
Pennsylvania Judiciary Signature 65 with Major Medical Benefit Summary
Group #s 064230-00, -02
Signature 65 is a Medicare-complementary benefit program that fills in the coverage gaps and cost sharing of traditional Medicare (Medicare Part A and
Medicare Part B). In order to enroll in Signature 65, you must be enrolled in Medicare Part A and Medicare Part B.

Medicare Part A Covered Services
Effective January 1, 2024
Covered Services Medicare Pays Plan Pays Member Pays (1)
Inpatient Hospital Days 1-60 All but Part A Deductible Medicare Part A Deductible $0

Inpatient Hospital Days 61-90 All but Part A Coinsurance Medicare Part A Coinsurance $0
Inpatient Hospital Days 91-150 (may be used
once per lifetime)

All but Part A Coinsurance Medicare Part A Coinsurance $0

Additional Inpatient Hospital Days $0 100% of Medicare-eligible
expenses for 365 additional

days per benefit period, after the
sixty (60) Medicare inpatient
hospital lifetime reserve days

are exhausted.

$0 for the first 365 additional
Inpatient Hospital days per

benefit period, 100% thereafter.

Skilled Nursing Facility Days 1-20 100% $0 $0
Skilled Nursing Facility Days 21-100 All but Part A Coinsurance Medicare Part A Coinsurance $0
Skilled Nursing Facility Days 101 and beyond $0 $0 100%
Blood $0 for the first 3 pints per

calendar year, 100% thereafter.
100% for the first 3 pints per
calendar year, $0 thereafter.

$0

Inpatient Respite Care 95% of Part A Eligible Expenses $0 5% of Part A Eligible Expenses
Medicare Part B Covered Services

Covered Services Medicare Pays Plan Pays Member Pays (1)
Medicare Part B Covered Services
(except as noted below)

All but the Part B Deductible
and Part B Coinsurance

Medicare Part B Coinsurance Medicare Part B Deductible

Blood $0 for the first 3 pints per
calendar year, 80% after the
Part B Deductible thereafter.

100% for the first 3 pints per
calendar year, $0 thereafter.

$0 for the first 3 pints per
calendar year, 20% thereafter (if
the Part B Deductible has been

satisfied).
Major Medical Benefits (for services not covered by Medicare) General Provisions

Benefit Period (2) Calendar Year
Deductible (per benefit period) $100 Individual/$300 Family

Non-Aggregate
Plan Pays - Payment based on the plan allowance 80% after deductible
Out-of-Pocket Limit (Once met, plan pays 100% for the rest of the benefit period) $480 Individual/$1,440 Family

Non-Aggregate
Lifetime Maximum Unlimited
Total Maximum Out-of-Pocket (Includes deductible, coinsurance, copays and other
qualified medical expenses, Network only) (3) Once met, the plan pays 100% of
covered services for the rest of the benefit period.

$580 Individual/$1,740 Family
Non-Aggregate

Preventive Care (4)
Adult
Routine physical exams 100% (deductible does not apply)
Adult Immunization 100% (deductible does not apply)
Routine gynecological exams, including a PAP Test 100% (deductible does not apply)
Colorectal Cancer Screening, routine and medically necessary 100% (deductible does not apply)
Mammograms, as required 100% (deductible does not apply)
Routine Foot Care - Treatment of bunions, corns, calluses, and keratosis, cutting,
trimming or removal of nails, hygienic and preventative self-care, treatment of fallen
arches includes foot orthotic devices, flat or weak feet, chronic foot strain or
symptomatic complaints of the feet.

100% (deductible does not apply)

Prostate Cancer Screening – ages 19 and over – one per benefit period 100% (deductible does not apply)
Pediatric
Routine physical exams 100% (deductible does not apply)
Pediatric immunizations 100% (deductible does not apply)

Major Medical Benefits (for services not covered by Medicare)
Physician Office Visits including Telemedicine (5) 80% after deductible
Emergency Care 80% after deductible
Spinal Manipulations 80% after deductible; Limit: 30 visits/benefit period
Physical Medicine 80% after deductible; Limit: 20 visits/benefit period - limit does not

apply when therapy services are prescribed for the treatment of
mental health or substance abuse

Speech Therapy 80% after deductible; Limit: 12 visits/benefit period - limit does not
apply when therapy services are prescribed for the treatment of

mental health or substance abuse
Occupational Therapy 80% after deductible; Limit: 12 visits/benefit period - limit does not

apply when therapy services are prescribed for the treatment of
mental health or substance abuse



Autism Spectrum Disorders including Applied Behavior Analysis (6) 80% after deductible
Ambulance – Emergency (ground/water/air) 100% of charge for emergency transport
Ambulance – Non-Emergency (ground/water/air) 80% after deductible
Assisted Fertilization Procedures Not Covered
Contraceptives Devices, Implants and Injectables 80% after deductible
Dental Services Related to Accidental Injury 80% after deductible
Diabetic Supplies 100% of charge (deductible does not apply)
Diabetes Treatment 80% after deductible
Diagnostic Services
Advanced Imaging (including routine MRI, CAT Scan, PET scan, etc.) 80% after deductible
Basic Diagnostic Services (Standard imaging, diagnostic medical, lab/pathology,
allergy testing)

80% after deductible

Durable Medical Equipment, Orthotics and Prosthetics 80% after deductible
Hearing Care Services – includes evaluation, fitting, hearing aids, repair, and
maintenance of the hearing aid

100% up to $1,500 per ear maximum every 36 months (deductible
does not apply)

Home Health Care 80% after deductible
Hospice Not Covered
Hospital Services - Inpatient 80% after deductible
Hospital Services - Outpatient 80% after deductible
Infertility counseling, testing and treatment (7) 80% after deductible
Maternity (facility and professional services) 80% after deductible
Medical/Surgical Expenses (except office visits) 80% after deductible
Mental Health – Inpatient 80% after deductible
Mental Health - Outpatient 100% (deductible does not apply)
Private Duty Nursing 80% after deductible

Limit: Unlimited hours/benefit period
Skilled Nursing Facility Care 80% after deductible
Substance Abuse - Inpatient Not Covered
Substance Abuse - Outpatient 80% after deductible
Prescription Drugs Not Covered
This is not a contract. This benefits summary presents plan highlights only. Please refer to the policy/ plan documents, as limitations and exclusions apply.
The policy/ plan documents control in the event of a conflict with this benefits summary.
(1) If the provider does not accept assignment from Medicare, any difference between the provider’s change and the combined Medicare/Highmark

payment shall be the personal responsibility of the member.
(2) Your group's benefit period is based on a Calendar Year which runs from January 1 to December 31.
(3) The Network Total Maximum Out-of-Pocket (TMOOP) is mandated by the federal government. TMOOP must include deductible, coinsurance, copays,

and any qualified medical expense. Prescription drug expenses are subject to a separate prescription drug TMOOP.
(4) Services are limited to those listed on the Highmark Preventive Schedule with Enhancements (Women's Health Preventive Schedule may apply).
(5) Services are provided for acute care for minor illnesses. Services must be performed by a Highmark approved telemedicine provider. Virtual

Behavioral Health visits provided by a Highmark approved telemedicine provider are eligible under the Outpatient Mental Health benefit.
(6) After initial evaluation, Applied Behavioral Analysis will be covered as specified above. All other Covered Services for the treatment of Autism Spectrum

Disorders will be covered according to the benefit category (e.g. speech therapy, diagnostic services). Treatment for Autism Spectrum Disorders does
not reduce visit/day limits.

(7) Treatment includes coverage for the correction of a physical or medical problem associated with infertility. Infertility drug therapy may or may not be
covered depending on your group’s prescription drug program.

Highmark Blue Shield is an Independent Licensee of the Blue Cross and Blue Shield Association




