your attained age in one year increments. Your premium rates will increase every year based on age. Premium 
amounts on the following charts are subject to change. 
 
 

ANNUAL PREMIUM CONVERSION FORMULAS¹: 
 

Semi-Annual X .5203,  
 Quarterly X .2646,   
Monthly X .0900 
Preauthorized Check Plan X .0855 

 
¹ Semi-annual, quarterly and monthly premiums are rounded to the nearest dollar; PAC payments are rounded up to the 
nearest nickel. 
 
We offer Medicare Supplement plans, which do not restrict your use of hospitals. You have the right to purchase this 
Standard Plan A, B, C, F, G, K or L at anytime. 

 

 

Service Area 

STANDARD PLAN SERVICE AREA: All counties in South Dakota are included in the service area for the Standard Plan.  
 
SELECT PLAN SERVICE AREA: Aurora, Beadle, Bon Homme, Brookings, Brown, Brule, Buffalo, Campbell, Charles Mix, Clark, Clay, 
Codington, Corson, Davison, Day, Deuel, Dewey, Douglas, Edmunds, Faulk, Grant, Gregory, Hamlin, Hand, Hanson, Hutchinson, Hyde, 
Jerauld, Kingsbury, Lake, Lincoln, Marshall, McCook, McPherson, Miner, Minnehaha, Moody, Potter, Sanborn, Spink, Sully, Tripp, 
Turner, Union, Walworth and Yankton Counties. (05/02/06)   
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Annual Premium 
 
                            

ATTAINED 
AGE 

Standard Plan A Select Plan A Standard Plan B Select Plan B Standard Plan C Select Plan C 

 Male  Female Male Female Male Female Male Female Male Female Male  Female 

Under 65 2057.00 1,910.00 1,255.00 1,165.00 2,622.00 2,433.00 1,369.00 1,271.00 3,033.00 2,816.00 1,702.00 1,580.00 

65 1589.00 1,475.00 891.00 827.00 1,842.00 1,709.00 995.00 923.00 2,142.00 1,988.00 1,038.00 964.00 

66 1,638.00 1,520.00 906.00 842.00 1,917.00 1,780.00 1,009.00 937.00 2,232.00 2,072.00 1,065.00 988.00 

67 1,653.00 1,534.00 920.00 854.00 1,944.00 1,804.00 1,024.00 950.00 2,262.00 2,099.00 1,127.00 1,046.00 

68 1,670.00 1,550.00 934.00 867.00 1,971.00 1,829.00 1,038.00 964.00 2,291.00 2,126.00 1,191.00 1,105.00 

69 1,721.00 1,597.00 965.00 896.00 2,054.00 1,907.00 1,071.00 994.00 2,386.00 2,214.00 1,265.00 1,174.00 

70 1,773.00 1,646.00 1,011.00 939.00 2,138.00 1,985.00 1,121.00 1,040.00 2,483.00 2,305.00 1,319.00 1,225.00 

71 1,825.00 1,694.00 1,061.00 985.00 2,225.00 2.065.00 1,171.00 1,087.00 2,583.00 2,397.00 1,379.00 1,280.00 

72 1,881.00 1,746.00 1,113.00 1,033.00 2,319.00 2,154.00 1,225.00 1,137.00 2,690.00 2,497.00 1,473.00 1,367.00 

73 1,939.00 1,800.00 1,158.00 1,075.00 2,416.00 2,243.00 1,271.00 1,180.00 2,801.00 2,600.00 1,539.00 1,429.00 

74 1,996.00 1,852.00 1,215.00 1,128.00 2,517.00 2,336.00 1,330.00 1,234.00 2,916.00 2,706.00 1,621.00 1,505.00 

75 2,057.00 1,910.00 1,255.00 1,165.00 2,622.00 2,433.00 1,369.00 1,271.00 3,033.00 2,816.00 1,702.00 1,580.00 

76 2,118.00 1,966.00 1,284.00 1,192.00 2,730.00 2,534.00 1,400.00 1,299.00 3,158.00 2,932.00 1,777.00 1,649.00 

77 2,139.00 1,986.00 1,315.00 1,221.00 2,769.00 2,569.00 1,432.00 1,329.00 3,201.00 2,972.00 1,847.00 1,715.00 

78 2,162.00 2,007.00. 1,336.00 1,240.00 2,806.00 2,604.00 1,452.00 1,348.00 3,242.00 3,009.00 1,894.00 1,758.00 

79 2,183.00 2,025.00 1,358.00 1,260.00 2,844.00 2,640.00 1,475.00 1,369.00 3,288.00 3,051.00 1,958.00 1,817.00 

80+ 2,209.00 2,051.00 1,396.00 1,296.00 2,880.00 2,673.00 1,568.00 1,454.00 3,579.00 3,322.00 2,068.00 1,920.00 
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Annual Premium 
 

ATTAINED 
 AGE 

Standard Plan F Select Plan F Standard Plan G 
Smoker 

Standard Plan G 
Non-Smoker 

Select Plan G 
Smoker 

Select Plan G Non-
Smoker 

 Male Female Male Female Male  Female Male Female Male Female Male Female 

Under 65 3,201.00 2,972.00 1,823.00 1,692.00 3,222.00 2,991.00 2,801.00 2,600.00 1,834.00 1,703.00 1,595.00 1,481.00 

65 2,284.00 2,120.00 1,109.00 1,030.00 2,297.00 2,133.00 1,998.00 1,854.00 1,117.00 1,036.00 971.00 901.00 

66 2,373.00 2,203.00 1,138.00 1,056.00 2,389.00 2,218.00 2,077.00 1,928.00 1,145.00 1,063.00 996.00 924.00 

67 2,406.00 2,232.00 1,203.00 1,117.00 2,419.00 2,246.00 2,104.00 1,953.00 1,212.00 1,125.00 1,054.00 979.00 

68 2,438.00 2,263.00 1,271.00 1,180.00 2,454.00 2,277.00 2,133.00 1,980.00 1,280.00 1,188.00 1,111.00 1,032.00 

69 2,534.00 2,352.00 1,350.00 1,254.00 2,550.00 2,367.00 2,218.00 2,058.00 1,360.00 1,262.00 1,181.00 1,097.00 

70 2,634.00 2,445.00 1,410.00 1,309.00 2,651.00 2,461.00 2,306.00 2,140.00 1,419.00 1,317.00 1,235.00 1,146.00 

71 2,739.00 2,543.00 1,473.00 1,367.00 2,756.00 2,559.00 2,397.00 2,225.00 1,482.00 1,376.00 1,289.00 1,196.00 

72 2,847.00 2,642.00 1,574.00 1,461.00 2,863.00 2,659.00 2,491.00 2,312.00 1,583.00 1,470.00 1,377.00 1,278.00 

73 2,961.00 2,749.00 1,644.00 1,525.00 2,980.00 2,767.00 2,591.00 2,406.00 1,653.00 1,535.00 1,438.00 1,335.00 

74 3,080.00 2,859.00 1,731.00 1,608.00 3,099.00 2,876.00 2,695.00 2,501.00 1,743.00 1,617.00 1,515.00 1,407.00 

75 3,201.00 2,972.00 1,823.00 1,692.00 3,222.00 2,991.00 2,801.00 2,600.00 1,834.00 1,703.00 1,595.00 1,481.00 

76 3,331.00 3,091.00 1,902.00 1,765.00 3,351.00 3,110.00 2,915.00 2,705.00 1,915.00 1,778.00 1,666.00 1,546.00 

77 3,373.00 3,131.00 1,977.00 1,834.00 3,394.00 3,150.00 2,951.00 2,738.00 1,989.00 1,847.00 1,729.00 1,606.00 

78 3,417.00 3,172.00 2,028.00 1,882.00 3,438.00 3,191.00 2,990.00 2,775.00 2,040.00 1,894.00 1,775.00 1,648.00 

79 3,461.00 3,212.00 2,096.00 1,946.00 3,482.00 3,232.00 3,027.00 2,810.00 2,107.00 1,956.00 1,833.00 1,702.00 

80+ 3,783.00 3,512.00 2,213.00 2,054.00 3,807.00 3,534.00 3,312.00 3,073.00 2,227.00 2,067.00 1,936.00 1,797.00 
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Annual Premium 
 

ATTAINED 
 AGE 

Standard Plan K Select Plan K Standard Plan L Select Plan L 

 Male Female Male Female Male Female Male Female 

Under 65 1,554.00 1,443.00 884.00 820.00 2,319.00 2,154.00 1,318.00 1,224.00 

65 1,108.00 1,029.00 539.00 500.00 1,653.00 1,534.00 804.00 747.00 

66 1,152.00 1,070.00 551.00 512.00 1,720.00 1,596.00 822.00 763.00 

67 1,167.00 1,083.00 584.00 543.00 1,742.00 1,617.00 871.00 810.00 

68 1,183.00 1,098.00 616.00 572.00 1,764.00 1,638.00 920.00 854.00 

69 1,229.00 1,140.00 654.00 608.00 1,835.00 1,704.00 976.00 906.00 

70 1,277.00 1,185.00 685.00 636.00 1,908.00 1,771.00 1,022.00 949.00 

71 1,328.00 1,234.00 714.00 662.00 1,983.00 1,842.00 1,066.00 989.00 

72 1,382.00 1,282.00 763.00 709.00 2,063.00 1,915.00 1,138.00 1,056.00 

73 1,436.00 1,334.00 797.00 741.00 2,144.00 1,990.00 1,191.00 1,105.00 

74 1,494.00 1,387.00 839.00 780.00 2,230.00 2,071.00 1,251.00 1,162.00 

75 1,554.00 1,443.00 884.00 820.00 2,319.00 2,154.00 1,318.00 1,224.00 

76 1,614.00 1,498.00 923.00 856.00 2,412.00 2,239.00 1,376.00 1,277.00 

77 1,635.00 1,517.00 958.00 889.00 2,442.00 2,267.00 1,431.00 1,328.00 

78 1,657.00 1,538.00 985.00 915.00 2,473.00 2,295.00 1,468.00 1,363.00 

79 1,680.00 1,559.00 1,016.00 943.00 2,507.00 2,327.00 1,515.00 1,407.00 

80+ 1,836.00 1,705.00 1,074.00 997.00 2,738.00 2,542.00 1,602.00 1,486.00 

                                                                                     (Rates – 06/01/11)        
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DISCLOSURES  
Use this outline to compare benefits and premiums among policies. 
This outline shows benefits and premiums of policies sold for 
effective dates on or after Jan. 1, 2011. Policies sold for effective 
dates prior to Jan. 1, 2011 have different benefits and premiums.   
You do not need more than one Medicare Supplement Policy. You 
must be enrolled in Part A and Part B Medicare coverage and use a 
Medicare-approved hospital.  
 
READ YOUR POLICY VERY CAREFULLY  
This is only an outline describing your policy’s most important 
features. The policy is your insurance contract. You must read the 
policy itself to understand all of the rights and duties of both you and 
your insurance company. 
 
RIGHT TO RETURN POLICY  
If you are not satisfied with your policy, you may return it to our 
Service Center at Avera Health Plans, 2219 Rimland Dr., P.O. Box 
5348, Bellingham, WA 98227-5348. You may return it to us or to the 
agent who sold it. If you send the Policy back to us within 30 days 
after you receive it, we will treat the Policy as if it had never been 
issued and return all of your payments. 
 
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. 
 
NOTICE  
This policy may not fully cover all of your medical costs. Neither Avera 
Health Plans nor 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 
“Medicare & You” for more details.   
 
 COMPLETE ANSWERS ARE VERY IMPORTANT 
When you fill out the application for the new policy, be sure to 
answer truthfully and completely all questions about your medical 
and health history. We 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. 

REFUND OF PREMIUM 

If termination is due to you ceasing to be eligible for this plan or we 
receive written notice that you wish to terminate your coverage, the 
date of termination will be the first day of the month following the 
event. Any premium paid beyond the termination date will be 
refunded to you.  

LIMITATIONS AND EXCLUSIONS 

Your coverage is conditional on Medicare’s approval of Medicare 
Eligible Expenses. Services eligible for coverage must therefore be 
deemed as medically necessary by Medicare. If Medicare does not 
consider services rendered or expenses incurred as medically 
necessary, no benefits will be paid. We will not place any limitations 
on benefits that are more restrictive than Medicare’s limitations and 
restrictions, except as noted in the Network Hospital Restrictions.  
 
No benefits will be paid under Medicare Part A which duplicates 
payments under Medicare Part B. No benefits will be paid under 
Medicare Part B which duplicates payments under Medicare Part A. 
No benefits will duplicate payment made directly by Medicare. 
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NETWORK HOSPITAL RESTRICTIONS  
(Applies to Medicare Select Products Only) 
Benefit Plans A, B, C, F, G, K & L are Medicare SELECT supplement 
insurance policies. Both Part A and Part B (hospital and physician) 
benefits described in this policy will be denied if: 

· You receive services in a Non-Network Hospital or 
· Your services are billed by a Non-Network Hospital  

Part B benefits for outpatient surgery will be provided only if 
performed at a physician’s office, Network Hospital or outpatient 
surgery clinic which is owned or operated by a Network Hospital.  
 
The full benefits of your coverage will be paid if: 
1. The services are provided for symptoms requiring emergency care 

or are immediately required for an unforeseen illness, injury or a 
condition, and it is not reasonable to obtain such services through 
the Network Hospitals; 

 
2. While traveling outside the Service Area, services will be covered 

from the 1st day you receive services through the 90th day of each 
trip, travel must be for purposes other than the receipt of medical 
care; or 

 
3. Required services are not available at a Network Hospital in your 

Service Area. 
 
Other than outpatient surgery as noted above there are no 
restrictions on benefits for services received in a non-hospital setting 
beyond standard limitations of this policy.  
 
NETWORK HOSPITALS 
A network hospital is one that has a written agreement with Avera 
Health Plans’ SELECT Hospital Network and has been designated by us 
to provide hospital services to insured under this policy. You may use 
any network hospital which is listed on your current Avera Health 

Plans Medicare SELECT Supplement Insurance Network Hospital 
Directory. This directory is updated periodically. To verify the status 
of a hospital, please call 1 (877) 548-0834 between the hours of 7 
a.m. and 7 p.m. Central Time, Monday through Friday. 
 
NON-NETWORK HOSPITAL ADMISSION PROCEDURES 
Prior to admission to a non-network hospital, you, either directly or 
through your physician, should call our Service Center. We will 
confirm whether the required services are available from a network 
hospital, and if not available, will assist you in locating a hospital that 
provides the necessary service. Calling Avera Health Plans Service 
Center prior to use of a non-network hospital eliminates the need 
for retrospective inquiry as to the legitimacy of the filed claim. 
 

These non-network hospital admission procedures do not apply in 
emergency situations or while you are traveling outside of the service 
area during the first day you receive services through the 90th day of 
travel. Travel must be for purposes other than the receipt of medical 
care. 

CONTINUATION OF COVERAGE 

Any claim for a continuous loss that begins while this policy is in force 
will not be affected by the ending of this policy. However, benefits for 
such continuous loss may be condition upon your continuous total 
disability, and are limited to the duration of the Medicare Benefit 
Period, if any, or the maximum benefits payable. Receipt of Medicare 
Part D benefits will not be considered in determining a continuous 
loss. 
 

If the authority to issue Medicare SELECT policies is discontinued for 
whatever reason or the Service Area no longer exists, your coverage 
can continue. Coverage will be continued under any other Medicare 
Supplement policy we have available containing comparable or lesser 
benefits and which does not contain restricted network provisions. 
You will not need to provide evidence of insurability. 
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CONVERSION PRIVILEGE – MEDICARE SELECT PRODUCTS ONLY 

You may request to convert this policy to a policy that does not 
contain Restricted Network Provisions without submission of 
evidence of insurance at anytime. Your request must be received by 
Avera Health Plans on or before the 20th day of the month, and will be 
effective the first day of the following month. The conversion will be 
to a Medicare Supplement policy with comparable or lesser benefits 
which is offered by us. Conversion is subject to the availability of an 
Avera Health Plans Medicare Supplement policy for sale in your state. 

 

QUALITY ASSURANCE 

When you purchase an Avera Health Plans SELECT Plan, you agree to 
use an Avera Health Plans network hospital whenever possible. Our 
goal is to ensure access to high quality health care and we are 
continually striving to improve our services. To achieve this goal, our 
Quality Assurance Program allows us to monitor and evaluate the 
quality of care received by our insured. In addition, Avera Health 
Plans requires the network hospitals to meet or exceed acceptable 
standards of quality care for their field and to maintain a quality 
assurance program that conforms with local and nationally 
recognized quality of care standards.  
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COMPLAINT AND APPEALS PHILOSOPHY 

We seek to provide quality administration and services to insured of 
our Medicare SELECT supplement insurance plans and Network 
Hospitals. However, from time to time, an insured may not be fully 
satisfied with the administration, claims practices or services we 
provide. Or an insured may not be fully satisfied with the services 
provided by a Network Hospital. We desire to provide a fair, 
accessible and responsive method of evaluating and resolving 
complaints. The complaint and appeals procedure, along with a 
detailed description of how to file a complaint or appeal will be 
described in the policy and outline of coverage. Policyholders may 
submit a complaint or appeal within three years from the date the 
complaint arose.  

COMPLAINT PROCEDURE – MEDICARE SELECT PRODUCTS ONLY 
 

Complaints While Staying At A Network Hospital. 
If, while confined at a network hospital, you have a complaint 
regarding the hospital’s services being provided, you may contact our 
Service Center by phone 1-877-548-0834, 7 a.m. to 7 p.m. Central 
Time, Monday through Friday, to express the complaint.  Avera 
Health Plans’ service representatives will relay the complaint within 
24 hours, to the hospital’s Administrator for response within 20 days. 
Calls received between 7 p.m. and 7 a.m., weekends and holidays, will 
be transferred to automated voicemail, where you may leave your 
name, policyholder identification number, phone number and 
comment, request or complaint. Return calls will be placed the 
following business day.  
 
 
 

Other Complaints. If you have questions or are dissatisfied with the 
quality of care received from a network hospital, have a complaint or 
want to contest the disposition of a claim, you may direct such 
inquiries to the Service Center, P.O. Box 5348, Bellingham, WA 98227-
5348, 1 (877) 548-0834 without initiating a formal grievance. 
 
Questions or complaints regarding any of these areas which are 
presented shall receive acknowledgment within three business days 
of receipt. A response will be sent to you within 30 business days of 
the complaint. If after 30 business days a response is unavailable, we 
will provide a status update to you every 10 business days. 

GRIEVANCE PROCEDURE – MEDICARE SELECT PRODUCTS ONLY  

In the event you are dissatisfied with the response received to a 
complaint or with the disposition of a claim, you may submit a formal 
grievance by writing to the Claims Administrator at P.O. Box 5348, 
Bellingham, WA 98227-5348. Formal grievances in all other areas 
should be submitted to us in writing at the same address. A grievance 
must clearly state “This is a grievance”, or other words that clearly 
state that the intention of the written communication is to serve as a 
written grievance to be handled according to this procedure.  
 
Acknowledgment of receipt of the grievance will be mailed within 
three business days and the grievance will be investigated. A 
response will be sent within 30 days following the date the grievance 
is received and shall explain in detail the reasons for the 
determination. 
 
If Avera Health Plans upholds the grievance, corrective action will be 
taken promptly to remedy the situation. 
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Grievance Appeal Committee. In the event you are not satisfied with 
the results of our determination, you have the right to file an appeal 
by written request with Avera Health Plans. The appeal should be 
submitted to the Grievance Appeal Committee of Avera Health Plans 
within 60 days from the date you are notified of the complaint 
procedure results.  
 
The Grievance Appeal Committee shall be made up of individuals not 
involved in the decision making process of the original grievance or 
request for determination. The Grievance Appeal Committee shall 
schedule a hearing on the grievance within 60 days of its receipt. Both 
you and the person or organization against whom the complaint has 

been made shall be notified of the time and place of the Grievance 
Appeal Committee hearing at which time such individuals shall have 
the right to appear in person or by telephone and present any 
information which supports their position. At the close of the hearing, 
the Grievance Appeal Committee shall make findings and issue a 
written decision within 15 business days after the hearing is held 
unless additional information is needed.  
 
If you are dissatisfied with the decision, you should submit a written 
complaint to the South Dakota Division of Insurance, 445 East Capitol 
Avenue, Pierre, SD 57501-5070 or call (605) 773-3563. 



Avera SELECT Outline of Coverage 2012 
 

SD-OC (01/2012) Avera Health Plans Page 13 of 32 
 

PLAN A   
MEDICARE (PART A) – HOSPITAL SERVICES – PER BENEFIT PERIOD 

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY** 

HOSPITALIZATION* 
Semiprivate room and board, general nursing and miscellaneous 
services and supplies for the first 60 days    

All but $1,156 $0 $1,156  
(Part A Deductible) 

61st thru 90th day All but $289 a day $289 a day $0 

91st day and after: 
  -While using 60 lifetime reserve days 

All but $578 a day $578 a day $0 

Once lifetime reserve days are used: 
   -Additional 365 days 

$0 100% of Medicare Eligible 
Expenses 

$0 *** 
 

-Beyond the Additional 365 days $0 $0 All costs 

SKILLED NURSING FACILITY CARE* 
You must meet Medicare’s requirements, including having been in a 
hospital for at least 3 days and entered a Medicare-approved facility 
within 30 days after leaving the hospital for the first 20 days 

All approved amounts 
 

$0 
 

$0 
 

21st thru 100th day All but $144.50 a day $0 Up to $144.50 a day 

101st day and after $0 $0 All costs 

BLOOD 
First 3 pints 

 
$0 

 
3 pints 

 
$0 

Additional amounts 100% $0 $0 

HOSPICE CARE 
You must meet Medicare’s requirements, including a doctor’s 
certification of terminal illness 

All but very limited 
copayment/coinsurance for 
outpatient drugs and inpatient 
respite care 

 

Medicare 
copayment/coinsurance 

 
$0 

 

*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. 
**Indicates your liability for covered charges. You are responsible for all other non-covered charges.  
***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 provided in the policy’s “Core Benefits”. During this time, the hospital is prohibited from billing you for the balance based 
on any difference between its billed charges and the amount Medicare would have paid. 



Avera SELECT Outline of Coverage 2012 
 

SD-OC (01/2012) Avera Health Plans Page 14 of 32 
 

PLAN A 
MEDICARE (PART B) – MEDICAL SERVICES – PER 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 $140 of Medicare-Approved Amounts* 

$0 
 

$0 
 

$140 
 (Part B Deductible) 
 

Remainder of Medicare-Approved Amounts Generally 80% Generally 20% $0 

PART B EXCESS CHARGES (Above Medicare-Approved Amounts) $0 $0 All costs 

BLOOD 
First 3 pints 

$0 All costs $0 

Next $140 of Medicare-Approved Amounts* $0 $0 $140 (Part B Deductible) 

Remainder of Medicare-Approved Amounts 80% 20% $0 

CLINICAL LABORATORY SERVICES 
Tests For Diagnostic Services 

 
100% 

 
$0 

 
$0 

*Once you have been billed $140 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. 

**Indicates your liability for covered charges. You are responsible for all other non-covered charges. 
 

PARTS A & B 
HOME HEALTH CARE  
 MEDICARE-APPROVED SERVICES 
 -Medically necessary skilled care services and medical supplies  

100% 
 
 

$0 
 
 

$0 
 
 

Durable medical equipment 
First $140 of Medicare-Approved Amounts* 

$0 

 

$0 

 

$140 (Part B Deductible) 

 

Remainder of Medicare-Approved Amounts 80% 20% $0 
 
*Once you have been billed $140 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. 
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PLAN B   
MEDICARE (PART A) – HOSPITAL SERVICES – PER BENEFIT PERIOD 

 
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY** 

HOSPITALIZATION* 
Semiprivate room and board, general nursing and miscellaneous 
services and supplies for the first 60 days    

All but $1,156 $0 $0 

61st thru 90th day All but $289 a day $289 a day $0 

91st day and after: 
  -While using 60 lifetime reserve days 

All but $578 a day $578 a day $0 

Once lifetime reserve days are used: 
   -Additional 365 days 

$0 100% of Medicare Eligible 
Expenses 

$0 *** 

-Beyond the Additional 365 days $0 $0 All costs 

SKILLED NURSING FACILITY CARE* 
You must meet Medicare’s requirements, including having been in a 
hospital for at least 3 days and entered a Medicare-approved facility 
within 30 days after leaving the hospital for the first 20 days 

All approved amounts 
 

$0 
 

$0 
 

21st thru 100th day All but $144.50 a day $0 Up to $144.50 a day 

101st day and after $0 $0 All costs 

BLOOD 
First 3 pints 

 
$0 

 
3 pints 

 
$0 

Additional amounts 100% $0 $0 

HOSPICE CARE 

You must meet Medicare’s requirements, including a doctor’s 
certification of terminal illness 

All but very limited 
copayment/coinsurance for 
outpatient drugs and inpatient 
respite care 

 

Medicare 
copayment/coinsurance 

 
$0 

 

*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. 
**Indicates your liability for covered charges. You are responsible for all other non-covered charges.  
***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 provided in the policy’s “Core Benefits”. During this time, the hospital is prohibited from billing you for the balance based 
on any difference between its billed charges and the amount Medicare would have paid. 
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PLAN B   
MEDICARE (PART B) – MEDICAL SERVICES – PER 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 $140 of Medicare-Approved Amounts* 

$0 
 

$0 
 

$140 
 (Part B Deductible) 
 

Remainder of Medicare-Approved Amounts Generally 80% Generally 20% $0 

PART B EXCESS CHARGES (Above Medicare-Approved Amounts) $0 $0 All costs 

BLOOD 
First 3 pints 

$0 All costs $0 

Next $140 of Medicare-Approved Amounts* $0 $0 $140 (Part B Deductible) 

Remainder of Medicare-Approved Amounts 80% 20% $0 

CLINICAL LABORATORY SERVICES 
Tests For Diagnostic Services 

 
100% 

 
$0 

 
$0 

*Once you have been billed $140 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. 

**Indicates your liability for covered charges. You are responsible for all other non-covered charges. 
 

PARTS A & B 

HOME HEALTH CARE  
 MEDICARE-APPROVED SERVICES 
 -Medically necessary skilled care services and medical supplies  

100% 
 
 

$0 
 
 

$0 
 
 

Durable medical equipment 
First $140 of Medicare-Approved Amounts* 

$0 

 

$0 

 

$140 (Part B Deductible) 

 

Remainder of Medicare-Approved Amounts 80% 20% $0 
*Once you have been billed $140 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. 
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PLAN C   
MEDICARE (PART A) – HOSPITAL SERVICES – PER BENEFIT PERIOD 

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY** 

HOSPITALIZATION* 
Semiprivate room and board, general nursing and miscellaneous 
services and supplies for the first 60 days    

All but $1,156 $1,156 (Part A Deducible) $0 

61st thru 90th day All but $289 a day $289 a day $0 

91st day and after: 
  -While using 60 lifetime reserve days 

All but $578 a day $578 a day $0 

Once lifetime reserve days are used: 
   -Additional 365 days 

$0 100% of Medicare Eligible 
Expenses 

$0 *** 

-Beyond the Additional 365 days $0 $0 All costs 

SKILLED NURSING FACILITY CARE* 
You must meet Medicare’s requirements, including having been in a 
hospital for at least 3 days and entered a Medicare-approved facility 
within 30 days after leaving the hospital for the first 20 days 

All approved amounts 
 

$0 
 

$0 
 

21st thru 100th day All but $144.50 a day Up to $144.50 a day $0 

101st day and after $0 $0 All costs 

BLOOD 
First 3 pints 

 
$0 

 
3 pints 

 
$0 

Additional amounts 100% $0 $0 

HOSPICE CARE 

You must meet Medicare’s requirements, including a doctor’s 
certification of terminal illness 

All but very limited 
copayment/coinsurance for 
outpatient drugs and inpatient 
respite care 

 

Medicare 
copayment/coinsurance 

 
$0 

 

*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. 
**Indicates your liability for covered charges. You are responsible for all other non-covered charges.  
***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 provided in the policy’s “Core Benefits”. During this time, the hospital is prohibited from billing you for the balance based 
on any difference between its billed charges and the amount Medicare would have paid. 
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PLAN C 
MEDICARE (PART B) – MEDICAL SERVICES – PER 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 $140 of Medicare-Approved Amounts* 

$0 
 

$140 
 (Part B Deductible) 
 

$0 

Remainder of Medicare-Approved Amounts Generally 80% Generally 20% $0 

PART B EXCESS CHARGES (Above Medicare-Approved Amounts) $0 $0 All costs 

BLOOD 
First 3 pints 

$0 All costs $0 

Next $140 of Medicare-Approved Amounts* $0 $140 
 (Part B Deductible) 
 

$0 

Remainder of Medicare-Approved Amounts 80% 20% $0 

CLINICAL LABORATORY SERVICES 
Tests For Diagnostic Services 

 
100% 

 
$0 

 
$0 

 
*Once you have been billed $140 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. 
 
**Indicates your liability for covered charges. You are responsible for all other non-covered charges. 
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PLAN C 
 

PARTS A & B 
 

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY** 

HOME HEALTH CARE  
 MEDICARE-APPROVED SERVICES 
 -Medically necessary skilled care services and medical supplies  

100% 
 
 

$0 
 
 

$0 
 
 

Durable medical equipment 
First $140 of Medicare-Approved Amounts* 

$0 

 

$140 (Part B Deductible) 

 

$0 

Remainder of Medicare-Approved Amounts 80% 20% $0 
 
*Once you have been billed $140 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. 
 OTHER BENEFITS NOT COVERED BY MEDICARE 

 

FOREIGN TRAVEL- NOT COVERED BY MEDICARE  

Medically Necessary Emergency care services beginning during the first 60 
days of each trip outside the USA.  

First $250 each Calendar Year 

$0 

 

$0 

 

 

$250 

 

 

Remainder of Charges $0 

 

80% to a Lifetime Maximum 
Benefit of $50,000. 

 

20% and amounts over 
the $50,000 Lifetime 
Maximum Benefit.  

 



Avera SELECT Outline of Coverage 2012 
 

SD-OC (01/2012) Avera Health Plans Page 20 of 32 
 

PLAN F  
MEDICARE (PART B) – MEDICAL SERVICES – PER CALENDAR YEAR 

 

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY** 

HOSPITALIZATION* 
Semiprivate room and board, general nursing and miscellaneous 
services and supplies for the first 60 days    

All but $1,156 $1,156 (Part A Deducible) $0 

61st thru 90th day All but $289 a day $289 a day $0 

91st day and after: 
  -While using 60 lifetime reserve days 

All but $578 a day $578 a day $0 

Once lifetime reserve days are used: 
   -Additional 365 days 

$0 100% of Medicare Eligible 
Expenses 

$0 *** 

-Beyond the Additional 365 days $0 $0 All costs 

SKILLED NURSING FACILITY CARE* 
You must meet Medicare’s requirements, including having been in a 
hospital for at least 3 days and entered a Medicare-approved facility 
within 30 days after leaving the hospital for the first 20 days 

All approved amounts 
 

$0 
 

$0 
 

21st thru 100th day All but $144.50 a day Up to $144.50 a day $0 

101st day and after $0 $0 All costs 

BLOOD 
First 3 pints 

 
$0 

 
3 pints 

 
$0 

Additional amounts 100% $0 $0 

HOSPICE CARE 

You must meet Medicare’s requirements, including a doctor’s 
certification of terminal illness 

All but very limited 
copayment/coinsurance for 
outpatient drugs and inpatient 
respite care 

 

Medicare 
copayment/coinsurance 

 
$0 

 

*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. 

**Indicates your liability for covered charges. You are responsible for all other non-covered charges.  
***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 provided in the policy’s “Core Benefits”. During this time, the hospital is prohibited from billing you for the balance 
based on any difference between its billed charges and the amount Medicare would have paid. 
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PLAN F 
MEDICARE (PART B) – MEDICAL SERVICES – PER 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 $140 of Medicare-Approved Amounts* 

$0 
 

$140 
 (Part B Deductible) 
 

$0 

Remainder of Medicare-Approved Amounts Generally 80% Generally 20% $0 

PART B EXCESS CHARGES (Above Medicare-Approved Amounts) $0 100% $0 

BLOOD 
First 3 pints 

$0 All costs $0 

Next $140 of Medicare-Approved Amounts* $0 $140 
 (Part B Deductible) 
 

$0 

Remainder of Medicare-Approved Amounts 80% 20% $0 

CLINICAL LABORATORY SERVICES 
Tests For Diagnostic Services 

 
100% 

 
$0 

 
$0 

 
*Once you have been billed $140 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. 
 
**Indicates your liability for covered charges. You are responsible for all other non-covered charges. 
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PLAN F 
 

PARTS A & B 
 

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY** 

HOME HEALTH CARE  
 MEDICARE-APPROVED SERVICES 
 -Medically necessary skilled care services and medical supplies  

100% 
 
 

$0 
 
 

$0 
 
 

Durable medical equipment 
First $140 of Medicare-Approved Amounts* 

$0 

 

$140 (Part B Deductible) 

 

$0 

Remainder of Medicare-Approved Amounts 80% 20% $0 
 
*Once you have been billed $140 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. 
  

OTHER BENEFITS NOT COVERED BY MEDICARE 
 

FOREIGN TRAVEL- NOT COVERED BY MEDICARE  

Medically Necessary Emergency care services beginning during the first 60 
days of each trip outside the USA.  

First $250 each Calendar Year 

$0 

 

$0 

 

 

$250 

 

 

Remainder of Charges $0 

 

80% to a Lifetime Maximum 
Benefit of $50,000. 

 

20% and amounts over 
the $50,000 Lifetime 
Maximum Benefit.  
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PLAN G  
MEDICARE (PART A) – HOSPITAL SERVICES – PER BENEFIT PERIOD 

 

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY** 

HOSPITALIZATION* 
Semiprivate room and board, general nursing and miscellaneous 
services and supplies for the first 60 days    

All but $1,156 $1,156 (Part A Deducible) $0 

61st thru 90th day All but $289 a day $289 a day $0 

91st day and after: 
  -While using 60 lifetime reserve days 

All but $578 a day $578 a day $0 

Once lifetime reserve days are used: 
   -Additional 365 days 

$0 100% of Medicare Eligible 
Expenses 

$0 *** 

-Beyond the Additional 365 days $0 $0 All costs 

SKILLED NURSING FACILITY CARE* 
You must meet Medicare’s requirements, including having been in a 
hospital for at least 3 days and entered a Medicare-approved facility 
within 30 days after leaving the hospital for the first 20 days 

All approved amounts 
 

$0 
 

$0 
 

21st thru 100th day All but $144.50 a day Up to $144.50 a day $0 

101st day and after $0 $0 All costs 

BLOOD 
First 3 pints 

 
$0 

 
3 pints 

 
$0 

Additional amounts 100% $0 $0 

HOSPICE CARE 

You must meet Medicare’s requirements, including a doctor’s 
certification of terminal illness 

All but very limited 
copayment/coinsurance for 
outpatient drugs and inpatient 
respite care 

 

Medicare 
copayment/coinsurance 

 
$0 

 

*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. 

**Indicates your liability for covered charges. You are responsible for all other non-covered charges.  
***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 provided in the policy’s “Core Benefits”. During this time, the hospital is prohibited from billing you for the balance 
based on any difference between its billed charges and the amount Medicare would have paid. 
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PLAN G 
MEDICARE (PART B) – MEDICAL SERVICES – PER 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 $140 of Medicare-Approved Amounts* 

$0 
 

$0 $140 
 (Part B Deductible) 
 

Remainder of Medicare-Approved Amounts Generally 80% Generally 20% $0 

PART B EXCESS CHARGES (Above Medicare-Approved Amounts) $0 $100% $0 

BLOOD 
First 3 pints 

$0 All costs $0 

Next $140 of Medicare-Approved Amounts* $0 $0 $140 
 (Part B Deductible) 
 

Remainder of Medicare-Approved Amounts 80% 20% $0 

CLINICAL LABORATORY SERVICES 
Tests For Diagnostic Services 

 
100% 

 
$0 

 
$0 

 
*Once you have been billed $140 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. 
 
**Indicates your liability for covered charges. You are responsible for all other non-covered charges. 
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PLAN G 
 

PARTS A & B 
 

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY** 

HOME HEALTH CARE  
 MEDICARE-APPROVED SERVICES 
 -Medically necessary skilled care services and medical supplies  

100% 
 
 

$0 
 
 

$0 
 
 

Durable medical equipment 
First $140 of Medicare-Approved Amounts* 

$0 

 
$0 $140 

 (Part B Deductible) 
 

Remainder of Medicare-Approved Amounts 80% 20% $0 
 
*Once you have been billed $140 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. 
  

OTHER BENEFITS NOT COVERED BY MEDICARE 
 

FOREIGN TRAVEL- NOT COVERED BY MEDICARE  

Medically Necessary Emergency care services beginning during the first 60 
days of each trip outside the USA.  

First $250 each Calendar Year 

$0 

 

$0 

 

 

$250 

 

 

Remainder of Charges $0 

 

80% to a Lifetime Maximum 
Benefit of $50,000. 

 

20% and amounts over 
the $50,000 Lifetime 
Maximum Benefit.  
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PLAN K        
MEDICARE (PART A) – HOSPITAL SERVICES – PER BENEFIT PERIOD 

You will pay half the cost sharing of some covered services until you reach the annual out-of-pocket limit of $4,660 each calendar year. The amounts that 
count toward your annual limit are noted with the diamonds (u) in the chart below. Once you reach the annual limit, the plan pays 100% of your Medicare 
copayment and coinsurance for the rest of the calendar year. However, this limit does NOT include charges from your provider that exceed Medicare-
approved amounts (these are called “Excess Charges”) and you will be responsible for paying this difference in the amount charged by your provider and 
the amount paid by Medicare for the item or service. 

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY** 
HOSPITALIZATION* 
Semiprivate room and board, general nursing and miscellaneous 
services and supplies for the first 60 days    

All but $1,156 $578 (50% of Part A 
Deductible) 

$578 (50% of Part A 
Deductible) u 

61st thru 90th day All but $289 a day $289 a day $0 

91st day and after:    -While using 60 lifetime reserve days All but $578 a day $578 a day $0 

Once lifetime reserve days are used: 
   -Additional 365 days 

$0 100% of Medicare Eligible 
Expenses 

$0 *** 

-Beyond the Additional 365 days $0 $0 All costs 

SKILLED NURSING FACILITY CARE* 
You must meet Medicare’s requirements, including having been in a 
hospital for at least 3 days and entered a Medicare-approved facility 
within 30 days after leaving the hospital for the first 20 days 

All approved amounts 
 

$0 
 

$0 
 

21st thru 100th day All but $144.50 a day Up to $72.25 a day Up to $72.25 a dayu 

101st day and after $0 $0 All costs 

BLOOD        First 3 pints $0 50% 50% u 

Additional amounts 100% $0 $0 

HOSPICE CARE 
You must meet Medicare’s requirements, including a doctor’s 
certification of terminal illness 

All but very limited copayment/ 
coinsurance for outpatient 
drugs and inpatient respite care 

 

50% of cost sharing 

 
 
50% of cost sharing u 

* 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. 

**Indicates your liability for covered charges. You are responsible for all other non-covered charges.  
***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 provided in the policy’s “Core Benefits”. During this time, the hospital is prohibited from billing 
you for the balance based on any difference between its billed charges and the amount Medicare would have paid. 
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PLAN K 
MEDICARE (PART B) – MEDICAL SERVICES – PER 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 for the first 
$140 of Medicare-Approved Amounts* 

$0 
 

$0 $140 u* 
 (Part B Deductible) 
 

Preventive Benefits for Medicare covered services Generally 75% or more of 
Medicare-Approved 
amounts 

Remainder of Medicare-
Approved amounts 

All costs above Medicare-
Approved amounts 

Remainder of Medicare-Approved Amounts Generally 80% Generally 10% Generally 10% u 

PART B EXCESS CHARGES (Above Medicare-Approved Amounts) $0 $0 All costs (and they do not 
count toward annual out-
of-pocket limit of $4,660) 
*** 

BLOOD 
First 3 pints 

$0 50% 50% u 

Next $140 of Medicare-Approved Amounts* $0 $0 $140 
 (Part B Deductible)u * 
 

Remainder of Medicare-Approved Amounts Generally 80% Generally 10% Generally 10% u 

CLINICAL LABORATORY SERVICES 
Tests For Diagnostic Services 

 
100% 

 
$0 

 
$0 

*Once you have been billed $140 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. 

**Indicates your liability for covered charges. You are responsible for all other non-covered charges. 
***This plan limits your annual out-of-pocket payments for Medicare-approved amounts to $4,660 per year. However, this limit does NOT 

include charges from your provider that exceed Medicare-approved amounts (these are called “Excess Charges”) and you will be responsible for 
paying this difference in the amount charged by your provider and the amount paid by Medicare for the item or service.  
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PLAN K 
 

PARTS A & B 
 

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY** 

HOME HEALTH CARE  
 MEDICARE-APPROVED SERVICES 
 -Medically necessary skilled care services and medical supplies  

100% 
 
 

$0 
 
 

$0 
 
 

Durable medical equipment 
First $140 of Medicare-Approved Amounts**** 

$0 $0 $140 u * 
 (Part B Deductible) 

Remainder of Medicare-Approved Amounts 80% 10% 10% u 
 

*Medicare benefits are subject to change. Please consult the latest Guide to Health Insurance for People With Medicare. 
  
****This plan limits your annual out-of-pocket payments for Medicare-approved amounts to $4,660 per year. However, this limit does NOT include 

charges from your provider that exceed Medicare-approved amounts (these are called “Excess Charges”) and you will be responsible for paying this 
difference in the amount charged by your provider and the amount paid by Medicare for the item or service.  
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PLAN L   
MEDICARE (PART A) – HOSPITAL SERVICES – PER BENEFIT PERIOD 

You will pay one fourth the cost sharing of some covered services until you reach the annual out-of-pocket limit of $2,330 each calendar year. The amounts that 
count toward your annual limit are noted with the diamonds (u) in the chart below. Once you reach the annual limit, the plan pays 100% of your Medicare 
copayment and coinsurance for the rest of the calendar year. However, this limit does NOT include charges from your provider that exceed Medicare-
approved amounts (these are called “Excess Charges”) and you will be responsible for paying this difference in the amount charged by your provider and the 
amount paid by Medicare for the item or service. 

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY** 

HOSPITALIZATION* Semiprivate room and board, general nursing and 
miscellaneous services and supplies for first 60 days    

All but $1,156 $867 (75% of Part A 
Deductible) 

$289 (25% of Part A 
Deductible) u 

61st thru 90th day All but $289 a day $289 a day $0 

91st day and after:   -While using 60 lifetime reserve days All but $578 a day $578 a day $0 

Once lifetime reserve days are used:    -Additional 365 days $0 100% of Medicare Eligible 
Expenses 

$0 *** 

-Beyond the Additional 365 days $0 $0 All costs 

SKILLED NURSING FACILITY CARE* 
You must meet Medicare’s requirements, including having been in a 
hospital for at least 3 days and entered a Medicare-approved facility 
within 30 days after leaving the hospital for the first 20 days 

All approved amounts 
 

$0 
 

$0 
 

21st thru 100th day All but $144.50 a day Up to $108.38 a day Up to $36.12 a dayu 

101st day and after $0 $0 All costs 

BLOOD   First 3 pints $0 75% 25% u 

Additional amounts 100% $0 $0 
 
HOSPICE CARE You must meet Medicare’s requirements, including a 
doctor’s certification of terminal illness 

All but very limited copayment/ 
coinsurance for outpatient 
drugs and inpatient respite care 

 
75% of cost sharing 

 
25% of cost sharing u 
 

*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. 

**Indicates your liability for covered charges. You are responsible for all other non-covered charges.  
***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 provided in the policy’s “Core Benefits”. During this time, the hospital is prohibited from billing you for the 
balance based on any difference between its billed charges and the amount Medicare would have paid. 
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PLAN L 
MEDICARE (PART B) – MEDICAL SERVICES – PER 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 $140 of Medicare-Approved Amounts* 

$0 
 

$0 $140u* 
 (Part B Deductible) 
 

Preventive Benefits for Medicare covered services Generally 75% or more of 
Medicare-Approved 
amounts 

Remainder of Medicare-
Approved amounts 

All costs above Medicare-
Approved amounts 

Remainder of Medicare-Approved Amounts Generally 80% Generally 15% Generally 5% u 

PART B EXCESS CHARGES (Above Medicare-Approved Amounts) $0 $0 All costs (and they do not 
count toward annual out-
of-pocket limit of $2,330) 
*** 

BLOOD 
First 3 pints 

$0 75% 25% u 

Next $140 of Medicare-Approved Amounts* $0 $0 $140* 
 (Part B Deductible)u 

Remainder of Medicare-Approved Amounts Generally 80% Generally 15% Generally 5% u 

CLINICAL LABORATORY SERVICES 
Tests For Diagnostic Services 

 
100% 

 
$0 

 
$0 

 
*Once you have been billed $140 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. 
**Indicates your liability for covered charges. You are responsible for all other non-covered charges. 
***This plan limits your annual out-of-pocket payments for Medicare-approved amounts to $2,330 per year. However, this limit does NOT include charges 

from your provider that exceed Medicare-approved amounts (these are called “Excess Charges”) and you will be responsible for paying this difference in 
the amount charged by your provider and the amount paid by Medicare for the item or service.  

 



Avera SELECT Outline of Coverage 2012 
 

SD-OC (01/2012) Avera Health Plans Page 31 of 32 
 

PLAN L 
 

PARTS A & B 
 

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY** 

HOME HEALTH CARE  
 MEDICARE-APPROVED SERVICES 
 -Medically necessary skilled care services and medical supplies  

100% 
 
 

$0 
 
 

$0 
 
 

Durable medical equipment 
First $140 of Medicare-Approved Amounts**** 

$0 

 
$0 $140 * 

 (Part B Deductible) u 

Remainder of Medicare-Approved Amounts 80% 15% 5% u 
 

*Medicare benefits are subject to change. Please consult the latest Guide to Health Insurance for People With Medicare. 
  
***This plan limits your annual out-of-pocket payments for Medicare-approved amounts to $2,330 per year. However, this limit does NOT include charges 

from your provider that exceed Medicare-approved amounts (these are called “Excess Charges”) and you will be responsible for paying this difference in 
the amount charged by your provider and the amount paid by Medicare for the item or service.  
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