2025 Summary of Benefits for MercyOne Health Plan Choice (PPO)

MERCY

Health Plan

Y0164_SBIAPPO25_M 25_MS_IA_SBPPO_02100



2025 Summary of Benefits
MercyOne Health Plan Choice (PPO)

This is a summary of Medicare health care and prescription drug coverage for
MercyOne Health Plan Choice (PPO).

January 1 - December 31, 2025

MercyOne Health Plan Choice (PPO)is a

Medicare Advantage Local PPO plan with a
Medicare contract. Enrollmentin the Plan

depends on contract renewal.

The benefit information provided does not list
every service that we cover or list every
limitation or exclusion. To get a complete list
of services we cover, please call 1-800-240-
3851 (TTY 711) and request the “Evidence of
Coverage” or access itonline at
www.thpmedicare.org/mercyone/.

To join MercyOne Health Plan Choice
(PPO), you must be entitled to Medicare Part
A, be enrolled in Medicare Part B, and live in
our service area. Our service area includes
these counties in lowa: Adair, Adams,
Appanoose, Benton, Black Hawk, Boone,
Bremer, Buchanan, Butler, Cedar, Cerro
Gordo, Cherokee, Chickasaw, Clarke,
Clayton, Clinton, Dallas, Delaware, Fayette,
Floyd, Franklin, Greene, Grundy, Guthrie,
Hamilton, Hancock, Hardin, Henry,
Humboldt, Ida, Jackson, Jasper, Jones,
Keokuk, Kossuth, Louisa, Lucas, Madison,
Mahaska, Marion, Mitchell, Monona, Monroe,

Muscatine, Plymouth, Polk, Poweshiek,
Ringgold, Scott, Sioux, Tama, Union, Warren,
Wayne, Winnebago, Woodbury, Worth and
Wright.

Exceptin emergency situations, if you use
the providers that are not in our network, we
may not pay for these services.

Find a provider at this link
www.thpmedicare.org/mercyone/find-a-

provider.

For coverage and costs of Original Medicare,
look in your current “Medicare & You”
handbook. View it online at
www.medicare.gov or get a copy by calling 1-
800-MEDICARE (1-800-633-4227), 24 hours a
day, 7 days a week. TTY users should call 1-
877-486-2048.)

This document is available in other formats
such as Braille, large print or audio.

For more information, please call us at 1-
800-240-3851 (TTY users should call 711), 8
a.m. to 8 p.m., 7 days a week, or visit us at
www.thpmedicare.org/mercyone/.
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Premiums and Benefits

This is a short list of benefits and cost sharing for our plan. For a complete list, see the Evidence
of Coverage on our website at www.thpmedicare.org/mercyone/.

Premiums and Benefits

MercyOne Health Plan Choice (PPO)

Monthly Plan Premium (includes
both medical and drugs)

You pay $0 each month.

You must continue to pay your Medicare Part B premium.

Part B Premium Buy-down

Our plan will reduce your monthly Medicare Part B
premium by $15.60.

Deductible

You pay $0 for in- and out-of-network medical benefits.

You pay $0 for Part D prescription drugs.

Maximum Out-of-Pocket
Responsibility (does notinclude
Part D prescription drugs)

You pay no more than $3,900 for in- and out-of-network
combined annually.

Includes copays and other costs for in-and out-of-network
medical services for the year.

Inpatient Hospital

For in-network inpatient hospital stays, you pay:
$360 copay per day for days 1-5; $0 copay per day for days
6-90.

For out-of-network stays, you pay:
40% of the total cost per stay.

May require prior authorization.

Outpatient Hospital

For services at an in-network outpatient hospital, you pay
$300 copay.

For services at an out-of-network outpatient hospital, you
pay 40% of the total cost.

Ambulatory Surgical Center
(ASC)

You pay $300 copay in-network.

You pay 40% of the total cost out-of-network.
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Premiums and Benefits

MercyOne Health Plan Choice (PPO)

Doctor Visits

e Primary care provider

e Specialists

You pay $0 copay in-network.

You pay $15 copay out-of-network.

You pay $35 copay in-network.
You pay $60 copay out-of-network.

Preventive Care

(e.g., fluvaccine, diabetic
screenings)

You pay $0 copay in- and out-of-network.

Emergency Care

You pay $110 copay per visit. ER cost sharing is waived if
you are admitted to the hospital within 48 hours for the
same condition.

$110 copay for each emergency care visit outside of the
United States and its territories. Worldwide ER services

cost sharing is waived if you are admitted to the hospital
within 24 hours for the same condition.

Urgently Needed Services

You pay $35 copay per visit.
$110 copay for each urgently needed care visit outside of
the United States and its territories.

$250 to $300 copay for each emergency/urgently needed
care transportation service outside of the United States
and its territories.

Diagnostic Services /Labs
/Imaging /Radiology

e Diagnostic tests and
procedures

e Lab services

e MRIs, CAT scans

You pay $30 copay in-network.

You pay 40% of the total cost out-of-network.

You pay $0 copay in-network.
You pay $15 copay out-of-network.

You pay $175 copay in-network.

You pay 40% of the total cost out-of-network.




Premiums and Benefits

MercyOne Health Plan Choice (PPO)

e X-rays

e Therapeutic radiology
services

You pay $0 copay in-network.

You pay 40% of the total cost out-of-network.

You pay 20% of the total cost in-network.

You pay 40% of the total cost out-of-network.

May require prior authorization.

Hearing Services

e Medicare-covered hearing
exam

e Routine hearing exam

e Fitting and evaluation for
hearing aids

e Hearing aids

You pay $35 copay in-network.
You pay $60 copay out-of-network.

You pay $0 copay in-network (1 exam every year).
You pay $60 copay out-of-network.

You pay $0 copay in-network (unlimited visits every year).

You pay $60 copay out-of-network.

You pay $599 to $899 copay in-network for prescription
hearing aids — all types (2 hearing aids every year).

No out-of-network coverage. Must use TruHearing®
provider to access this benefit.

Dental Services

e Medicare-covered dental
services

You pay $35 copay in-network.

You pay 40% of the total cost out-of-network.




Premiums and Benefits

MercyOne Health Plan Choice (PPO)

e Preventive dental services

o

o

2 oral exams every year
2 cleanings every year

2 fluoride treatments
every year

1 X-ray; x-ray benefit is
for bitewing x-rays two
to eight per calendar
year, vertical bitewing x-
rays one per
consecutive 36 months,
or one full mouth x-ray
every 36 consecutive
months.

1 visit for other
diagnostic dental
services; intraoral
tomosynthesis benefitis
for two to eight x-rays
per calendar year for
bitewing and periapical,
or 1 per consecutive 36
months for
comprehensive series.

1 visit for other
preventive dental
services; space
maintainer benefit is for
1 per consecutive 60
months, re-cement or
re-bond of space
maintainer is for 1 per
consecutive 6 months,
or removal of fixed
space maintaineris
unlimited.

$1,000 maximum plan coverage amount every year for in-
and out-of-network diagnostic and preventive dental
services. This amount is combined with the non-
Medicare-covered comprehensive dental services benefit.

You pay $0 copay in-network for an office visit. Services
include exams, X-rays, other diagnostic dental services,
cleanings, fluoride treatments, other preventive dental
services.




Premiums and Benefits

MercyOne Health Plan Choice (PPO)

Comprehensive dental
services:

1 visit; frequencies include
unlimited, one per
consecutive 6 months, one
per consecutive 12 months,
or one per consecutive 60
months depending on
service code.

1 visit; frequencies include
one per tooth per lifetime,

two per tooth per lifetime,

or unlimited depending on
service code.

1 visit; frequencies include
unlimited, two per calendar
year, two per consecutive
12 months, one per
consecutive 36 months, or
one per quadrant per
consecutive 24 or 36
months depending on
service code.

1 visit; frequency includes
unlimited, 1 per site per
visit, consecutive 36
months, or lifetime, 1 per
tooth per lifetime, 1 per
consecutive 36 months, or
1 biopsy per site per visit
depending on service code.

1 visit; frequency is
unlimited, 1 per
consecutive 6 months, or 2
per calendar year
depending on the service
code.

$1,000 maximum plan coverage amount every year for in-
and out-of-network non-Medicare-covered
comprehensive dental services. This amount is combined
with the diagnostic and preventive dental services benefit.

You pay 50% of the total cost in- and out-of-network for
restorative services.

You pay 70% of the total cost in and out-of-network for
endodontics services.

You pay 70% of the total cost in and out-of-network for
periodontics services.

You pay 50% of the total cost in and out-of-network for
oral and maxillofacial surgery services.

You pay $0 copay in and out-of-network for adjunctive
general services.




Premiums and Benefits

MercyOne Health Plan Choice (PPO)

Vision Services

e Medicare-covered benefits

e Routine eye exams

e Routine eyewear

You pay $0 to $35 copay in-network for an eye exam to
diagnose and treat diseases and conditions of the eye.

You pay $50 copay out-of-network.

You pay $0 copay in-network for one pair of eyeglasses or
contact lenses after cataract surgery.

You pay 40% of the total cost out-of-network.

You pay $0 copay in-network (1 exam every year).
You pay $50 copay out-of-network.

$150 maximum plan coverage amount every year for all in-
and out-of-network non-Medicare-covered eyewear.

No out-of-network coverage. Must use Spectera, Inc.
provider to access this benefit.

Mental Health Services

e Qutpatient therapy with a
psychiatrist

e Qutpatient therapy with a
mental health care
professional (non-
psychiatrist)

You pay $35 copay in-network for individual sessions.
You pay $60 copay out-of-network.

You pay $35 copay in-network for group sessions.
You pay $60 copay out-of-network.

You pay $35 copay in-network for individual sessions.
You pay $60 copay out-of-network.
You pay $35 copay in-network for group sessions.

You pay $60 copay out-of-network.

Skilled Nursing Facility (SNF)

For in-network SNF stays, you pay:
$0 copay per day for days 1-20; $214 copay per day for
days 21-55; $0 copay per day for days 56-100.

For out-of-network stays, you pay:
40% of the total cost per stay.

Physical Therapy

You pay $35 copay in-network.
You pay $60 copay out-of-network.




Premiums and Benefits

MercyOne Health Plan Choice (PPO)

Ambulance

You pay $250 copay in- and out-of-network for ground
ambulance services.

You pay $300 copay in- and out-of-network for air
ambulance services.

May require prior authorization.

Transportation

Not covered.

Medicare Part B Drugs

You pay $35 copay in- and out-of-network for Medicare
Part B insulin drugs.

You pay 0% to 20% of the total cost in-network for
Medicare Part B chemotherapy and radiation drugs.

You pay 0% to 30% of the total cost out-of-network.

You pay 0% to 20% of the total cost in-network for other
Medicare Part B drugs.

You pay 0% to 30% of the total cost out-of-network.

May require prior authorization.

Podiatry Services

You pay $35 copay in-network for Medicare podiatry
services.

You pay $60 copay out-of-network for Medicare podiatry
services.

Durable Medical Equipment

You pay 20% of the total cost of the total cost in-network
durable medical equipment.

You pay 40% of the total cost of the total cost out-of-
network durable medical equipment.

May require prior authorization.




Premiums and Benefits

MercyOne Health Plan Choice (PPO)

Prosthetic Devices (braces,
artificial limbs, etc.)

Prosthetic devices:

You pay 20% of the total cost of the total cost for in-
network devices.

You pay 40% of the total cost of the total cost for out-of-
network devices.

Related medical supplies:

You pay 20% of the total cost of the total cost for in-
network supplies.

You pay 40% of the total cost of the total cost for out-of-
network supplies.

May require prior authorization.

Diabetic Supplies and Services

Diabetic supplies:

You pay $0 copay for in-network supplies.

You pay 40% of the total cost for out-of-network supplies.
Diabetes self-management training:

You pay $0 copay in- and out-of-network.

Therapeutic shoes orinserts:

You pay 20% of the total cost of the total cost for in-
network shoes.

You pay 40% of the total cost of the total cost for out-of-
network shoes.

May require prior authorization.

Fitness Benefit

You pay $0 copay for the fitness benefit.

Meal Benefit

You pay $0 copay for the meal benefit.

The benefit consists of 2 meals per day for 7 days,
immediately following a qualifying discharge. There is no
annual limit on occurrences. Benefitis combined in and
out-of-network. GA Foods must be used for in-and out-of-
network meals benefit.




Part D Prescription Drugs

This is a summary of Part D prescription drug coverage and cost sharing for our plan. For more
information, see the Evidence of Coverage on our website at www.thpmedicare.org/mercyone/.

Part D Prescription Drugs

Part D Insulin Coverage You won’t pay more than $35 for a one-month
supply of each covered insulin product
regardless of the cost-sharing tier.

ED Drug Coverage Included! Call for details.

Deductible You do not pay a deductible.
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Initial Coverage

You pay the following until your total yearly drug costs reach

$2,000. Total yearly drug costs are the drug costs paid by both

you and our Part D plan.

30-Day Supply
Tier 1: Preferred Generic
Tier 2: Generic
Tier 3: Preferred Brand

Tier 4: Non-Preferred
Drug

Tier 5: Specialty Tier

90-Day Supply
Tier 1: Preferred Generic
Tier 2: Generic
Tier 3: Preferred Brand

Tier 4: Non-Preferred
Drug

Tier 5: Specialty Tier

Standard Retail Rx
30-day supply

Mail Order Rx
30-day supply

$0 copay
$5 copay
25% of the total cost

50% of the total cost

33% of the total cost

$0 copay
$0 copay
25% of the total cost

50% of the total cost

33% of the total cost

Standard Retail Rx
90-day supply

Mail Order Rx
90-day supply

$0 copay
$15 copay
25% of the total cost

50% of the total cost

A long-term supply is not

$0 copay
$0 copay
25% of the total cost

50% of the total cost

A long-term supply is not

available for drugsin Tier 5. available for drugsin Tier 5.

Catastrophic Coverage

You enter the Catastrophic Coverage Stage when your out-of-
pocket costs have reached the $2000 limit for the calendar year.

During this payment stage, you pay nothing for your covered Part
D drugs and for excluded drugs that are covered under our
enhanced benefit.

Your cost-sharing may be different if you use a Long -Term Care pharmacy, or an out-of-
network pharmacy or if you purchase a long-term supply (up to 90 days) of a drug. Please call
us or see the plan’s Evidence of Coverage on our website www.thpmedicare.org/mercyone/ for
complete information about your costs or covered drugs.
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Additional Benefits

This plan provides additional benefits. For more information, see the Evidence of Coverage on
our website at www.thpmedicare.org/mercyone/.

Additional Benefits

Flex Card- Including Member
Rewards/Incentive and
Supplemental Vision/Hearing
Allowance

Included! You receive a $500 allowance on your card you
can use towards plan-covered vision and hearing services.

Over the Counter (OTC)
Allowance

$0 copay.

$110 maximum plan coverage amount every 3 months for
OTC items. No out-of-network coverage. Must utilize Over
the Counter Health Solutions (OTCHS) to access this
benefit.

Unused portion does not carry over to the next period.

24 Hour Nurse Advice Line +
Virtual Care Visits

$0 copay. No out-of-network coverage. Must call 1-855-638-
5842 to access this benefit.

The Virtual Clinic Solution combines the traditional nurse
advice line with virtual physician consultations. Registered
Nurses provide up-front triage to symptoms 24x7x365 and
provide a recommendation for care. Some situations qualify
for additional consultations, in which case the Registered
Nurse will connect the member with the virtual partner
whose physicians will address the member’s symptoms.

Visitor Travel Allowance

$1,500

Acupuncture

$20 copay, 6 visits every year, for in-network services.

$60 copay, for out-of-network services.

May require prior authorization.
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Optional Supplemental Benefits

This plan offers some extra benefits that are not covered by Original Medicare and not included
in its benefits package. These extra benefits are called Optional Supplemental Benefits. If you
want these optional supplemental benefits, you must sign up for them and you may have to pay
an additional premium for them. For more information, see the Evidence of Coverage on our
website at www.thpmedicare.org/mercyone/.

Optional Supplemental Benefits

Optional Dental Silver

The premium for the Dental Silver benefitis $12 per month.
You pay this monthly premium in addition to your Medicare
Part B premium and plan premium (if applicable).

There is an annual maximum benefit limit of $1,500.

$0 copay for diagnostic and preventive services,
emergency palliative treatment and X-rays.

50% coinsurance for extractions, endodontic
services, periodontic services and other oral surgery.

0% - 50% coinsurance for restorative services.

Optional Dental Gold

The premium for the Dental Gold benefit is $34 per month.
You pay this monthly premium in addition to your Medicare
Part B premium and plan premium (if applicable).

There is an annual maximum benefit limit of $2,000.

$0 copay for diagnostic and preventive services,
emergency palliative treatment and X-rays.

50% coinsurance for extractions, endodontic
services, periodontic services and other oral surgery.

0% - 50% coinsurance for restorative services.

50% coinsurance for crowns, bridges and dentures.
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This document is available in other alternate formats.

ATTENTION: If you speak Spanish, language assistance services, free of charge, are available to
you. Call 1-800-240-3851 (TTY: 711).

ATENCION: Si habla espaiiol, hay servicios de traduccion, libre de cargos, disponibles para usted.
Llame al 1-800-964- 4525 (TTY: 711).

MercyOne Health Plan Choice (PPO) is a local PPO plan with a Medicare contract. Enrollment
depends on contract renewal. This information is not a complete description of benefits. Contact the
plan for more information. Limitations, copayments, and restrictions may apply. Benefits, premiums
and/or copayments/coinsurance may change on January 1 of each year. You must continue to pay
your Medicare Part B premium. The formulary, pharmacy network, and/or provider network may
change at any time. You will receive notice when necessary. Out-of-network/non-contracted
providers are under no obligation to treat MercyOne Health Plan members, except in emergency
situations. For a decision about whether we will cover an out-of-network service, we encourage you
or your provider to ask us for a pre-service organization determination before you receive the service.
Please call our Member Services number or see your “Evidence of Coverage” for more information,
including the cost-sharing that applies to out-of-network services. Health coverage is offered by
Mount Carmel Health Insurance Company.



Notice of Nondiscrimination

MercyOne Health Plan complies with applicable Federal civil rights laws and does not
discriminate on age, racial or ethnic background, national origin, religion, culture, language,
physical or mental disability, socioeconomic status, sex (including sex at birth and legal sex),
pregnancy, sexual stereotypes, sexual orientation, or gender (which includes gender identity
and gender expression), veteran status, or any category protected by law.

MercyOne Health Plan does not exclude people or treat them differently because of age, racial
or ethnic background, national origin, religion, culture, language, physical or mental disability,
socioeconomic status, sex (including sex at birth and legal sex), pregnancy, sexual stereotypes,
sexual orientation, or gender (which includes gender identity and gender expression), veteran
status, or any category protected by law. MercyOne Health Plan:

e Provides free aids and services to people with disabilities to communicate effectively with us,
such as:

o Qualified sign language interpreters

o Written information in other formats (large print, audio, accessible electronic formats,
other formats)

o Provides free language services to people whose primary language is not English, such as:

= Qualified interpreters
= |nformation written in other languages

If you need these services, contact Member Services.

If you believe that MercyOne Health Plan has failed to provide these services or discriminated in
any other way on the basis of age, racial or ethnic background, national origin, religion, culture,
language, physical or mental disability, socioeconomic status, sex (including sex at birth and
legal sex), pregnancy, sexual stereotypes, sexual orientation, or gender (which includes gender
identity and gender expression), veteran status, or any category protected by law), you can file a
grievance with: Daniel Hayes, Member Services Manager, 3100 Easton Square Place, Third
Floor - Health Plan, Columbus, OH 43219, 1-800- 240-3851 (TTY 711), 1-833-802-2200 fax,
HealthPlanAppeals@trinity-health.org. You can file a grievance in person or by mail, fax, or
email.

If you need help filing a grievance, Daniel Hayes, Member Services Manager, is available to help
you. You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights electronically through the Office for Civil Rights Complaint
Portal, available at 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, DC 20201, 1-800-368-1019, 1-800-537-7697 (TDD). Complaint forms are
available at www.hhs.gov/ocr/complaints/index.html
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Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have about
our health or drug plan. To get an interpreter, just call us at 1-800-240-3851 (TTY
711). Someone who speaks English/Language can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier
pregunta que pueda tener sobre nuestro plan de salud o medicamentos. Para hablar con
un intérprete, por favor llame al 1-800-240-3851 (TTY 711). Alguien que hable espanol le
podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: & JI2H R RRENERS, BWMEEMREX TREILNFRRAOTDRE O -
MREFZUCENERS - BREE 1-800-240-3851 (TTY 711), BIIWPXLIFARRKREHE
e XB—IMRZERS -

Chinese Cantonese: & AR RIEMRIZFTEEFH R, ALHMREREMIE RS
o WNHENEEMRTS, FBEEE 1-800-240-3851 (TTY 711), EMEBEFXMAEFES ATIRLER
o & = HRERE,

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang
anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1-800-240-
3851 (TTY 711). Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog. Ito ay
libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes
vos questions relatives a notre régime de santé ou d'assurance-médicaments. Pour
accéder au service d'interprétation, il vous suffit de nous appeler au 1-800-240-3851 (TTY
711). Un interlocuteur parlant Francais pourra vous aider. Ce service est gratuit.

Vietnamese: Chung t6i c6 dich vu théng dich mién phi dé tra loi cac cau héi vé chwong
strc khée va chwong trinh thuéc men. Néu qui vi can thong dich vién xin goi 1-800-240-
3851 (TTY 711) sé& c6 nhan vién ndi tiéng Viét gitp d& qui vi. Day 1a dich vu mién phi .
German: Unser kostenloser Dolmetscherservice beantwortet lhren Fragen zu unserem
Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-800-240-

3851 (TTY 711). Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser Service ist
kostenlos.

Korean: TAt= 2l He £ 9FE H0f 2ot HE0| ©Hol E2|1X F5 89 MH|[AE
HMEotd ASLICHL Y MH|AE 0| 83t2{H TS} 1-800-240-3851 (TTY 711)BH 2 =2 23|
FHUAL. o0& ot= YA =t EE AYLILE Ol ME|&2= R 2 2FELLL
Russian: Ecnn y Bac BO3HUKHYT BONPOCbl OTHOCUTENIbHO CTPaxoBOro nnm

MeAWKaMeHTHOro NJjiaHa, Bbl MOXeTe BOCMNOJ/Ib30BaTbCA HallMMKM 6ecniaTHbIMU ycnyramum
nepeBoa4YnKosB. Y106bI BOCNONBb30BATbLCA ycnyramum nepesoavmka, nO3BOHNTE HaM Mo
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TenedoHy 1-800-240-3851 (TTY 711). Bam oka>xeT NOMOLLb COTPYAHUK, KOTOPbIN rOBOPUT
no-pyccku. [laHHaa ycnyra 6ecnnatHas.

LAl 4 ga¥) Jsoa o) daally sleii A (5l e DU duilaall () ) an jiall ciledd 2385 W) ; Arabic

L il o st 1-800-240-3851 (TTY 711) e b Juai¥) (5 g clile Gl 5 )58 aa yie Ao J puaall
JAoilae dend oda eline Luay 4y yall Coaaty

Hindi: SR TR 1 <l &1 sl &b §R H 310 fob 3l Ht % o wrare < & forg gAR o qu
YT JaTd IS 3. Tdh ST UTtd 3 & forg, 999 89 1-800-240-3851 (TTY 711). W B
B, HIg Afad off gl el § MBI Aeg HR Thdl §. I8 Uh Jud JdT 6.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali
domande sul nostro piano sanitario e farmaceutico. Per un interprete, contattare il
numero 1-800-240-3851 (TTY 711). Un nostro incaricato che parla Italianovi fornira
I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigcos de interpretacao gratuitos para responder a
qualquer questao que tenha acerca do nosso plano de saude ou de medicacao. Para
obter um intérprete, contacte-nos através do numero 1-800-240-3851 (TTY 711). Ira
encontrar alguém que fale o idioma Portugués para o ajudar. Este servico é gratuito.

French Creole: Nou genyen sevis entepret gratis pou reponn tout kesyon ou ta genyen
konsenan plan medikal oswa dwog nou an. Pou jwenn yon entepret, jis rele nou nan 1-
800-240-3851 (TTY 711). Yon moun ki pale Kreyol kapab ede w. Sa a se yon sévis ki
gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w
uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania lekow. Aby
skorzysta¢ z pomocy ttumacza znajacego jezyk polski, nalezy zadzwoni¢ pod numer 1-
800-240-3851 (TTY 711). Ta ustuga jest bezptatna.

Japanese: ZHtDERE BERREER WAETS VICHTIEMICEEZZAT S0 12, &
HOBRY—EARDHY T ENET, BRE CABIH B,

1-800-240-3851 (TTY 711). ICBBHEZE L\, BARBEET AN B IXEVZLET. Ch
F/|HDY— EXTY,
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