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Medicare Supplement Insurance

The Wisconsin Insurance Commissioner has set standards for Medicare supplement
insurance. This policy meets these standards. It, along with Medicare, may not cover
all of your medical costs. You should review carefully all policy limitations. For an
explanation of these standards and other important information, see the "Wisconsin
Guide to Health Insurance for People with Medicare" included in this package. Do not
buy this policy if you did not get the guide.

Premium Information

We can only raise your premium if we raise the
premium for all policies 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 your
premiums will increase based on age. Your
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 your 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.

If your policy was issued as an under age 65 policy,
due to disability, when you turn 65 premiums will
remain at the disabled rates. Also, if your residence
changes such that you move into a new rating
area, your rates may be adjusted.

Premium discounts may be applied or
discontinued based on eligibility.

Disclosure

Use this outline to compare benefits and premiums
among policies.

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 find that you are not satisfied with your
policy, you may return it to:

Humana Insurance Company
Attn: Medicare Enrollments
P.O.Box 14168

Lexington, KY 40512-4168

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 directly to you.

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.

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.

Neither Humana Insurance Company nor its agents are

connected with Medicare.

WI81077PDHD

Page 1



Basic Benefits Included in Medicare Supplement Policies

» Inpatient Hospital Care: Covers the Medicare Part A coinsurance.

* Medical Costs: Covers the Medicare Part B coinsurance (generally 20% of the Medicare-approved
payment amount.)*

* Blood: Covers the first three pints of blood each year.

Nursing Facility
Coinsurance

Mental Health

Inpatient 175 days per | 175 days per 175 days per 175 days per

Mental Health  [lifetime in lifetime in lifetime in lifetime in

Coverage addition to | addition to addition to addition to
Medicare Medicare Medicare Medicare

Home Health 40 visits in - | 40 visits in 40 visits in 365 visits for

Care addition to | addition to addition to medically
those paid | those paid by those paid by | necessary
by Medicare |Medicare Medicare services

Medicare Part v 4 4 v

B: Coinsurance

Outpatient v 4 4 v

Mediga 50% 25% High
gap Basic Plan | Cost-Sharing | Cost-Sharing | Deductible Optional Riders**
Benefits
Plan Plan Plan***
Basic Benefits v v v v Insurance
Medicare v v v v companies are
Part A: Skilled allowed to offer

these five riders
to a Medicare
supplement policy.

Medicare Part A
Deductible
Additional Home
Health Care (365
visits including
those paid by
Medicare)
Medicare Part B
Deductible
Medicare Part B
Excess Charges
Foreign Travel
Emergency

*50% and 25% cost-sharing plans generally cover 10 and 15%, respectively.

**50% and 25% cost-sharing plans only offer the additional home health care rider.

*** This high deductible plan pays benefits after one has paid a calendar year $2,300 deductible. Benefits from
the high deductible plan will not begin until out-of-pocket expenses exceed $2,300. 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. Optional riders are not available with the High Deductible Plan.
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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 4)
Kenosha, Milwaukee, Ozaukee, Racine, Washington, and Waukesha

Area 2: (Premium rates begin on page 12)
Brown, Dane, and Outagamie

Area 3: (Premium rates begin on page 20)

Adams, Ashland, Barron, Bayfield, Buffalo, Burnett, Calumet, Chippewa, Clark, Columbia, Crawford, Dodge, Door, Douglas, Dunn,
Eau Claire, Florence, Fond Du Lac, Forest, Grant, Green, Green Lake, Iowa, Iron, Jackson, Jefferson, Juneau, Kewaunee, La Crosse,
Lafayette, Langlade, Lincoln, Manitowoc, Marathon, Marinette, Marquette, Menominee, Monroe, Oconto, Oneida, Pepin, Pierce,
Polk, Portage, Price, Richland, Rock, Rusk, Sauk, Sawyer, Shawano, Sheboygan, St. Croix, Taylor, Trempealeau, Vernon, Vilas,
Walworth, Washburn, Waupaca, Waushara, Winnebago, and Wood
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Humana Medicare Supplement Area 1 Monthly Premiums
Effective Date: 07-01-2018

* M{emdbers 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.

Attained | premium Basic Part A Additional Part B Part B Foreign Travel | Basic with
Age Tvpe Plan Deductible Home Health Deductible |Excess Charges| Emeérgency all Optional
& Gender yP Rider 1 Rider 2 Rider 3 Rider 4 Rider 5 Riders
<65*-Male | Preferred $378.88 $66.64 $14.31 $15.42 $15.46 $3.38 $494.09
Standard S$565.27 $99.57 S21.42 S$15.42 $23.08 $5.06 $729.82
<65*-Female| Preferred $378.88 $66.64 $14.31 $15.42 $15.46 $3.38 $494.09
Standard S$565.27 $99.57 S21.42 S$15.42 $23.08 $5.06 $729.82
65-Male Preferred $152.78 $26.65 S5.73 S15.42 S6.17 $1.36 $208.11
Standard S227.31 $39.84 $8.57 S$15.42 $9.24 $2.04 S$302.42
65-Female | Preferred $152.40 $26.60 $5.72 $15.42 $6.16 $1.36 $207.66
Standard $226.81 $39.75 $8.56 S$15.42 $9.21 $2.04 S$301.79
66-Male Preferred $158.78 $27.72 $5.96 $15.42 $6.41 $1.43 $215.72
Standard $236.30 S41.43 $8.91 S$15.42 $9.59 $2.10 S$313.75
66-Female | Preferred $156.94 $27.40 $5.91 $15.42 $6.36 $1.40 $213.43
Standard $233.56 $40.95 $8.80 S$15.42 $9.49 $2.09 $310.31
67-Male Preferred $165.05 $28.82 $6.18 $15.42 $6.68 $1.46 $223.61
Standard S245.68 $43.10 $9.26 S$15.42 $9.98 $2.20 S325.64
67-Female | Preferred $163.13 $28.50 $6.11 $15.42 $6.59 $1.45 $221.20
Standard S242.83 S$42.58 $9.16 S$15.42 $9.88 $2.18 $322.05
68-Male Preferred $171.58 $29.98 $6.45 $15.42 $6.94 $1.52 $231.89
Standard S$255.43 S44.81 $9.65 S$15.42 $10.41 $2.29 $338.01
68-Female | Preferred $169.56 $29.63 $6.38 $15.42 $6.88 $1.51 $229.38
Standard S252.46 S44.28 $9.50 S$15.42 $10.25 S2.27 S$334.18
69-Male Preferred S$178.34 S31.16 $6.70 S$15.42 $7.22 $1.58 S240.42
Standard $265.56 $46.60 $10.02 S$15.42 $10.81 $2.39 $350.80
69-Female | Preferred $174.60 $30.53 $6.56 $15.42 $7.08 $1.56 $235.75
Standard $259.97 S$45.63 $9.81 S$15.42 $10.59 S2.31 S343.73
70-Male Preferred S$185.41 S$32.43 $6.95 S$15.42 S7.54 S1.64 $249.39
Standard $276.13 S48.48 $10.43 S$15.42 S11.24 S2.48 S$364.18
70-Female | Preferred $179.76 S31.44 $6.77 $15.42 $7.28 $1.60 $242.27
Standard S267.71 $46.96 $10.10 S$15.42 $10.89 $2.40 S353.48

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 Medicare Supplement Area 1 Monthly Premiums

Effective Date: 07-01-2018

Attained | premium Basic Part A Additional Part B Part B Foreign Travel | Basic with
Age Tvpe Plan Deductible Home Health Deductible |Excess Charges| Emeérgency all Optional
& Gender yP Rider 1 Rider 2 Rider 3 Rider 4 Rider 5 Riders
71-Male Preferred $192.73 $33.73 $7.24 $15.42 $7.82 $1.73 $258.67
Standard $287.09 S$50.40 S10.84 S15.42 S$11.68 S2.56 $377.99
71-Female | Preferred $185.11 $32.38 $6.94 $15.42 $7.52 $1.64 $249.01
Standard S275.67 S$48.38 S$10.42 S15.42 S11.23 S2.48 $363.60
72-Male Preferred $200.36 $35.06 $7.55 $15.42 $8.14 $1.79 $268.32
Standard $298.48 S52.43 S11.26 S15.42 S12.16 S2.67 $392.42
72-Female | Preferred $190.60 $33.36 $7.17 $15.42 $7.73 $1.71 $255.99
Standard $283.86 $49.82 $10.70 S15.42 S11.56 S2.53 $373.89
73-Male Preferred $208.29 $36.49 $7.83 S15.42 S$8.46 $1.85 S278.34
Standard $310.33 S54.53 S11.70 S15.42 S12.64 S2.77 S$407.39
73-Female | Preferred $196.25 $34.35 $7.39 $15.42 $7.98 $1.76 $263.15
Standard $292.35 S$51.36 S$11.03 S15.42 S11.92 S2.61 $384.69
74-Male Preferred $216.56 $37.93 $8.16 S15.42 $8.80 S1.94 $288.81
Standard $322.68 $56.71 S$12.18 S15.42 S13.16 $2.89 S423.04
74-Female | Preferred $202.10 $35.39 $7.60 $15.42 $8.20 $1.80 $270.51
Standard $301.06 S$52.87 S11.35 S15.42 S12.27 S2.70 $395.67
75-Male Preferred $225.15 $39.46 S8.47 S15.42 $9.16 S2.02 $299.68
Standard $335.51 $58.96 S$12.68 S15.42 S$13.70 S3.01 $439.28
75-Female | Preferred $208.10 $36.45 $7.83 $15.42 $8.45 $1.85 $278.10
Standard $310.03 S54.46 S11.70 S15.42 S12.62 S2.77 S407.00
76-Male Preferred $234.06 $41.03 $8.82 $15.42 $9.50 $2.09 $310.92
Standard S348.84 $61.33 $13.18 S15.42 S14.23 S3.10 S$456.10
76-Female | Preferred S$214.27 $37.52 $8.06 $15.42 $8.70 $1.90 $285.87
Standard $319.28 $56.10 S$12.06 S15.42 $13.00 S2.86 S$418.72
77-Male Preferred $243.34 $42.70 $9.17 $15.42 $9.90 $2.18 $322.71
Standard | $362.70 $63.78 $13.72 $15.42 $14.80 $3.27 $473.69
77-Female | Preferred $220.64 $38.67 $8.31 $15.42 $8.98 $1.98 $294.00
Standard $328.78 S57.75 S12.42 S15.42 S$13.40 $2.95 S$430.72

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)




9 abny

dHAdZLOT8IM

Humana Medicare Supplement Area 1 Monthly Premiums

Effective Date: 07-01-2018

Attained | premium Basic Part A Additional Part B Part B Foreign Travel | Basic with
Age Tvpe Plan Deductible Home Health Deductible |Excess Charges| Emeérgency all Optional
& Gender yP Rider 1 Rider 2 Rider 3 Rider 4 Rider 5 Riders
78-Male Preferred $250.59 $43.97 $9.45 $15.42 $10.20 $2.24 $331.87
Standard S373.51 $65.70 S14.12 S15.42 S15.24 $3.33 S487.32
78-Female | Preferred $227.18 $39.81 $8.57 $15.42 $9.23 $2.04 $302.25
Standard $338.57 $59.52 S$12.79 S15.42 S$13.79 $3.04 S443.13
79-Male Preferred $258.04 $45.27 $9.74 $15.42 $10.48 $2.30 $341.25
Standard S$384.68 S67.68 S14.55 S15.42 §15.71 S3.47 S$501.51
79-Female | Preferred $231.69 $40.61 $8.71 $15.42 $9.44 $2.07 $307.94
Standard S$345.29 $60.72 S13.04 S15.42 S14.06 $3.08 S451.61
80-Male Preferred $265.73 S46.62 $10.02 S$15.42 $10.81 $2.39 $350.99
Standard $396.17 $69.72 S14.98 S15.42 $16.18 S3.54 $516.01
80-Female | Preferred $236.29 S41.43 $8.91 $15.42 $9.59 $2.10 $313.74
Standard $352.20 $61.93 S13.31 S15.42 S14.38 $3.15 S$460.39
81-Male Preferred $273.62 S48.04 $10.32 $15.42 $11.13 S2.44 $360.97
Standard S407.97 S71.78 S15.44 S15.42 S16.67 $3.66 $530.94
81-Female | Preferred $240.98 $42.25 $9.06 $15.42 $9.81 $2.15 $319.67
Standard $359.17 $63.17 S13.56 S15.42 S14.65 $3.25 S$469.22
82-Male Preferred S$281.77 S49.48 $10.65 S15.42 S11.46 S2.52 $371.30
Standard S$420.17 $73.95 $15.90 S15.42 S$17.13 S3.77 S546.34
82-Female | Preferred S245.74 $43.11 $9.26 $15.42 $9.98 $2.20 $325.71
Standard $366.31 S64.44 $13.83 S15.42 S14.96 $3.29 S$478.25
83-Male Preferred $290.19 $50.95 $10.96 S$15.42 S11.84 $2.60 $381.96
Standard S432.72 $76.15 S$16.37 S15.42 S17.66 $3.87 $562.19
83-Female | Preferred $250.63 $43.98 $9.46 $15.42 $10.21 $2.24 $331.94
Standard S373.64 $65.71 S14.12 S15.42 S15.24 $3.33 S487.46
84-Male Preferred $298.82 S52.47 S$11.28 S$15.42 S12.17 S2.67 $392.83
Standard S445 .66 S78.44 $16.85 S15.42 S18.21 $3.99 S578.57
84-Female | Preferred $255.62 S44.86 $9.65 $15.42 $10.42 $2.29 $338.26
Standard $381.05 $67.02 S14.42 S15.42 S$15.53 S3.41 S$496.85

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 Medicare Supplement Area 1 Monthly Premiums

Effective Date: 07-01-2018

Attained | premium Basic Part A Additional Part B Part B Foreign Travel | Basic with
Age Tvpe qu:,l Deductible Home Health Deductible |[Excess Charges| Emeérgency all Optional
& Gender yp Rider 1 Rider 2 Rider 3 Rider 4 Rider 5 Riders
85+-Male | Preferred $307.73 S54.04 $11.64 $15.42 $12.53 $2.74 $404.10
Standard | $458.93 $80.80 $17.35 $15.42 $18.76 $4.13 $595.39
85+-Female | Preferred $260.68 $45.72 $9.83 $15.42 $10.63 $2.32 $344.60
Standard $388.62 $68.35 $14.69 $15.42 $15.84 S3.49 $506.41

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 Medicare Supplement Area 1 Monthly Premiums
Effective Date: 07-01-2018

* M%ergbers 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.

Attained | pramium 50% . Additional Cost!-;gh/_gn;ing 25% Additional Costggh/_gn;ing High
Age T Cost-Sharing | Home Health | with Additional | Cost-Sharing | Home Health | with Additional Deductible
& Gender ype Plan Rider 2 Home Health Plan Rider 2 Home Health Plan
Rider 2 Rider 2
<65*-Male | Preferred $254.78 $14.31 $269.09 $343.63 $14.31 $357.94 $163.67
Standard $379.78 $21.42 $401.20 $512.60 $21.42 $534.02 S241.17
<65*-Female| Preferred $254.78 $14.31 $269.09 $343.63 $14.31 $357.94 $163.67
Standard $379.78 $21.42 $401.20 $512.60 $21.42 $534.02 S241.17
65-Male Preferred $103.10 $5.73 $108.83 $138.64 $5.73 S144.37 $69.67
Standard $153.11 $8.57 $161.68 $206.24 $8.57 $214.81 $100.68
65-Female | Preferred | $102.88 $5.72 $108.60 $138.31 $5.72 $144.03 $69.52
Standard $152.77 $8.56 $161.33 $205.79 $8.56 $214.35 $100.45
66-Male Preferred $107.14 $5.96 $113.10 $144.10 $5.96 $150.06 §72.18
Standard $159.17 $8.91 $168.08 $214.39 $8.91 $223.30 $104.43
66-Female | Preferred | $105.90 $5.91 $111.81 $142.43 $5.91 $148.34 $71.39
Standard $157.30 $8.80 $166.10 $211.91 $8.80 $220.71 $103.26
67-Male Preferred $111.35 $6.18 $117.53 $149.79 $6.18 $155.97 S74.79
Standard $165.43 $9.26 S$174.69 $222.88 $9.26 $232.14 $108.34
67-Female | Preferred | $110.06 $6.11 $116.17 $148.06 $6.11 $154.17 $73.97
Standard $163.51 $9.16 $172.67 $220.30 $9.16 $229.46 $107.11
68-Male Preferred $115.74 $6.45 $122.19 §155.71 $6.45 $162.16 $77.49
Standard | $171.98 $9.65 $181.63 $231.74 $9.65 $241.39 $112.39
68-Female | Preferred | $114.40 $6.38 $120.78 $153.88 $6.38 $160.26 $76.65
Standard $169.97 $9.50 $179.47 $229.03 $9.50 $238.53 S111.11
69-Male Preferred $120.27 $6.70 $126.97 $161.84 $6.70 $168.54 $80.31
Standard $178.76 $10.02 $188.78 $240.91 $10.02 $250.93 $116.60
69-Female | Preferred | $117.78 $6.56 $124.34 $158.44 $6.56 $165.00 $78.74
Standard $175.02 $9.81 $184.83 $235.84 $9.81 S245.65 $114.23

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 Medicare Supplement Area 1 Monthly Premiums
Effective Date: 07-01-2018

Attained | premium 50% | Additional Cost!-;gh/_:n:ing 25% | Additional Costggh/_:n:ing High
ge Tvpe Cost-Sharing | Home Health | with Additional | Cost-Sharing | Home Health | with Additional Deductible
& Gender yp Plan Rider 2 Home Health Plan Rider 2 Home Health Plan
Rider 2 Rider 2
70-Male Preferred $125.01 $6.95 $131.96 $168.24 $6.95 §175.19 $83.25
Standard $185.87 $10.43 $196.30 $250.47 $10.43 $260.90 $120.99
70-Female | Preferred $121.25 $6.77 $128.02 $163.13 $6.77 $169.90 $80.89
Standard $180.21 $10.10 $190.31 $242.86 $10.10 $252.96 $117.47
71-Male Preferred | $129.93 $7.24 $137.17 $174.90 $7.24 $182.14 $86.30
Standard $193.20 $10.84 S204.04 $260.42 $10.84 $271.26 $125.54
71-Female | Preferred | $124.82 $6.94 $131.76 $167.97 $6.94 $174.91 $83.11
Standard $185.56 $10.42 $195.98 $250.06 $10.42 $260.48 $120.77
72-Male Preferred $135.03 §7.55 $142.58 $181.80 §7.55 $189.35 $89.48
Standard $200.85 $11.26 §212.11 §270.75 $11.26 $282.01 $130.29
72-Female | Preferred | $128.50 $7.17 $135.67 $172.95 $7.17 $180.12 $85.39
Standard $191.06 $10.70 $201.76 $257.52 $10.70 $268.22 $124.19
73-Male Preferred $140.36 $7.83 $148.19 $189.01 $7.83 $196.84 $92.77
Standard $208.81 $11.70 $220.51 $281.50 $11.70 $293.20 $135.22
73-Female | Preferred $132.30 $7.39 $139.69 $178.08 $7.39 $185.47 $87.75
Standard $196.74 $11.03 $207.77 $265.20 $11.03 §276.23 §127.70
74-Male Preferred $145.91 $8.16 $154.07 $196.47 $8.16 $204.63 $96.20
Standard $217.07 $12.18 $229.25 $292.70 $12.18 $304.88 $140.35
74-Female | Preferred $136.20 $7.60 $143.80 $183.38 $7.60 $190.98 $90.17
Standard $202.59 $11.35 $213.94 $273.10 $11.35 $284.45 $131.32
75-Male Preferred | $151.68 $8.47 $160.15 $204.28 $8.47 $212.75 $99.79
Standard $225.69 $12.68 $238.37 S304.34 $12.68 $317.02 $145.69
75-Female | Preferred $140.23 $7.83 $148.06 $188.82 $7.83 $196.65 $92.67
Standard $208.61 $11.70 $220.31 $281.21 $11.70 $292.91 $135.06
76-Male Preferred $157.63 $8.82 $166.45 $212.36 $8.82 $221.18 $103.50
Standard $234.63 $13.18 $247.81 $316.41 $13.18 $329.59 S151.24
76-Female | Preferred | $144.36 $8.06 $152.42 $194.41 $8.06 $202.47 $95.24
Standard $214.78 $12.06 $226.84 $289.58 $12.06 $301.64 $138.90

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 Medicare Supplement Area 1 Monthly Premiums

Effective Date: 07-01-2018

Attained | premium 50% | Additional Cost!-;gh/_:n:ing 25% | Additional Costggh/_:n:ing High
Age Tvpe Cost-Sharing | Home Health | with Additional | Cost-Sharing | Home Health | with Additional Deductible
& Gender yp Plan Rider 2 Home Health Plan Rider 2 Home Health Plan
Rider 2 Rider 2
77-Male Preferred | $163.88 $9.17 $173.05 $220.75 $9.17 $229.92 $107.36
Standard $243.92 $13.72 $257.64 $328.96 $13.72 $342.68 $157.00
77-Female | Preferred $148.64 $8.31 $156.95 $200.18 $8.31 $208.49 $97.89
Standard $221.15 $12.42 $233.57 $298.20 $12.42 $310.62 $142.86
78-Male Preferred $168.73 $9.45 $178.18 $227.31 $9.45 $236.76 $110.37
Standard $251.19 S14.12 $265.31 $338.78 S14.12 $352.90 $161.51
78-Female | Preferred | $153.04 $8.57 $161.61 $206.12 $8.57 $214.69 $100.62
Standard $227.72 $12.79 $240.51 $307.07 $12.79 $319.86 S146.94
79-Male Preferred $173.72 $9.74 $183.46 $234.10 $9.74 $243.84 $113.47
Standard $258.70 S14.55 $273.25 $348.91 S14.55 $363.46 $166.15
79-Female | Preferred | $156.04 $8.71 $164.75 $210.21 $8.71 $218.92 $102.49
Standard $232.25 $13.04 $245.29 $313.19 $13.04 $326.23 $149.73
80-Male Preferred $178.87 $10.02 $188.89 $241.05 $10.02 $251.07 $116.66
Standard $266.39 $14.98 $281.37 $359.31 $14.98 $374.29 $170.92
80-Female | Preferred $159.16 $8.91 $168.07 $214.38 $8.91 $223.29 $104.39
Standard $236.87 $13.31 $250.18 $319.42 $13.31 $332.73 $152.58
81-Male Preferred $184.17 $10.32 $194.49 $248.22 $10.32 $258.54 $119.95
Standard S274.29 S15.44 $289.73 $369.99 S15.44 $385.43 $175.83
81-Female | Preferred $162.26 $9.06 $171.32 $218.62 $9.06 $227.68 $106.35
Standard $241.55 $13.56 $255.11 $325.76 $13.56 $339.32 $155.49
82-Male Preferred $189.65 $10.65 $200.30 $255.62 $10.65 $266.27 $123.34
Standard $282.48 $15.90 $298.38 $381.04 $15.90 $396.94 $180.90
82-Female | Preferred $165.48 $9.26 S174.74 $222.92 $9.26 $232.18 $108.34
Standard $246.35 $13.83 $260.18 $332.23 $13.83 $346.06 $158.46
83-Male Preferred $195.27 $10.96 $206.23 $263.24 $10.96 $274.20 $126.84
Standard $290.89 $16.37 $307.26 $392.42 $16.37 $408.79 $186.13
83-Female | Preferred $168.77 $9.46 $178.23 $227.39 $9.46 $236.85 $110.36
Standard $251.25 S14.12 $265.37 $338.85 S14.12 $352.97 $161.50

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 Medicare Supplement Area 1 Monthly Premiums

Effective Date: 07-01-2018

50%

25%

Attained | premium 50% . Additional Cost-Sharing 25% | Additional Cost-Sharing High
Age Tvpe Cost-Sharing | Home Health | with Additional | Cost-Sharing | Home Health | with Additional Deductible
& Gender yp Plan Rider 2 Home Health Plan Rider 2 Home Health Plan
Rider 2 Rider 2

84-Male Preferred $201.08 $11.28 $212.36 $271.07 $11.28 $282.35 $130.43
Standard $299.57 $16.85 $316.42 S404.14 $16.85 $420.99 $191.50
84-Female | Preferred $172.10 $9.65 $181.75 $231.89 $9.65 S241.54 $112.43
Standard $256.24 S14.42 $270.66 $345.60 S14.42 $360.02 $164.60
85+-Male Preferred $207.05 S11.64 $218.69 $279.13 S11.64 $290.77 S134.14
Standard $308.48 $17.35 $325.83 $416.22 $17.35 $433.57 $197.04
85+-Female | Preferred | S$175.47 $9.83 $185.30 $236.49 $9.83 $246.32 $114.54
Standard | $261.30 $14.69 $275.99 $352.45 $14.69 $367.14 $167.75

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 Medicare Supplement Area 2 Monthly Premiums

Effective Date: 07-01-2018

* 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.
Ati':o?s;ged Pr%mlum Basic Dela(t':gtﬁale Héldrl(_gtllggll%h Delc)j(t':;:ttﬁ:le Exce!:sCI rCthlts;rges F%ﬁg&lﬁ%‘;ﬂ qlifl(s)_lst‘i'glrt\gl
& Gender ype Plan Rider 1 Rider 2 Rider 3 Rider & Rider 5 Riders
<65*-Male Preferred $320.64 S56.34 $12.10 S15.42 S$13.07 $2.86 S420.43
Standard S478.22 S$84.18 S$18.11 S15.42 $19.51 S4.28 $619.72
<65*-Female| Preferred $320.64 S56.34 $12.10 S15.42 S$13.07 $2.86 S420.43
Standard S478.22 S$84.18 S$18.11 S15.42 $19.51 S4.28 $619.72
65-Male Preferred S$129.48 $22.53 $4.85 S15.42 S5.22 S1.15 S$178.65
Standard $192.49 $33.68 S7.24 S15.42 $7.81 S1.72 $258.36
65-Female | Preferred $129.16 $22.49 S4.84 $15.42 $5.21 $1.15 $178.27
Standard $192.06 $33.61 S7.24 S15.42 S7.78 S1.72 $257.83
66-Male Preferred S134.55 S23.44 S5.04 S15.42 S5.42 S1.21 S$185.08
Standard $200.09 $35.02 S$7.53 S15.42 $8.11 S1.78 $267.95
66-Female | Preferred $132.99 $23.17 $4.99 $15.42 $5.38 $1.18 $183.13
Standard S$197.77 S34.62 S7.44 S15.42 $8.03 S1.77 $265.05
67-Male Preferred $139.85 S24.37 $5.23 $15.42 $5.65 $1.24 $191.76
Standard $208.02 S36.44 $7.83 S15.42 S8.44 S1.86 $278.01
67-Female | Preferred $138.23 $24.10 S5.16 $15.42 $5.57 $1.23 $189.71
Standard $205.61 $36.00 S7.75 S15.42 $8.35 S1.84 S274.97
68-Male Preferred $145.37 $25.34 S5.45 $15.42 $5.87 $1.28 $198.73
Standard $216.26 $37.89 $8.16 S15.42 $8.80 S$1.93 $288.46
68-Female | Preferred $143.67 $25.05 $5.39 $15.42 $5.81 $1.27 $196.61
Standard S213.75 S37.43 $8.04 S15.42 $8.67 S$1.92 $285.23
69-Male Preferred S$151.09 $26.35 S5.66 S15.42 $6.10 S1.34 $205.96
Standard S$224.83 $39.39 S8.47 S15.42 S9.14 S2.02 $299.27
69-Female | Preferred $147.93 $25.81 $5.54 $15.42 $5.99 $1.32 $202.01
Standard $220.10 $38.58 $8.30 S15.42 $8.96 S1.95 $293.31
70-Male Preferred $157.07 $27.42 $5.88 $15.42 $6.37 $1.39 $213.55
Standard S$233.77 $40.99 $8.82 S15.42 $9.50 $2.09 $310.59
70-Female | Preferred $152.29 $26.58 $5.72 $15.42 $6.16 $1.35 $207.52
Standard $226.64 $39.70 S8.54 S15.42 $9.21 $2.03 S301.54

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 Medicare Supplement Area 2 Monthly Premiums

Effective Date: 07-01-2018

Attained | premium Basic Part A Additional Part B Part B Foreign Travel | Basic with
Age Tvpe Plan Deductible Home Health Deductible |Excess Charges| Emeérgency all Optional
& Gender yP Rider 1 Rider 2 Rider 3 Rider 4 Rider 5 Riders
71-Male Preferred S163.25 $28.51 $6.12 S15.42 S6.61 S1.46 S221.37
Standard S$243.03 S42.61 $9.16 S15.42 $9.88 S2.17 S322.27
71-Female | Preferred $156.81 $27.38 $5.87 $15.42 $6.36 $1.39 $213.23
Standard $233.37 S$40.90 $8.81 S15.42 $9.50 $2.09 $310.09
72-Male Preferred $169.71 $29.64 $6.38 S15.42 $6.88 S1.52 $229.55
Standard $252.66 S44.32 $9.52 S15.42 $10.28 S2.26 S334.46
72-Female | Preferred $161.45 $28.21 $6.06 $15.42 $6.54 S1.44 $219.12
Standard $240.30 S42.12 $9.05 S15.42 $9.77 S2.14 $318.80
73-Male Preferred $176.41 $30.85 $6.62 $15.42 $7.15 $1.56 $238.01
Standard $262.68 S$46.10 $9.90 S15.42 $10.69 S2.34 S347.13
73-Female | Preferred $166.23 $29.04 $6.25 $15.42 $6.74 $1.49 $225.17
Standard S247 .47 S43.42 $9.33 S15.42 $10.08 S2.20 S$327.92
74-Male Preferred $183.40 $32.07 $6.90 $15.42 S7.44 $1.64 $246.87
Standard S$273.12 S47.94 $10.30 S15.42 S11.12 S2.45 $360.35
74-Female | Preferred $171.18 $29.92 $6.43 $15.42 $6.93 $1.53 $231.41
Standard S254.84 S44.70 $9.60 S15.42 $10.37 S2.28 S$337.21
75-Male Preferred $190.66 $33.36 $7.16 $15.42 $7.75 $1.71 $256.06
Standard $283.97 S$49.85 $10.72 S15.42 S11.58 S2.55 S$374.09
75-Female | Preferred $176.24 $30.82 $6.62 $15.42 $7.14 $1.56 $237.80
Standard S262.43 S46.04 $9.90 S15.42 $10.67 S2.34 S$346.80
76-Male Preferred $198.19 $34.69 $7.46 $15.42 $8.04 $1.77 $265.57
Standard $295.24 S$51.85 S11.14 S15.42 $12.03 S2.62 $388.30
76-Female | Preferred $181.46 $31.72 $6.82 $15.42 $7.36 $1.61 $244.39
Standard $270.25 S47.43 $10.19 S15.42 $10.99 S2.42 $356.70
77-Male Preferred $206.04 $36.10 $7.76 $15.42 $8.37 $1.84 $275.53
Standard $306.96 $53.92 S11.60 S15.42 S12.51 S2.76 S403.17
77-Female | Preferred $186.85 $32.69 $7.02 $15.42 $7.59 $1.67 $251.24
Standard $278.28 S$48.83 $10.50 S15.42 S11.33 S2.49 $366.85

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 Medicare Supplement Area 2 Monthly Premiums

Effective Date: 07-01-2018

Attained | premium Basic Part A Additional Part B Part B Foreign Travel | Basic with
Age Tvpe Plan Deductible Home Health Deductible |Excess Charges| Emeérgency all Optional
& Gender yP Rider 1 Rider 2 Rider 3 Rider 4 Rider 5 Riders
78-Male Preferred $212.17 $37.17 $7.99 $15.42 $8.62 $1.90 $283.27
Standard $316.10 S55.55 S11.94 S15.42 S$12.88 S2.82 S414.71
78-Female | Preferred $192.38 $33.66 $7.24 $15.42 $7.80 $1.72 $258.22
Standard $286.55 $50.32 $10.82 S15.42 S11.66 S2.57 S377.34
79-Male Preferred $218.47 $38.27 $8.23 $15.42 $8.86 $1.94 $291.19
Standard S$325.54 S57.22 S$12.30 S15.42 S$13.28 $2.93 S426.69
79-Female | Preferred $196.19 S34.34 $7.37 $15.42 $7.98 $1.75 $263.05
Standard $292.23 S51.34 S$11.02 S15.42 $11.89 S2.60 $384.50
80-Male Preferred $224.97 $39.41 $8.47 $15.42 $9.14 $2.02 $299.43
Standard $335.26 $58.94 S12.67 S15.42 S$13.68 $2.99 S$438.96
80-Female | Preferred $200.08 $35.02 $7.53 $15.42 $8.11 $1.78 $267.94
Standard $298.07 $52.36 S11.25 S15.42 S12.16 S2.66 $391.92
81-Male Preferred $231.64 $40.61 $8.72 $15.42 $9.41 $2.06 $307.86
Standard S$345.23 $60.68 S$13.06 S15.42 S14.09 S3.10 S451.58
81-Female | Preferred $204.04 $35.72 $7.66 $15.42 $8.30 $1.81 $272.95
Standard S$303.97 S$53.41 S11.47 S15.42 S$12.39 S2.74 $399.40
82-Male Preferred $238.54 $41.83 $9.00 S15.42 $9.69 $2.13 $316.61
Standard S355.54 $62.52 S13.44 S15.42 S14.48 $3.19 S464.59
82-Female | Preferred $208.07 $36.45 $7.83 $15.42 $8.44 $1.86 $278.07
Standard $310.01 S54.48 S$11.69 S15.42 S12.65 S2.78 S407.03
83-Male Preferred S$245.65 $43.08 $9.26 S15.42 $10.01 $2.19 $325.61
Standard $366.15 S64.38 S13.84 S15.42 S14.93 S3.27 S477.99
83-Female | Preferred $212.21 $37.18 $8.00 $15.42 $8.63 $1.90 $283.34
Standard $316.20 S55.56 S11.94 S15.42 S$12.88 S2.82 S414.82
84-Male Preferred $252.95 S44.36 $9.53 $15.42 $10.29 $2.26 $334.81
Standard | $377.10 $66.32 $14.25 $15.42 $15.39 $3.38 $491.86
84-Female | Preferred $216.42 $37.93 $8.16 $15.42 $8.81 $1.93 $288.67
Standard S322.47 S$56.66 S$12.19 S15.42 S$13.13 S2.88 S422.75

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)




dHAdZL0T8IM

GT 2bpd

Humana Medicare Supplement Area 2 Monthly Premiums

Effective Date: 07-01-2018

Attained | promium Basic Part A Additional Part B Part B Foreign Travel | Basic with
Age Tvpe qu:,l Deductible Home Health Deductible [Excess Charges| Emeérgency all Optional
& Gender yp Rider 1 Rider 2 Rider 3 Rider 4 Rider 5 Riders
85+-Male | Preferred $260.48 $45.69 $9.84 $15.42 $10.59 $2.32 $344.34
Standard $388.31 $68.31 S14.67 $15.42 $15.86 $3.49 $506.06
85+-Female | Preferred $220.70 $38.65 $8.31 $15.42 $8.98 $1.96 $294.02
Standard $328.87 $57.79 $12.42 $15.42 $13.39 $2.95 $430.84

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 Medicare Supplement Area 2 Monthly Premiums

Effective Date: 07-01-2018
* 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.
. 50% e 25%
Attained | premium 50% . Additional Cost-Sharing 25% | Additional Cost-Sharing High
Age T Cost-Sharing | Home Health | with Additional | Cost-Sharing | Home Health | with Additional | Deductible
& Gender ype Plan Rider 2 Home Health Plan Rider 2 Home Health Plan
Rider 2 Rider 2
<65*-Male | Preferred $215.71 $12.10 $227.81 $290.83 $12.10 $302.93 $138.68
Standard $321.40 $18.11 $339.51 $433.69 $18.11 $451.80 $204.21
<65*-Female| Preferred $215.71 $12.10 $227.81 $290.83 $12.10 $302.93 $138.68
Standard $321.40 $18.11 $339.51 $433.69 $18.11 $451.80 $204.21
65-Male Preferred $87.48 $4.85 $92.33 $117.52 $4.85 $122.37 $59.21
Standard $129.75 S7.24 $136.99 S174.67 S7.24 $181.91 $85.43
65-Female | Preferred $87.29 $4.84 $92.13 $117.25 $4.84 $122.09 $59.08
Standard $129.47 S7.24 $136.71 $174.29 S7.24 $181.53 $85.24
66-Male Preferred $90.89 S5.04 $95.93 $122.14 S5.04 $127.18 $61.33
Standard $134.88 §7.53 S142.41 $181.56 §7.53 $189.09 $88.60
66-Female | Preferred $89.84 $4.99 $94.83 $120.72 $4.99 $125.71 $60.66
Standard $133.30 S7.44 $140.74 S$179.47 S7.44 $186.91 $87.61
67-Male Preferred $94.45 $5.23 $99.68 $126.95 $5.23 $132.18 $63.54
Standard $140.17 $7.83 $148.00 $188.74 $7.83 $196.57 $91.90
67-Female | Preferred $93.36 $5.16 $98.52 $125.49 $5.16 $130.65 $62.85
Standard $138.55 $7.75 $146.30 $186.56 $7.75 $194.31 $90.86
68-Male Preferred $98.16 S5.45 $103.61 $131.96 S5.45 $137.41 $65.83
Standard $145.71 $8.16 $153.87 $196.23 $8.16 $204.39 $95.33
68-Female | Preferred $97.03 $5.39 $102.42 $130.41 $5.39 $135.80 $65.11
Standard $144.01 $8.04 $152.05 $193.94 $8.04 $201.98 $94.25
69-Male Preferred $101.99 $5.66 $107.65 $137.14 $5.66 $142.80 $68.21
Standard | S$151.44 $8.47 $159.91 $203.99 $8.47 $212.46 $98.89
69-Female | Preferred $99.88 $5.54 $105.42 $134.26 $5.54 $139.80 $66.88
Standard $148.28 $8.30 $156.58 $199.70 $8.30 $208.00 $96.89

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 Medicare Supplement Area 2 Monthly Premiums
Effective Date: 07-01-2018

Attained | premium 50% | Additional c_ost'f’gh/_?:qing 25% | Additional Costggh/;n:ing High
ge Tvpe Cost-Sharing | Home Health | with Additional | Cost-Sharing | Home Health | with Additional | Deductible
& Gender yp Plan Rider 2 Home Health Plan Rider 2 Home Health Plan
Rider 2 Rider 2
70-Male Preferred $106.00 $5.88 $111.88 S$142.55 $5.88 S$148.43 $70.69
Standard S157.45 $8.82 $166.27 $212.07 $8.82 $220.89 $102.60
70-Female | Preferred $102.82 $5.72 $108.54 $138.23 $5.72 $143.95 $68.70
Standard S$152.67 S$8.54 S161.21 $205.63 S$8.54 S214.17 $99.62
71-Male Preferred $110.16 $6.12 $116.28 $148.18 $6.12 $154.30 §73.28
Standard $163.65 $9.16 $172.81 $220.48 $9.16 $229.64 $106.45
71-Female | Preferred $105.83 $5.87 $111.70 $142.32 $5.87 $148.19 $70.58
Standard §157.19 $8.81 $166.00 S211.72 $8.81 $220.53 $102.41
72-Male Preferred S114.47 $6.38 $120.85 $154.01 $6.38 $160.39 $75.96
Standard $170.12 $9.52 $179.64 $229.22 $9.52 $238.74 $110.47
72-Female | Preferred $108.95 $6.06 $115.01 $146.53 $6.06 $152.59 $72.50
Standard $161.84 $9.05 $170.89 $218.03 $9.05 $227.08 $105.30
73-Male Preferred $118.98 $6.62 $125.60 $160.11 $6.62 $166.73 S78.74
Standard $176.85 $9.90 $186.75 $238.30 $9.90 $248.20 S$114.63
73-Female | Preferred $112.16 $6.25 $118.41 $150.87 $6.25 $157.12 S74.49
Standard $166.65 $9.33 $175.98 S$224.52 $9.33 $233.85 S$108.27
74-Male Preferred $123.67 $6.90 $130.57 $166.41 $6.90 $173.31 $81.65
Standard $183.83 $10.30 $194.13 S247.77 $10.30 $258.07 S$118.97
74-Female | Preferred $115.46 $6.43 $121.89 $155.35 $6.43 $161.78 $76.54
Standard $§171.59 $9.60 $181.19 $231.20 $9.60 $240.80 S111.33
75-Male Preferred $128.55 §7.16 $135.71 $173.02 $7.16 $180.18 $84.68
Standard $191.12 $10.72 $201.84 §257.61 $10.72 $268.33 $123.49
75-Female | Preferred $118.86 $6.62 $125.48 $159.95 $6.62 $166.57 $78.66
Standard $176.68 $9.90 $186.58 $238.06 $9.90 S$247.96 S114.49
76-Male Preferred $133.58 S7.46 $141.04 $179.85 S7.46 $187.31 $87.81
Standard $198.68 S11.14 $209.82 $267.82 S11.14 $278.96 S$128.17
76-Female | Preferred $122.36 $6.82 $129.18 $164.68 $6.82 $171.50 $80.83
Standard $181.90 $10.19 $192.09 S245.14 $10.19 $255.33 S117.74

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 Medicare Supplement Area 2 Monthly Premiums

Effective Date: 07-01-2018

Attained | premium 50% | Additional c_ost'f’gh/_?:qing 25% | Additional Costggh/;n:ing High
Age Tvpe Cost-Sharing | Home Health | with Additional | Cost-Sharing | Home Health | with Additional | Deductible
& Gender yp Plan Rider 2 Home Health Plan Rider 2 Home Health Plan
Rider 2 Rider 2
77-Male Preferred $138.86 $7.76 $146.62 $186.94 $7.76 $194.70 $91.08
Standard $206.53 $11.60 $218.13 S$278.43 $11.60 $290.03 $133.05
77-Female | Preferred $125.98 $7.02 $133.00 $169.55 $7.02 $176.57 $83.07
Standard S$187.28 $10.50 $§197.78 $252.42 $10.50 $262.92 $121.09
78-Male Preferred $142.96 §7.99 $150.95 $192.49 §7.99 $200.48 $93.62
Standard $212.68 $11.94 $224.62 $286.73 $11.94 $298.67 $136.86
78-Female | Preferred $129.70 $7.24 $136.94 $174.57 $7.24 $181.81 $85.37
Standard $192.84 $10.82 $203.66 $259.93 $10.82 $270.75 S124.54
79-Male Preferred $147.18 $8.23 $155.41 $198.23 $8.23 $206.46 $96.25
Standard $219.02 $12.30 $231.32 $295.29 $12.30 $307.59 $140.78
79-Female | Preferred $132.24 $7.37 $139.61 $178.03 $7.37 $185.40 $86.96
Standard $196.67 $11.02 $207.69 $265.10 $11.02 $276.12 $126.90
80-Male Preferred $151.53 $8.47 $160.00 $204.11 $8.47 $212.58 $98.94
Standard §225.53 S12.67 $238.20 $304.09 S12.67 $316.76 S$144.81
80-Female | Preferred $134.87 $7.53 $142.40 $181.56 $7.53 $189.09 $88.56
Standard $200.57 S§11.25 $211.82 $270.36 S$11.25 $281.61 $129.31
81-Male Preferred $156.02 $8.72 S164.74 $210.17 $8.72 $218.89 $101.72
Standard $232.21 $13.06 S245.27 $313.12 $13.06 $326.18 S$148.97
81-Female | Preferred $137.49 $7.66 $145.15 $185.14 $7.66 $192.80 $90.22
Standard $204.53 S11.47 $216.00 S$275.73 S11.47 $287.20 S131.77
82-Male Preferred $160.65 $9.00 $169.65 $216.42 $9.00 $225.42 $104.59
Standard $239.13 S13.44 §252.57 $322.46 S13.44 $335.90 $153.26
82-Female | Preferred $140.22 $7.83 $148.05 $188.78 $7.83 $196.61 $91.90
Standard $208.59 $11.69 $220.28 $281.20 $11.69 $292.89 S$134.28
83-Male Preferred $165.40 $9.26 S174.66 $222.87 $9.26 $232.13 $107.55
Standard $246.25 $13.84 $260.09 $332.08 $13.84 $345.92 S157.67
83-Female | Preferred $143.00 $8.00 $151.00 $192.56 $8.00 $200.56 $93.61
Standard $212.73 $11.94 S224.67 $286.79 $11.94 $298.73 $136.85

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 Medicare Supplement Area 2 Monthly Premiums

Effective Date: 07-01-2018

50%

25%

Attained | premium 50% | Additional Cost-Sharing 25% | Additional Cost-Sharing High
Age Tvpe Cost-Sharing | Home Health | with Additional | Cost-Sharing | Home Health | with Additional | Deductible
& Gender yp Plan Rider 2 Home Health Plan Rider 2 Home Health Plan
Rider 2 Rider 2

84-Male Preferred $170.31 $9.53 $179.84 $229.49 $9.53 $239.02 $110.58
Standard $253.58 $14.25 $267.83 $341.99 $14.25 $356.24 $162.21
84-Female | Preferred $145.82 $8.16 $153.98 $196.36 $8.16 $204.52 $95.36
Standard $216.95 $12.19 $229.14 $292.49 $12.19 S304.68 $139.47
85+-Male | Preferred | $175.36 $9.84 $185.20 $236.30 $9.84 $246.14 $113.72
Standard $261.12 S14.67 $275.79 $352.20 S14.67 $366.87 $166.90
85+-Female | Preferred | $148.66 $8.31 $156.97 $200.25 $8.31 $208.56 $97.15
Standard $221.23 $12.42 $233.65 $298.29 $12.42 $310.71 $142.13

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 Medicare Supplement Area 3 Monthly Premiums

Effective Date: 07-01-2018

* 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.
Aﬂfg;ged Pr%mlum Basic Delc)j(t':;:ttﬁale Héldrl(_gtllggll%h Delc)j(t':;:ttﬁ:le Exce!:sCI rCthlts;rges F%ﬁg&lﬁ%‘;ﬂ qlifl(s)_lst‘i'glrt\gl
& Gender ype Plan Rider 1 Rider 2 Rider 3 Rider & Rider 5 Riders
<65*-Male Preferred S337.77 $59.37 S12.75 S15.42 S13.77 S3.01 S442.09
Standard S$503.82 $88.71 $19.08 S15.42 $20.56 S4.51 $652.10
<65*-Female| Preferred $337.77 $59.37 $12.75 $15.42 $13.77 $3.01 $442.09
Standard S$503.82 $88.71 $19.08 S15.42 $20.56 S4.51 $652.10
65-Male Preferred $136.33 $23.75 $5.11 S15.42 $5.50 $1.22 $187.33
Standard $202.73 S35.50 $7.63 S15.42 $8.23 $1.81 S$271.32
65-Female | Preferred $136.00 $23.70 $5.10 $15.42 $5.49 $1.22 $186.93
Standard $202.28 S35.42 S7.62 S15.42 $8.20 $1.81 $270.75
66-Male Preferred $141.68 $24.70 $5.31 S15.42 $5.71 $1.27 $194.09
Standard $210.74 $36.91 S7.94 S15.42 $8.55 S1.87 $281.43
66-Female | Preferred $140.03 S24.41 $5.26 $15.42 $5.66 $1.24 $192.02
Standard $208.30 $36.49 S7.84 S15.42 S8.46 S1.86 S$278.37
67-Male Preferred $147.27 $25.68 $5.51 $15.42 $5.95 $1.30 $201.13
Standard $219.10 $38.40 $8.25 S15.42 $8.89 S1.96 $292.02
67-Female | Preferred $145.55 $25.39 S5.44 $15.42 $5.87 $1.29 $198.96
Standard $216.56 S37.94 S8.16 S15.42 $8.80 S1.94 $288.82
68-Male Preferred $153.08 $26.71 $5.74 $15.42 $6.18 $1.35 $208.48
Standard S$227.78 $39.93 $8.59 S15.42 $9.27 S2.04 $303.03
68-Female | Preferred $151.28 $26.40 $5.68 $15.42 $6.13 $1.34 $206.25
Standard S$225.14 $39.45 S8.47 S15.42 $9.13 S2.02 $299.63
69-Male Preferred $159.10 S27.76 S5.97 S15.42 S6.43 S1.41 $216.09
Standard $236.81 S41.51 $8.93 S15.42 $9.63 S$2.13 S314.43
69-Female | Preferred $155.77 $27.20 $5.84 $15.42 $6.31 $1.39 $211.93
Standard $231.83 S40.65 S8.74 S15.42 S9.44 S2.06 S308.14
70-Male Preferred S165.41 $28.89 $6.19 S15.42 $6.71 S1.46 $224.08
Standard S246.23 S$43.19 $9.29 S15.42 $10.02 S2.21 $326.36
70-Female | Preferred $160.37 $28.01 $6.03 $15.42 $6.49 $1.42 S$217.74
Standard $238.72 S41.84 $9.00 S15.42 $9.70 S2.14 $316.82

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 Medicare Supplement Area 3 Monthly Premiums

Effective Date: 07-01-2018

Attained | promium Basic Part A Additional Part B Part B Foreign Travel | Basic with
Age Tvpe Plan Deductible Home Health Deductible |Excess Charges| Emeérgency all Optional
& Gender yP Rider 1 Rider 2 Rider 3 Rider 4 Rider 5 Riders
71-Male Preferred $171.92 $30.05 $6.45 $15.42 $6.97 $1.54 $232.35
Standard $255.99 S44.90 $9.65 S15.42 $10.41 $2.28 $338.65
71-Female | Preferred $165.13 $28.85 $6.18 $15.42 $6.70 $1.46 $223.74
Standard S$245.81 S$43.10 $9.28 S15.42 $10.01 S2.21 $325.83
72-Male Preferred $178.72 $31.23 $6.72 $15.42 $7.25 $1.60 $240.94
Standard S$266.14 S46.71 S10.04 S15.42 $10.83 $2.38 S$351.52
72-Female | Preferred $170.02 $29.72 $6.39 $15.42 $6.89 $1.52 $229.96
Standard $253.12 S44.38 $9.54 S15.42 $10.30 $2.25 $335.01
73-Male Preferred $185.79 $32.51 $6.98 $15.42 $7.54 $1.65 $249.89
Standard $276.69 S$48.58 S$10.43 S15.42 S11.26 S2.47 S$364.85
73-Female | Preferred $175.06 $30.61 $6.59 $15.42 $7.11 $1.57 $236.36
Standard $260.67 S45.76 $9.83 S15.42 $10.62 $2.32 S344.62
74-Male Preferred $193.15 $33.79 $7.27 $15.42 $7.84 $1.72 $259.19
Standard $287.70 $50.52 $10.85 S15.42 S11.72 $2.58 $378.79
74-Female | Preferred $180.27 $31.53 $6.77 $15.42 $7.30 $1.61 $242.90
Standard S$268.43 S47.10 S$10.11 S15.42 $10.93 $2.40 S$354.39
75-Male Preferred $200.80 $35.15 $7.55 S$15.42 $8.16 $1.80 $268.88
Standard $299.13 S$52.53 S11.30 S15.42 $12.20 $2.69 $393.27
75-Female | Preferred $185.61 $32.48 $6.98 $15.42 $7.53 $1.65 $249.67
Standard S276.43 S48.52 S$10.43 S15.42 S11.24 S2.47 S364.51
76-Male Preferred S208.74 $36.55 $7.86 S$15.42 S8.47 $1.86 $278.90
Standard $311.00 S54.64 S11.74 S15.42 S$12.68 S2.76 S408.24
76-Female | Preferred $191.11 $33.43 $7.18 $15.42 $7.75 $1.70 $256.59
Standard S284.67 $49.98 S10.74 S15.42 S11.58 $2.55 S374.94
77-Male Preferred $217.01 $38.04 $8.17 $15.42 $8.82 $1.94 $289.40
Standard | $323.35 $56.82 $12.22 $15.42 $13.18 $2.91 $423.90
77-Female | Preferred $196.78 S34.45 $7.40 $15.42 $8.00 $1.76 $263.81
Standard $293.13 S51.45 S11.06 S15.42 S11.94 $2.63 $385.63

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 Medicare Supplement Area 3 Monthly Premiums

Effective Date: 07-01-2018

Attained | promium Basic Part A Additional Part B Part B Foreign Travel | Basic with
Age Tvpe Plan Deductible Home Health Deductible |Excess Charges| Emeérgency all Optional
& Gender yP Rider 1 Rider 2 Rider 3 Rider 4 Rider 5 Riders
78-Male Preferred $223.47 $39.17 $8.42 $15.42 $9.08 $2.00 $297.56
Standard $332.99 S58.54 $12.58 S$15.42 §13.57 $2.97 S$436.07
78-Female | Preferred $202.62 $35.47 $7.63 $15.42 $8.22 $1.81 S$271.17
Standard $301.85 $53.03 $11.40 S$15.42 $12.29 $2.70 $396.69
79-Male Preferred $230.10 $40.33 $8.67 S$15.42 $9.34 $2.05 $305.91
Standard $342.93 $60.30 $12.97 S$15.42 $13.99 $3.09 S448.70
79-Female | Preferred $206.63 $36.18 $7.76 $15.42 $8.41 $1.84 $276.24
Standard $307.84 $54.10 S11.61 S$15.42 $12.52 S2.74 S404.23
80-Male Preferred $236.96 S$41.53 $8.93 S$15.42 $9.63 $2.13 $314.60
Standard $353.17 $62.11 $13.35 S$15.42 S14.42 $3.16 $461.63
80-Female | Preferred $210.73 $36.91 $7.94 $15.42 $8.55 $1.87 $281.42
Standard $313.99 §55.17 $11.86 S$15.42 $12.81 $2.80 $412.05
81-Male Preferred $243.99 $42.80 $9.19 S$15.42 $9.92 $2.18 $323.50
Standard $363.68 $63.95 $13.76 S$15.42 $14.85 $3.26 S474.92
81-Female | Preferred $214.91 $37.64 $8.08 $15.42 $8.74 $1.91 $286.70
Standard $320.21 $56.28 $12.08 S$15.42 $13.05 $2.89 $419.93
82-Male Preferred $251.25 $44.08 $9.49 $15.42 $10.21 $2.24 $332.69
Standard S374.55 $65.89 S14.16 S$15.42 $15.26 $3.36 S488.64
82-Female | Preferred $219.15 $38.41 $8.25 $15.42 $8.89 $1.96 $292.08
Standard $326.57 S57.41 $12.32 S$15.42 $13.33 $2.93 S$427.98
83-Male Preferred $258.75 $45.39 $9.76 S$15.42 $10.54 S2.31 S342.17
Standard $385.73 $67.85 S$14.58 S$15.42 S15.73 $3.45 $502.76
83-Female | Preferred $223.51 $39.18 $8.43 $15.42 $9.09 $2.00 $297.63
Standard $333.09 $58.55 $12.58 S$15.42 §13.57 $2.97 $436.18
84-Male | Preferred | 526644 $46.75 $10.05 S15.42 $10.84 $2.38 $351.88
Standard $397.26 $69.88 $15.01 S$15.42 $16.22 $3.56 §$517.35
84-Female | Preferred $227.95 $39.96 $8.59 $15.42 $9.28 $2.04 $303.24
Standard $339.70 $59.71 $12.85 S$15.42 $13.84 $3.04 S444.56

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 Medicare Supplement Area 3 Monthly Premiums

Effective Date: 07-01-2018

Attained | premium Basic Part A Additional Part B Part B Foreign Travel | Basic with
Age Tvpe qu:,l Deductible Home Health Deductible [Excess Charges| Emeérgency all Optional
& Gender yp Rider 1 Rider 2 Rider 3 Rider 4 Rider 5 Riders
85+-Male Preferred S274.38 $48.15 $10.37 $15.42 §11.16 S2.44 $361.92
Standard $409.08 $71.98 $15.45 $15.42 $16.71 $3.68 $532.32
85+-Female | Preferred $232.46 $40.73 $8.76 $15.42 $9.47 $2.07 $308.91
Standard S346.44 $60.90 $13.08 $15.42 S14.11 $3.11 $453.06

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 Medicare Supplement Area 3 Monthly Premiums

Effective Date: 07-01-2018
* 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.
. 50% e 25%
Attained | premium 50% . Additional Cost-Sharing 25% | Additional Cost-Sharing High
Age T Cost-Sharing | Home Health | with Additional | Cost-Sharing | Home Health | with Additional | Deductible
& Gender ype Plan Rider 2 Home Health Plan Rider 2 Home Health Plan
Rider 2 Rider 2
<65*-Male | Preferred $227.20 $12.75 $239.95 $306.36 $12.75 $319.11 $146.03
Standard $338.57 $19.08 $357.65 $456.90 $19.08 S$475.98 $215.08
<65*-Female| Preferred $227.20 $12.75 $239.95 $306.36 $12.75 $319.11 $146.03
Standard $338.57 $19.08 $357.65 $456.90 $19.08 S$475.98 $215.08
65-Male Preferred $92.07 $5.11 $97.18 $123.74 $5.11 $128.85 $62.29
Standard $136.62 $7.63 S144.25 $183.96 $7.63 $191.59 $89.92
65-Female | Preferred $91.88 $5.10 $96.98 $123.44 $5.10 $128.54 $62.15
Standard $136.32 $7.62 $143.94 $183.55 $7.62 $191.17 $89.71
66-Male Preferred $95.67 $5.31 $100.98 $128.60 $5.31 $133.91 S64.52
Standard $142.02 $7.94 $149.96 $191.22 $7.94 $199.16 $93.26
66-Female | Preferred $94.56 $5.26 $99.82 $127.11 $5.26 $132.37 $63.82
Standard $140.36 $7.84 $148.20 $189.01 $7.84 $196.85 $92.21
67-Male Preferred $99.42 $5.51 $104.93 $133.66 $5.51 $139.17 $66.85
Standard $147.60 $8.25 $155.85 $198.78 $8.25 $207.03 $96.74
67-Female | Preferred $98.28 S5.44 $103.72 $132.12 S5.44 $137.56 $66.12
Standard $145.89 $8.16 $154.05 $196.48 $8.16 S204.64 $95.64
68-Male Preferred $103.33 S5.74 $109.07 $138.95 S5.74 S144.69 $69.26
Standard $153.44 $8.59 $162.03 $206.67 $8.59 $215.26 $100.34
68-Female | Preferred $102.14 $5.68 $107.82 $137.31 $5.68 $142.99 $68.50
Standard $151.65 $8.47 $160.12 $204.26 $8.47 $212.73 $99.21
69-Male Preferred $107.37 $5.97 $113.34 S144.40 $5.97 $150.37 S71.77
Standard $159.48 $8.93 $168.41 $214.85 $8.93 $223.78 $104.10
69-Female | Preferred $105.15 $5.84 $110.99 $141.38 $5.84 $147.22 $70.36
Standard $156.14 $8.74 $164.88 $210.33 $8.74 $219.07 $101.99

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)




dHAdZL0T8IM

Gz 9bo(g

Humana Medicare Supplement Area 3 Monthly Premiums
Effective Date: 07-01-2018

Attained | premium 50% | Additional c_ost'f’gh/_?:qing 25% | Additional Costggh/;n:ing High
ge Tvpe Cost-Sharing | Home Health | with Additional | Cost-Sharing | Home Health | with Additional | Deductible
& Gender yp Plan Rider 2 Home Health Plan Rider 2 Home Health Plan
Rider 2 Rider 2
70-Male Preferred $111.59 $6.19 $117.78 $150.11 $6.19 $156.30 $74.38
Standard $165.81 $9.29 $175.10 $223.36 $9.29 $232.65 $108.01
70-Female | Preferred $108.24 $6.03 $114.27 $145.55 $6.03 $151.58 $72.29
Standard $160.77 $9.00 $169.77 $216.58 $9.00 §225.58 S$104.87
71-Male Preferred $115.97 $6.45 $122.42 $156.04 $6.45 $162.49 S77.11
Standard S172.34 $9.65 $181.99 $232.23 $9.65 $241.88 $112.06
71-Female | Preferred $111.42 $6.18 $117.60 $149.86 $6.18 $156.04 S74.27
Standard $165.53 $9.28 S$174.81 $223.00 $9.28 $232.28 $107.81
72-Male Preferred $120.52 $6.72 $127.24 $162.18 $6.72 $168.90 $79.94
Standard $179.15 $10.04 $189.19 S241.43 $10.04 S251.47 $116.30
72-Female | Preferred $114.70 $6.39 $121.09 $154.30 $6.39 $160.69 $76.29
Standard $170.43 $9.54 §$179.97 $229.64 $9.54 $239.18 $110.86
73-Male Preferred $125.26 $6.98 $132.24 $168.61 $6.98 §175.59 $82.87
Standard $186.25 $10.43 $196.68 $251.01 $10.43 S261.44 $120.69
73-Female | Preferred $118.08 $6.59 $124.67 $158.87 $6.59 $165.46 $78.39
Standard $175.50 $9.83 $185.33 $236.48 $9.83 $246.31 $113.98
74-Male Preferred $130.21 S7.27 $137.48 $175.25 S7.27 $182.52 $85.93
Standard $193.61 $10.85 S204.46 $260.98 $10.85 $271.83 $125.25
74-Female | Preferred $121.56 $6.77 $128.33 $163.59 $6.77 $170.36 $80.55
Standard $180.70 $10.11 $190.81 $243.52 $10.11 $253.63 S117.21
75-Male Preferred §135.35 §7.55 $142.90 $182.21 §7.55 $189.76 $89.12
Standard $201.28 $11.30 §212.58 §271.35 $11.30 $282.65 $130.02
75-Female | Preferred $125.15 $6.98 $132.13 $168.44 $6.98 $175.42 $82.78
Standard $186.07 $10.43 $196.50 $250.75 $10.43 $261.18 $120.54
76-Male Preferred $140.65 $7.86 $148.51 $189.42 $7.86 $197.28 $92.42
Standard $209.25 S11.74 $220.99 $282.11 S11.74 $293.85 S$134.96
76-Female | Preferred $128.83 $7.18 $136.01 $173.42 $7.18 $180.60 $85.06
Standard $191.57 $10.74 $202.31 $258.21 $10.74 $268.95 $123.96

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 Medicare Supplement Area 3 Monthly Premiums

Effective Date: 07-01-2018

Attained | premium 50% | Additional c_ost'f’gh/_?:qing 25% | Additional Costggh/;n:ing High
Age Tvpe Cost-Sharing | Home Health | with Additional | Cost-Sharing | Home Health | with Additional | Deductible
& Gender yp Plan Rider 2 Home Health Plan Rider 2 Home Health Plan
Rider 2 Rider 2
77-Male Preferred $146.22 $8.17 $154.39 $196.88 $8.17 $205.05 $95.86
Standard $217.53 $12.22 $229.75 $293.30 $12.22 $305.52 $140.09
77-Female | Preferred | $132.64 $7.40 $140.04 $178.56 $7.40 $185.96 $87.43
Standard $197.25 $11.06 $208.31 $265.88 $11.06 $276.94 $127.49
78-Male Preferred $150.54 $8.42 $158.96 $202.73 $8.42 $211.15 $98.55
Standard $224.01 $12.58 $236.59 $302.04 $12.58 $314.62 S144.11
78-Female | Preferred | $136.56 $7.63 $144.19 $183.85 $7.63 $191.48 $89.86
Standard $203.10 $11.40 $214.50 $273.79 $11.40 $285.19 $131.12
79-Male Preferred $154.99 $8.67 $163.66 $208.78 $8.67 $217.45 $101.31
Standard $230.69 $12.97 $243.66 $311.06 $12.97 $324.03 $148.25
79-Female | Preferred | $139.24 $7.76 $147.00 $187.49 $7.76 $195.25 $91.52
Standard $207.13 $11.61 $218.74 $279.24 $11.61 $290.85 $133.61
80-Male Preferred $159.57 $8.93 $168.50 $214.97 $8.93 $223.90 $104.16
Standard $237.54 $13.35 $250.89 $320.33 $13.35 $333.68 $152.49
80-Female | Preferred $142.01 $7.94 $149.95 $191.21 $7.94 $199.15 $93.22
Standard $211.25 $11.86 $223.11 $284.79 $11.86 $296.65 $136.15
81-Male Preferred $164.30 $9.19 $173.49 $221.36 $9.19 $230.55 $107.09
Standard S244.59 $13.76 $258.35 $329.85 $13.76 $343.61 $156.87
81-Female | Preferred S144.78 $8.08 $152.86 $194.99 $8.08 $203.07 $94.96
Standard $215.41 $12.08 $227.49 $290.44 $12.08 $302.52 $138.75
82-Male Preferred $169.18 $9.49 $178.67 $227.95 $9.49 $237.44 $110.10
Standard $251.88 S14.16 $266.04 $339.69 S14.16 $353.85 $161.39
82-Female | Preferred | S$147.65 $8.25 $155.90 $198.82 $8.25 $207.07 $96.74
Standard $219.70 $12.32 $232.02 $296.21 $12.32 $308.53 $141.40
83-Male Preferred $174.19 $9.76 $183.95 S234.74 $9.76 $244.50 $113.22
Standard $259.38 S$14.58 $273.96 $349.83 S$14.58 S364.41 $166.04
83-Female | Preferred | $150.58 $8.43 $159.01 $202.80 $8.43 $211.23 $98.54
Standard $224.06 $12.58 $236.64 $302.11 $12.58 $314.69 $144.10

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 Medicare Supplement Area 3 Monthly Premiums

Effective Date: 07-01-2018

50%

25%

Attained | premium 50% | Additional Cost-Sharing 25% | Additional Cost-Sharing High
Age Tvpe Cost-Sharing | Home Health | with Additional | Cost-Sharing | Home Health | with Additional | Deductible
& Gender yp Plan Rider 2 Home Health Plan Rider 2 Home Health Plan
Rider 2 Rider 2

84-Male Preferred | $179.36 $10.05 $189.41 $241.72 $10.05 $251.77 $116.42
Standard | $267.11 $15.01 $282.12 $360.27 $15.01 $375.28 $170.82
84-Female | Preferred | $153.55 $8.59 $162.14 $206.81 $8.59 $215.40 $100.38
Standard $228.51 $12.85 $241.36 $308.11 $12.85 $320.96 $146.86
85+-Male Preferred $184.68 $10.37 $195.05 $248.90 $10.37 $259.27 $119.73
Standard $275.05 $15.45 $290.50 $371.03 $15.45 $386.48 $175.76
85+-Female | Preferred | $156.55 $8.76 $165.31 $210.91 $8.76 $219.67 $102.26
Standard $233.02 $13.08 $246.10 $314.22 $13.08 $327.30 $149.67

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.




Calculating Your Monthly Premium

S Basic Medicare Supplement Insurance

OPTIONAL BENEFITS FOR MEDICARE SUPPLEMENT
Each of these riders may be purchased separately.

S 1. Medicare Part A Deductible
100% of Medicare Part A Deductible

S 2. Additional Home Health Care
An aggregate of 365 visits per year including those covered by Medicare

S 3. Medicare Part B Deductible
100% of Medicare Part B Deductible

S 4. Medicare Part B Excess Charges
Difference between the Medicare eligible charge and the amount charged by the
provider which shall be no greater than the actual charge or the limited charge
allowed by Medicare, whichever is less.

S 5. Foreign Travel Emergency
After a deductible not greater than $250, covers at least 80% of expenses
associated with emergency medical care received outside the United States,
beginning the first 60 days of a trip with a lifetime maximum of at least $50,000.

S MONTHLY TOTAL FOR BASIC POLICY AND SELECTED OPTIONAL BENEFITS

IN ADDITION TO THIS OUTLINE OF COVERAGE, HUMANA WILL SEND AN ANNUAL NOTICE TO YOU
30 DAYS PRIOR TO THE EFFECTIVE DATE OF MEDICARE CHANGES WHICH WILL DESCRIBE THESE
CHANGES AND THE CHANGES IN YOUR MEDICARE SUPPLEMENT COVERAGE.

Page 28 WI81077PDHD



Calculating Your Monthly Premium

S Medicare Supplement COST-SHARING PLAN
[150% or[d25% (check one)

$ High Deductible Medicare Supplement Plan
Riders are not available with the purchase of this plan

OPTIONAL BENEFITS FOR MEDICARE SUPPLEMENT
This rider may be purchased.

S Additional Home Health Care
An aggregate of 365 visits per year including those covered by Medicare

S MONTHLY TOTAL FOR COST-SHARING POLICY AND SELECTED OPTIONAL BENEFIT

IN ADDITION TO THIS OUTLINE OF COVERAGE, HUMANA WILL SEND AN ANNUAL NOTICE TO YOU 30
DAYS PRIOR TO THE EFFECTIVE DATE OF MEDICARE CHANGES WHICH WILL DESCRIBE THESE CHANGES
AND THE CHANGES IN YOUR MEDICARE SUPPLEMENT COVERAGE.

WI81077PDHD Page 29



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.

Household Discount**

Save 5% on your monthly premium when more than one member of your household enrolls or is enrolled
in a Humana Medicare Supplement plan. This discount is only applicable to policyholders with effective
dates of June 1, 2010 or after. To apply for the discount, please include the name and Medicare claim
number of the person enrolled or enrolling in a Humana Medicare Supplement policy living at your address
in Section 6 of your enrollment application.

Calculate Your Premium

Base monthly premium (please refer to pages 4-27):
ACH Discount (applied to base premium):
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 household premium discount will be removed if the other Medicare supplement policyholder whose
policy status entitles you to the discount no longer resides with you. However, if that person becomes
deceased, your discount will still apply. This premium change will occur on the billing cycle following the
date we learn your eligibility has ended. Household is defined as a condominium unit, a single family
home, or an apartment unit within an apartment complex.
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Outline of Basic Medicare Supplement Insurance and
Medicare Supplement 50% and 25% Cost-Sharing Plans
and the High Deductible Medicare Supplement Plan

These charts show the benefits included in each of the Medicare supplement plans.

Basic Medicare Supplement Coverage

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 $1,364 SO or $1,364 or SO
(191,364

(Optional Part

A deductible

rider**)
61st through 90th day All but $341 a day $341 aday N0)
91st through 150th days All but $682 a day $682 a day N0)
Beyond 150 days N0) 100% of Medicare N0)

eligible expenses***

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 $170.50 Up to $170.50 30
a day a day
101st day and after N0) N0) All costs

** This is an optional rider. You purchased this benefit if the box is checked and you paid the premium.

*** NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of
Medi%ore and will pay whatever amount Medicare would have paid as provided in the policy's "Core
Benefits."
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Basic Medicare Supplement Coverage

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

*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

Inpatient Psychiatric Care

Inpatient psychiatric care in a
participating psychiatric hospital

190 days per lifetime

175 days per

lifetime after
Medicare days
are exhausted

_All costs over
lifetime maximum

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 N0
including a doctor's certification of copayment/ copayment/
terminalillness. coinsurance for coinsurance
outpatient drugs
and inpatient
respite care
WI181077PDHD
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Basic Medicare Supplement Coverage

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

* Once you have been billed $185 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 $185 of Medicare-approved SO SO or $185 or SO
amounts* [Js185
(Optional Part
deductible
rider**)
Remainder of Medicare-approved Generally 80% Generally 20% Charges
amounts D(Optionol exceeding eligible
Medicare Part ~ charges or 50
B Excess
Charges
Rider™*)
Blood
First three pints N0 All costs N0
Next $185 of Medicare-approved N0 S0 or $185 $185or SO
amounts* (Optional Part B
deductible rider**)
Remainder of Medicare-approved 80% 20% N0)
amounts

Clinical Laboratory Services
TESTS FOR DIAGNOSTIC SERVICES 100% 50 50

Home Health Care
MEDICARE-APPROVED SERVICES

100% of charges for ~ Up to 40 visits per All expenses

visits considered calendar yearor  beyond 40 visits
medico&y necessary by [] Optional per year
edicare Home Health or
Care Rider** All expenses
beyond 365 visits
per year

** This is an optional rider. You purchased this benefit if the box is checked and you paid the premium.
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Basic Medicare Supplement Coverage

Other Benefits

Services

Medicare Pays

Plan Pays You Pay

Preventive Medical

Care Benefit -

NOT COVERED BY MEDICARE

Some annual physical and preventive
tests and services administered or

ordered by your doctor when not covered
by Medicare.

Up to $300 each calendar year for N0 $300 Balance
routine annual medical exam, including
diagnostic X-rays and laboratory services
Up to $25 each calendar year for SO $25 Balance
immunizations and injections
Foreign Travel
| Optional Foreign Travel Rider**
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
maximum benefit amounts over the
of $50,000 $50,000 lifetime
maximum

** This is an optional rider. You purchased this benefit if the box is checked and you paid the premium.
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Medicare Supplement - 50% Cost-Sharing Plan

You will pay half of the cost-sharing of some covered services until you reach the annual out-of-pocket limit
of $5,560 each calendar year. The amounts that count toward your annual limit are noted with diamonds
(*) 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.

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 $1,364 $682 $682
(50% of Part A (50% of Part A
deductible) deductible)*
61st through 90th day All but $341 a day $341 aday N0)
91st through 150th days All but $682 a day $682 a day N0)
Beyond 150 days N0 100% of Medicare N0

eligible expenses***

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 $170.50 Up to $85.25 Up to $85.25
a day a day a day*
101st day and after SO SO All costs

***NOTICE: Whendyour Medicare Part A hospital benefits are exhausted, the insurer stands in the place
of Medlcoreron will pay whatever amount Medicare would have paid as provided in the policy's
"Core Benefits."
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Medicare Supplement - 50% Cost-Sharing Plan

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

Services Medicare Pays Plan Pays You Pay
Inpatient Psychiatric Care
Inpatient psychiatric care in a 190 days per lifetime 175 days per All costs over the
participating psychiatric hospital lifetime after lifetime maximum
Medicare days are
exhausted
Blood
First three pints N0) 50% 50%*
Additional amounts 100% SO SO
Hospice Care
All but very limited 50% of 50% of
copayment/ coinsurance or coinsurance or
coinsurance for copayments copayments*®
outpatient drugs and
inpatient respite care
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Medicare Supplement - 50% Cost-Sharing Plan

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

* Once you have been billed $185 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 $185 of Medicare-approved

amounts®

S0

N0

$185 (Part B
deductible)*

Preventive Benefits for Medicare

covered services

Generally 80% or
more of Medicare
approved amounts

Remainder of
Medicare
approved
amounts

All costs above
Medicare
approved
amounts

Remainder of Medicare-approved

Generally 80%

Generally 10%

Generally 10%*

amounts

Blood

First three pints N0) 50% 50%*
Next $185 of Medicare-approved N0 N0 $185 (Part B
amounts* deductible)*

Remainder of Medicare-approved

amounts

Generally 80%

Generally 10%

Generally 10%*

Clinical Laboratory Services
TESTS FOR DIAGNOSTIC SERVICES

100%

N0

S0

Home Health Care
MEDICARE-APPROVED SERVICES

100% of charges for

visits considered

medically necessary b
M%dicore Yoy

Up to 40 visits per
calendar year or
] Optional

Home Health
Care Rider**

All expenses
beyond 40 visits
per year
or
All expenses
beyond 365 visits
per year

** This is an optional rider. You purchased this benefit if the box is checked and you paid the premium.
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Medicare Supplement - 25% Cost-Sharing Plan

You will pay one-fourth of the cost-sharing of some covered services until you reach the annual
out-of-pocket limit of $2,780 each calendar year. The amounts that count toward your annual limit are
noted with diamonds (®) 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.

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 $1,364 $1,023 $341
(75% of Part A (25% of Part A
deductible) deductible)*
61st through 90th day All but $341 a day $341 aday N0)
91st through 150th days All but $682 a day $682 a day N0)
Beyond 150 days N0 100% of Medicare N0

eligible expenses***

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 $170.50 Up to $127.88 Up to $42.62
a day a day a day*
101st day and after SO SO All costs

***NOTICE: Whendyour Medicare Part A hospital benefits are exhausted, the insurer stands in the place
of Medlcoreron will pay whatever amount Medicare would have paid as provided in the policy's
"Core Benefits."
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Medicare Supplement - 25% Cost-Sharing Plan

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

Services Medicare Pays  Plan Pays You Pay
Inpatient Psychiatric Care
Inpatient psychiatric care in a 190 days per lifetime 175 days per All costs over the
participating psychiatric hospital lifetime after lifetime maximum
Medicare days are
exhausted
Blood
First three pints N0) 75% 25%*
Additional amounts 100% N0) N0)
Hospice Care
All but very limited 75% of 25% of
copayment/ coinsurance or coinsurance or
coinsurance for copayments copayments*®

outpatient drugs and
inpatient respite care
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Medicare Supplement - 25% Cost-Sharing Plan

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

*Once you have been billed $185 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 $185 of Medicare-approved N0 N0 $185 (Part B
amounts* deductible)*
Preventive Benefits for Medicare Generally 80% or Remainder of All costs above
covered services more of Medicare Medicare Medicare
approved amounts approved approved
amounts amounts

Remainder of Medicare-approved

Generally 80%

Generally 15%

Generally 5%*

amounts

Blood

First three pints N0) 75% 25%¢*
Next $185 of Medicare-approved N0 N0 $185 (Part B
amounts* deductible)*

Remainder of Medicare-approved

amounts

Generally 80%

Generally 15%

Generally 5%*

Clinical Laboratory Services
TESTS FOR DIAGNOSTIC SERVICES

100%

N0

S0

Home Health Care
MEDICARE-APPROVED SERVICES

100% of charges for
visits considered

medically necessary b
M%dicore Yoy

Up to 40 visits per
calendar year or
] Optional

Home Health
Care Rider**

All expenses
beyond 40 visits
per year
or
All expenses
beyond 365 visits
per year

** This is an optional rider. You purchased this benefit if the box is checked and you paid the premium.

Page 40

WI81077PDHD



High Deductible Medicare Supplement Plan

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 benefits after one has paid a calendar year $2,300 deductible. Benefits
from the high deductible plan will not begin until out-of-pocket expenses are $2,300. 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 does not include the plan's separate foreign
travel emergency deductible.

After You In Addition
Pay $2,300 To $2,300
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 $1,364 $1,364 S0
(Part A deductible)

61st through 90th day All but $341 a day S341 a day N0

91st through 150th days All but $682 a day $682 a day N0

Beyond 150 days N0) 100% of Medicare SO***

eligible expenses

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 $170.50 Up to $170.50 $0
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 Medicare Supplement Plan

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

** This high deductible plan pays benefits after one has paid a calendar year $2,300 deductible. Benefits
from the high deductible plan will not begin until out-of-pocket expenses are $2,300. 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 does not include the plan's separate foreign

travel emergency deductible.

Services

Medicare Pays

After You In Addition
Pay $2,300 To $2,300
Deductible,** Deductible,**
Plan Pays You Pay

Inpatient Psychiatric Care
Inpatient psychiatric care in a

190 days per lifetime

175 days per All costs over the

participating psychiatric hospital lifetime after lifetime maximum

Medicare days are

exhausted

Blood
First three pints N0 Three pints N0
Additional amounts 100% SO SO
Hospice Care
You must meet Medicare's requirements, All but very limited Medicare N0)
including a doctor's certification of copayment/ copayment/

terminal illness.

coinsurance for
outpatient drugs and
inpatient respite care

coinsurance
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High Deductible Medicare Supplement Plan

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

* Once you have been billed $185 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 benefits after one has paid a calendar year $2,300 deductible. Benefits
from the high deductible plan will not begin until out-of-pocket expenses are $2,300. 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 does not include the plan's separate foreign
travel emergency deductible.

After You In Addition
Pay $2,300 To $2,300
Deductible,** Deductible,**
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 $185 of Medicare-approved N0 $185 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 $185 of Medicare-approved N0 $185 N0
amounts* (Part B deductible)

Remainder of Medicare-approved 80% 20% N0)
amounts

Clinical Laboratory Services
TESTS FOR DIAGNOSTIC SERVICES 100% 50 $0
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High Deductible Medicare Supplement Plan
Medicare (Parts A and B)

* Once you have been billed $185 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 benefits after one has paid a calendar year $2,300 deductible. Benefits
from the high deductible plan will not begin until out-of-pocket expenses are $2,300. 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 does not include the plan's separate foreign

travel emergency deductible.
After You In Addition
Pay $2,300 To $2,300
. . Deductible,** Deductible,**
Services Medicare Pays Plan Pays You Pay

Home Health Care
MEDICARE-APPROVED SERVICES

100% of charges for 365 visits for All expenses
visits considered medically beyond 365 visits
medico&y necessary by necessary services per year
edicare

Other Benefits - Not Covered By Medicare
After You In Addition
Pay $2,300 To $2,300
. . 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
maximum benefit amounts over the
of $50,000 $50,000 lifetime
maximum
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Limitations and Exclusions

Unless specifically stated otherwise, this Policy does
not cover any service or portion of a service that is
not a Medicare Eligible Expense, including but not

12. Charges for which benefits are payable for those
expenses under the mandatory part of any auto
insurance policy written to comply with

limited to:

1.

Services that are provided before Your coverage
begins or after it ends.

a. a"no fault" insurance law" or
b. an uninsured motorist insurance law.

: lies f , e 13. Foot care in connection with corns, calluses, flat
2. Sﬁrvyces or sugp Ies Orkony Injury or Sickness feet, fallen arches, weak feet, chronic foot strain
that s covere by Worker's Compensation or a or symptomatic complaints of the feet not
simitar law. _ _ covered by Medicare or as required by Wisconsin
3. Custodial care and non-medical transportation. law.
4. Routine physical exams, check-ups, and 14. Chiropractic care in connection with detection
immunizations not covered by Medicare, except and correction of structural imbalance,
as provided for under the Basic Plan. distortion, misalignment or subluxation of the
5. Treatment of alcoholism and drug dependence, vertebrae to remove nerve interference and its
except to the extent covered by Medicare or as effects unless covered by Medicare or required
required by Wisconsin law. by Wisconsin law. _ .
6. Services or supplies for cosmetic surgery, unless 15. Home health care, or private duty nursing,
. . . , . including full-time nursing at home, in excess of
amdage requiring the surgery; or Medicare pays. (*365 visits If optional rider Rider
b. It qualifies as reconstructive surgery 2 is purchased.)
performed following surgery, and both the 16. Outpatient prescription drugs.
surgery and the reconstructive surgery are . .
Megicolly Necessary and covered by 17. Treatment of any Injury or Sickness caused by
Medicare war or any act of war, whether declared or
7. Charges mo&e by a Hospital owned or run by the undeclared.

' Unite?d States Go)\//ernme?nt or a state y 18. Charges paid for by Medicare or charges that
government unless You are legally required to would have been paid for by Medicare if You
pay for such charges. were enrolled in Parts A and B of Medicare.

8. Charges in connection with education or training 19 The Medicare Part A and Part B Deductibles,
or medical services provided by a member of unless appropriate optional riders (Rider 1 and
your family. Rider 3, respectively) are purchased.
9. Charges for which You are paid or entitled to 20. Physician charges in excess of Medicare Eligible
than Medicaid. purchased. . _
lenses or the examination or fitting of such aids, 22. Charges which You are not legally required to
not covered by Medicare. pay or which would not have been made in the
11. Dental care or treatment, except as related to absence of insurance.

surgery of the jaw or related structures or
setting fractures of the jaw or facial bones;
dentures and dental appliances.

23.

Skilled nursing facility care beyond what is
covered by Medicare and the additional 30 days
of skilled nursing facility care mandated by
Wisconsin.

If, as of the date of application, You had a Continuous Period of Creditable Coverage or had prior coverage
under a Medicare Supplement policy for at least 90 days, we will not exclude benefits based on a Preexisting
Condition. If, as of the date of application, You had a Continuous Period of Creditable Coverage or had prior
coverage under a Medicare Supplement policy for less than 90 days, we will reduce the period of the
preexisting condition limitation by the time covered under such prior coverage.

For services not covered by Medicare, we determine the usual, customary, and reasonable reimbursement
amounts taking into account the area where You live and the circumstances of the care rendered. The
determination includes fees charged by the provider for the service to the majority of his or her patients, the
normative fee billed by the majority o ﬁroviders for the same procedure or service, and fee appropriateness
given the service (taking into account the level of care and type of treatment rendered).
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Grievance Procedures

Your policy provides complete details on these
procedures.

Situations might arise when you have a question or
concern about your benefits or our claim payment
decisions. Most benefit and claim questions or
concerns can be resolved by contacting our
Customer Service department.

Our toll-free telephone number is: 1-800-866-0581.

If your question or concern can't be resolved by our
Customer Service department, you or an authorized
representative can file a written grievance. You can

designate a representative to act for you by sending
us a signed letter of authorization with your written
grievance. To file a grievance:

1) Write down your claim or benefit concern,
including the reason you disagree with our
payment or coverage decision.

2) Mail, deliver, or fax your written grievance, along
with copies of any related materials (such as
letters or other supporting documents), to us at
the following address:

Humana Insurance Company

Attn: Grievance and Appeals Department
P.O. Box 14546

Lexington, KY 40512-4546

If your life, health, or ability to regain maximum
function is in serious jeopardy, or your pain can't be
managed without the care or treatment being
grieved, call us at one of the following telephone
numbers and we can expedite the grievance
process for you:

Toll Free 1-800-867-6601; Fax 1-800-949-2961

We'll provide a prompt, complete, and unbiased
review of your request and our decision. If you
designate a representative, we'll send the results of
our review to him or her instead of to you. The
results will include our claim or benefit decision, the
reason for our decision, and identify the policy
provisions on which we based our decision.

Guaranteed Renewable ‘

You may renew this policy for as long as you live by
aying the renewal premium. It must be paid on or
efore the renewal date or during the 31 days that

follow. We cannot refuse to renew this policy or

place any restrictions on it if you pay the premium
on time.

Complete answers are very important .
When you fill out the application for the new policy,
be sure to truthfully and completely answer all
%uestions about your medical and health history.

he 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.

In addition to this Outline of Coverage, Humana will
send an annual notice to you 30 days prior to the
Effective Date of Medicare changes which will
describe these changes and the charges in your
Medicare supplement coverage.

1) See address and phone number on the back of
your ID card if you have questions on this notice.

2) Unless your plan or any applicable state law
allows you additional time.
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Discrimination is against the law

Humana Inc. and its subsidiaries (“Humana”) comply with applicable federal civil rights laws and do not
discriminate on the basis of race, color, national origin, age, disability or sex. Humana does not exclude
people or treat them differently because of race, color, national origin, age, disability or sex.

Humana provides:

« Free auxiliary aids and services, such as qualified sign language interpreters, video remote interpretation,
and written information in other formats to people with disabilities when such auxiliary aids and services are
necessary to ensure an equal opportunity to participate.

+ Free language services to people whose primary language is not English when those services are necessary
to provide meaningful access, such as translated documents or oral interpretation.

If you need these services, call 1-800-866-0581 (TTY: 711).

If you believe that Humana has failed to provide these services or discriminated in another way on the basis
of race, color, national origin, age, disability or sex, you can file a grievance with:

Discrimination Grievances
P.O. Box 14618
Lexington, KY 40512-4618

If you need help filing a grievance, call 1-800-866-0581 (TTY: 711).

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for
Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at
ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019. If you use a TTY, call 1-800-537-7697.

Complaint Forms are available at www.hhs.gov/ocr/office/file/index.html.

Humana.
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Multi-Language Interpreter Services

English: ATTENTION: If you do not speak English, language assistance services, free of charge, are
available to you. Call 1-800-866-0581 (TTY: 711).

Espafiol (Spanish): ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de
asistencia linguistica. Llame al 1-800-866-0581 (TTY: 711).

P (Chinese): X | IR TEALIEP EAIU R EESES EBRT - 55%E 1-800-866-0581
(TTY: 711) °

Tiéng Viét (Vietnamese): CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hé trg ngén

ngl mién phi danh cho ban. Goi s6 1-800-866-0581 (TTY: 711).

#320| (Korean): 2| : $t=20{E AI83tAlE 2R, 210 X[ MH|AE 22 Z 0|83HA 4 U&LICE. 1-800-866-0581
(TTY: 711)H22 sl FAAIL .

Tagalog (Tagalog - Filipino): PAUNAWA: Kung nagsasalita ka ng Tagaloq, maaari kang gumamit ng
mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-800-866-0581 (TTY: 711).

Pycckumia (Russian): BHVIMAHWE: Echv Bbl rOBOPUTE Ha PYCCKOM SA3blKe, TO BaM AOCTYMHbI
6ecnnaTHble ycnyru nepesoga. 3BoHuTe 1-800-866-0581 (Tenetawn: 711).

Kreyol Ayisyen (French Creole): ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd pou lang ki disponib
gratis pou ou. Rele 1-800-866-0581 (TTY: 711).

Francais (French): ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont
proposés gratuitement. Appelez le 1-800-866-0581 (ATS:711).

Polski (Polish): UWAGA: Jezeli mowisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowe;.
Zadzwon pod numer 1-800-866-0581 (TTY: 711).

Portugués (Portuguese): ATENCAO: Se fala portugués, encontram-se disponiveis servicos linguisticos,
gratis. Ligue para 1-800-866-0581 (TTY: 711).

Italiano (Italian): ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di
assistenza linguistica gratuiti. Chiamare il numero 1-800-866-0581 (TTY: 711).

Deutsch (German): ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfugung. Rufnummer: 1-800-866-0581 (TTY: 711).

4 =)l (Arabic):
1-800-866-0581 @853 bl .oylonally cll y819:5 dy g3l e lusall Oilans )18 d8l1 (S3I Erames S 13] s golo
(717 Sl s mall Caila o8 )
B#:E (Japanese): FEBEE  HAFEZEIN 356, BEROSEXIRECFABVLIFET, 1-800-866-0581
(TTY :711) £T. BBFEICTITERIESIU,

s«yLé (Farsi):
1-800-866-0581 |y xnly o alyd las gly o 8aly Sysny 313 3egud 1455 0 6528 )6 ()33 e ST e 55
Ay el (TTY: 711)

Diné Bizaad (Navajo): Dii baa akd ninizin: Dii saad bee yanitti'go Diné Bizaad, saad bee
aka'anida’awo’dé¢’, t'aa jiik'eh, éi na holg, kojj’ hodiilnih 1-800-866-0581 (TTY: 711).
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