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Saint Alphonsus Health Plan No Premium Choice (PPO)
offered by Mount Carmel Health Plan Of Idaho, Inc.

Annual Notice of Changes for 2024

You are currently enrolled as a member of Saint Alphonsus Health Plan No Premium Choice
(PPO). Next year, there will be changes to the plan’s costs and benefits. Please see page 5 for a
Summary of Important Costs, including Premium.

This document tells about the changes to your plan. To get more information about costs,
benefits, or rules please review the Evidence of Coverage, which is located on our website at
www.saintalphonsus.org/medicare/for-members/view-coverage-benefits. You may also call
Member Services to ask us to mail you an Evidence of Coverage.

e You have from October 15 until December 7 to make changes to your Medicare
coverage for next year.

What to do now
1. ASK: Which changes apply to you

[J Check the changes to our benefits and costs to see if they affect you.

e Review the changes to Medical care costs (doctor, hospital).
e Review the changes to our drug coverage, including authorization requirements and costs.

e Think about how much you will spend on premiums, deductibles, and cost sharing.

[J Check the changes in the 2024 “Drug List” to make sure the drugs you currently take
are still covered.

[ Check to see if your primary care doctors, specialists, hospitals, and other providers,
including pharmacies will be in our network next year.

[ Think about whether you are happy with our plan.
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2. COMPARE: Learn about other plan choices

[ Check coverage and costs of plans in your area. Use the Medicare Plan Finder at
www.medicare.gov/plan-compare website or review the list in the back of your
Medicare & You 2024 handbook.

[] Once you narrow your choice to a preferred plan, confirm your costs and coverage on
the plan’s website.

3. CHOOSE: Decide whether you want to change your plan

¢ If you don't join another plan by December 7, 2023, you will stay in Saint Alphonsus
Health Plan No Premium Choice (PPO).

e To change to a different plan, you can switch plans between October 15 and December 7.
Your new coverage will start on January 1, 2024. This will end your enrollment with
Saint Alphonsus Health Plan No Premium Choice (PPO).

¢ If you recently moved into, currently live in, or just moved out of an institution (like a
skilled nursing facility or long-term care hospital), you can switch plans or switch to
Original Medicare (either with or without a separate Medicare prescription drug plan) at
any time.

Additional Resources

e Please contact our Member Services number at 1-800-240-3851 for additional information.
(TTY users should call 711.) Hours are 8§ a.m. — 8 p.m., 7 days a week. On certain
holidays, your call will be handled by our automated phone system. This call is free.

¢ This document may be available in an alternate format such as braille, larger print or
audio.

e Coverage under this Plan qualifies as Qualifying Health Coverage (QHC) and satisfies
the Patient Protection and Affordable Care Act’s (ACA) individual shared responsibility
requirement. Please visit the Internal Revenue Service (IRS) website at
www.irs.gov/Affordable-Care-Act/Individuals-and-Families for more information.
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About Saint Alphonsus Health Plan No Premium Choice (PPO)
e Saint Alphonsus Health Plan is a Medicare Advantage organization with a Medicare

contract. Enrollment in Saint Alphonsus Health Plan depends on contract renewal.

e When this document says “we,” “us,” or “our”, it means Mount Carmel Health Plan Of
Idaho, Inc.. When it says “plan” or “our plan,” it means Saint Alphonsus Health Plan No
Premium Choice (PPO).

Y0164 ANOCIDNoPremChoice24 M
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Summary of Important Costs for 2024

The table below compares the 2023 costs and 2024 costs for Saint Alphonsus Health Plan No
Premium Choice (PPO) in several important areas. Please note this is only a summary of costs.

]
Cost 2023 (this year) 2024 (next year)

Monthly plan premium* $0 $0

* Your premium may be higher
than this amount. See Section 1.1
for details.

Maximum out-of-pocket From network providers: From network providers:
amounts $6,100 $6,100
This is the most you will pay out-
of-pocket for your covered Part A From network and out-of- From network and out-of-
and Part B services. (See Section network providers combined: network providers combined:
1.2 for details.) $10,000 $6,100
Doctor office visits In-Network: In-Network:
Primary care visits: Primary care visits:
$0 per visit $0 per visit
Specialist visits: Specialist visits:
$35 per visit $35 per visit
Out-of-Network: Out-of-Network:
Primary care visits: Primary care visits:
$30 per visit $30 per visit
Specialist visits: Specialist visits:
$60 per visit $60 per visit
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Cost

Inpatient hospital stays

Part D prescription drug
coverage

(See Section 1.5 for details.)

]
2023 (this year) 2024 (next year)

In-Network:
$300 Copay per day for days $300 Copay per day for days
1-5 1-5

$0 Copay per day after day 5 $0 Copay per day after day 5

Out-of-Network: Out-of-Network:

30% Coinsurance per hospital 30% Coinsurance per hospital
admission. admission.

Deductible: $150 (for drugs in Deductible: $150 (for drugs in
Tier 3, Tier 4 and Tier 5), Tier 3, Tier 4 and Tier 5),
except for covered insulin except for covered insulin
products and most adult products and most adult Part
Part D vaccines. D vaccines.

In-Network:

Copayment/Coinsurance as
applicable during the Initial
Coverage Stage:

Copayment/Coinsurance as
applicable during the Initial
Coverage Stage:

e Drug Tier 1: e Drug Tier 1:
Standard: $10 Standard: $10
Preferred: $0 Preferred: $0

e Drug Tier 2: e Drug Tier 2:
Standard: $20 Standard: $20
Preferred: $10 Preferred: $10

e Drug Tier 3: e Drug Tier 3:
Standard: $47 Standard: $47

You pay $35 per month You pay $35 per month

supply of each covered supply of each covered

insulin product on this tier.

Preferred: $45
You pay $35 per month
supply of each covered

insulin product on this tier.

e Drug Tier 4:
Standard: $100
Preferred: $95

insulin product on this tier.
Preferred: $45

You pay $35 per month

supply of each covered

insulin product on this tier.

e Drug Tier 4:
Standard: $100
You pay $35 per month
supply of each covered
insulin product on this tier.
Preferred: $95
You pay $35 per month
supply of each covered
insulin product on this tier.
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Cost 2023 (this year) 2024 (next year)
e Drug Tier 5: 30% e Drug Tier 5: 30%
You pay $35 per month You pay $35 per month
supply of each covered supply of each covered

insulin product on this tier.  insulin product on this tier.

Catastrophic Coverage: Catastrophic Coverage:

e During this payment e During this payment
stage, the plan pays stage, the plan pays the
most of the cost for your full cost for your
covered drugs. covered Part D drugs.

e For each prescription, ¢ You may have cost
you pay whichever of sharing for drugs that
these is larger: a are covered under our
payment equal to 5% of enhanced benefit.

the cost of the drug (this
is called coinsurance),
or a copayment ($4.15
for a generic drug or a
drug that is treated like a
generic, and $10.35 for
all other drugs.).

OMB Approval 0938-1051 (Expires: February 29, 2024)



Saint Alphonsus Health Plan No Premium Choice (PPO) Annual Notice of Changes for

2024

SECTION 1

Changes to Benefits and Costs for Next Year

Section 1.1 — Changes to the Monthly Premium

Cost

Monthly premium

(You must also continue to pay
your Medicare Part B
premium.)

Optional Supplemental
Dental Benefits

2023 (this year)
$0

You pay $21 premium per

month for Dental Silver

You pay $49 premium per
month for Dental Gold

2024 (next year)

No Change: $0

No change: You pay $21
premium per month for
Dental Silver

No change: You pay $49
premium per month for
Dental Gold

¢ Your monthly plan premium will be more if you are required to pay a lifetime Part D late
enrollment penalty for going without other drug coverage that is at least as good as
Medicare drug coverage (also referred to as creditable coverage) for 63 days or more.

e [fyou have a higher income, you may have to pay an additional amount each month
directly to the government for your Medicare prescription drug coverage.
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Section 1.2 — Changes to Your Maximum Out-of-Pocket Amounts

Cost

In-network maximum out-
of-pocket amount

Your costs for covered
medical services (such as
copays) from network
providers count toward your
in-network maximum out-of-
pocket amount. Your costs
for prescription drugs do not
count toward your maximum
out-of-pocket amount.

Combined maximum out-
of-pocket amount

Your costs for covered
medical services (such as
copays) from in-network and
out-of-network providers
count toward your combined
maximum out-of-pocket
amount. Your costs for
outpatient prescription drugs
do not count toward your
maximum out-of-pocket
amount for medical services.

2023 (this year)
$6,100

$10,000

2024 (next year)

No change: $6,100

Once you have paid $6,100
out-of-pocket for covered
Part A and Part B services,
you will pay nothing for your
covered Part A and Part B
services from network
providers for the rest of the
calendar year.

$6,100

Once you have paid $6,100
out-of-pocket for covered
Part A and Part B services,
you will pay nothing for your
covered Part A and Part B
services from network or
out-of-network providers for
the rest of the calendar year.

Medicare requires all health plans to limit how much you pay out-of-pocket for the year. These
limits are called the maximum out-of-pocket amounts. Once you reach this amount, you
generally pay nothing for covered Part A and Part B services for the rest of the year.

Section 1.3 — Changes to the Provider and Pharmacy Networks

Updated directories are also located on our website at www.saintalphonsus.org/medicare/find-a-
provider. You may also call Member Services for updated provider and/or pharmacy information
or to ask us to mail you a directory, which we will mail within three business days.

There are changes to our network of providers for next year. Please review the 2024 Provider
Directory to see if your providers (primary care provider, specialists, hospitals, etc.) are in

our network.
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There are changes to our network of pharmacies for next year. Please review the 2024
Pharmacy Directory to see which pharmacies are in our network.

It is important that you know that we may make changes to the hospitals, doctors and specialists
(providers), and pharmacies that are part of your plan during the year. If a mid-year change in
our providers affects you, please contact Member Services so we may assist.

Section 1.4 — Changes to Benefits and Costs for Medical Services

We are making changes to costs and benefits for certain medical services next year. The
information below describes these changes.

Cost

Medicare-covered Diagnostic
Procedures Tests

Medicare-covered Pulmonary
Rehabilitation Services

Medicare-covered Supervised
Exercise Therapy (SET) for

Symptomatic Peripheral Artery

Disease (PAD) Services

Outpatient Hospital Services

2023 (this year)
In-Network:
You pay $0 minimum copay
for this benefit.

You pay $30 maximum copay
for this benefit.

In-Network:

You pay $20 copay for this
benefit.

In-Network:

You pay $20 copay for this
benefit.

Prior authorization required.

2024 (next year)
In-Network:

You pay $30 copay for this
benefit.

In-Network:

You pay $15 copay for this
benefit.

In-Network:

You pay $15 copay for this
benefit.

Prior authorization not
required.

OMB Approval 0938-1051 (Expires: February 29, 2024)



Saint Alphonsus Health Plan No Premium Choice (PPO) Annual Notice of Changes for 11
2024

]
Cost 2023 (this year) 2024 (next year)

Skilled Nursing Facility (SNF)  Prior authorization required. ~ Prior authorization not

Medicare-covered stay In-Network: required.
You pay a $0 copayment for In-Netvwork:
days 1-20. You pay a $0 copayment for
You pay a $196 copayment for days 1-20.
days 21-58. You pay a $203 copayment
You pay a $0 copayment for  for days 21-56.
days 59-100. You pay a $0 copayment for
days 57-100.
Supplemental Vision/Hearing In-Network and Out-of- In-Network and Out-of-
Allowance Network: Network:
Supplemental Vision/Hearing You receive $1,000/year on
Allowance is not covered. your Flex Card to apply

towards out-of-pocket costs
for covered Vision/Hearing
services. For a complete
description of covered
Vision/Hearing services,
please refer to Chapter 4,
Section 2.1 of your Evidence
of Coverage.

Section 1.5 — Changes to Part D Prescription Drug Coverage

Changes to Our “Drug List”

Our list of covered drugs is called a Formulary or “Drug List.” A copy of our “Drug List” is
provided electronically and available on our website at
www.saintalphonsus.org/medicare/pharmacy-and-drug-benefits/formulary or by calling Member
Services.
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We made changes to our “Drug List,” which could include removing or adding drugs, changing
the restrictions that apply to our coverage for certain drugs or moving them to a different cost-
sharing tier. Review the “Drug List” to make sure your drugs will be covered next year and
to see if there will be any restrictions, or if your drug has been moved to a different cost-
sharing tier.

Most of the changes in the “Drug List” are new for the beginning of each year. However, during
the year, we might make other changes that are allowed by Medicare rules. For instance, we can
immediately remove drugs considered unsafe by the FDA or withdrawn from the market by a
product manufacturer. We update our online “Drug List” to provide the most up to date list of
drugs.

If you are affected by a change in drug coverage at the beginning of the year or during the year,
please review Chapter 9 of your Evidence of Coverage and talk to your doctor to find out your
options, such as asking for a temporary supply, applying for an exception and/or working to find
a new drug. You can also contact Member Services for more information.

Changes to Prescription Drug Costs

Note: If you are in a program that helps pay for your drugs (“Extra Help”), the information
about costs for Part D prescription drugs may not apply to you. We sent you a separate
insert, called the “Evidence of Coverage Rider for People Who Get Extra Help Paying for
Prescription Drugs” (also called the Low-Income Subsidy Rider or the LIS Rider), which tells
you about your drug costs. If you receive “Extra Help” and you haven’t received this insert by
September 30, 2023, please call Member Services and ask for the LIS Rider.

There are four drug payment stages. The information below shows the changes to the first two
stages — the Yearly Deductible Stage and the Initial Coverage Stage. (Most members do not
reach the other two stages — the Coverage Gap Stage or the Catastrophic Coverage Stage.)

Changes to the Deductible Stage

Stage 2023 (this year) 2024 (next year)
Stage 1: Yearly The deductible is $150. The deductible is $150.
Deductible Stage During this stage, you pay $10  During this stage, you pay $10

(standard) or $0 (preferred) cost (standard) or $0 (preferred) cost
sharing for drugs on Tier 1, $20 sharing for drugs on Tier 1, $20
(standard) or $10 (preferred) (standard) or $10 (preferred)
cost sharing for drugs on Tier 2 cost sharing for drugs on Tier 2
and the full cost of drugs on and the full cost of drugs on
Tier 3, Tier 4 and Tier 5 until Tier 3, Tier 4 and Tier 5 until
you have reached the yearly you have reached the yearly

During this stage, you pay
the full cost of your Tier 3,
Tier 4, and Tier 5 drugs
until you have reached the
yearly deductible. The
deductible doesn’t apply to

covered insulin products
and most adult Part D deductible. deductible.
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Stage | 2023 (this year) | 2024 (next year)

vaccines, including
shingles, tetanus and travel
vaccines.
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Changes to Your Cost Sharing in the Initial Coverage Stage

Stage

Stage 2: Initial Coverage
Stage

Once you pay the yearly
deductible, you move to
the Initial Coverage Stage.
During this stage, the plan
pays its share of the cost of
your drugs, and you pay
your share of the cost.
Most adult Part D vaccines
are covered at no cost to
you.

The costs in this row are
for a one-month (30-days)
supply when you fill your
prescription at a network
pharmacy that provides
standard cost sharing. For
information about the costs
or a long-term supply or
for mail-order
prescriptions, look in
Chapter 6, Section 5 of
your Evidence of
Coverage.

We changed the tier for
some of the drugs on our
Drug List. To see if your
drugs will be in a
different tier, look them
up on the Drug List.

2023 (this year)

Your cost for a one-month
supply filled at a network
pharmacy:

Tier 1 (Preferred Generic):
Standard:
You pay $10 per prescription.

Preferred :
You pay $0 per prescription

Tier 2 (Generic):
Standard.:
You pay $20 per prescription.

Preferred :
You pay $10 per prescription

Tier 3 (Preferred Brand):
Standard.:

You pay $47 per prescription.
You pay $35 per month supply
of each covered insulin product
on this tier.

Preferred:

You pay $45 per prescription
You pay $35 per month supply
of each covered insulin product
on this tier.

Tier 4 (Non-Preferred Brand):
Standard.:

You pay $100 per prescription.
Preferred:
You pay $95 per prescription

2024 (next year)

Your cost for a one-month
supply filled at a network
pharmacy:

Tier 1 (Preferred Generic):
Standard:
You pay $10 per prescription.

Preferred:
You pay $0 per prescription

Tier 2 (Generic):
Standard.:
You pay $20 per prescription.

Preferred:
You pay $10 per prescription

Tier 3 (Preferred Brand):
Standard:

You pay $47 per prescription.
You pay $35 per month supply
of each covered insulin product
on this tier.

Preferred:

You pay $45 per prescription
You pay $35 per month supply
of each covered insulin product
on this tier.

Tier 4 (Non-Preferred
Brand):

Standard:

You pay $100 per prescription.

You pay $35 per month supply
of each covered insulin product
on this tier.
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Tier 5 (Specialty Tier):

You pay 30% of the total cost.
You pay $35 per month supply
of each covered insulin product
on this tier.

Once your total drug costs have
reached $4,660, you will move
to the next stage (the Coverage

2024 (next year)

Preferred:

You pay $95 per prescription
You pay $35 per month supply
of each covered insulin product
on this tier.

Tier 5 (Specialty Tier):

You pay 30% of the total cost.
You pay $35 per month supply
of each covered insulin product
on this tier.

Once your total drug costs have
reached $5,030, you will move
to the next stage (the Coverage

Gap Stage). Gap Stage).

Changes to the Coverage Gap and Catastrophic Coverage Stages

The other two drug coverage stages — the Coverage Gap Stage and the Catastrophic Coverage
Stage — are for people with high drug costs. Most members do not reach the Coverage Gap
Stage or the Catastrophic Coverage Stage.

Beginning in 2024, if you reach the Catastrophic Coverage Stage, you pay nothing for
covered Part D drugs. You may have cost sharing for excluded drugs that are covered
under our enhanced benefit.

For specific information about your costs in these stages, look at Chapter 6, Sections 6 and 7, in
your Evidence of Coverage.
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SECTION 2 Administrative Changes
T

Description 2023 (this year) 2024 (next year)

Diabetic Testing Supplies Available through designated Available through all

Flex Card

Member Rewards

Service Area

network providers. No
specified meters or test strips.

No Supplemental
Vision/Hearing Allowance

Member Rewards on a prepaid
MasterCard

Ada, Adams, Boise, Canyon,
Elmore, Gem, Owyhee,
Payette, Valley, Washington
Counties in Idaho

network pharmacies.
Members must utilize Accu-
Chek or OneTouch meters
and test strips.

The $1,000 Supplemental
Vision/Hearing Allowance is
administered through a Flex
Card. Call (800) 240-3851
(TTY 771) for details.

Our Member Rewards
program is administered
through a Flex Card and
allows you to earn rewards
for completing healthy
activities, and is offered to
all new and existing
members. Notification of
personalized reward
offerings will be received via
mail. Call (800) 240-3851
(TTY 711) for details.

Ada, Adams, Boise, Camas,
Canyon, Elmore, Gem,
Owyhee, Payette, Valley,
Washington Counties in
Idaho
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SECTION 3  Deciding Which Plan to Choose

Section 3.1 — If you want to stay in Saint Alphonsus Health Plan No
Premium Choice (PPO)

To stay in our plan, you don’t need to do anything. If you do not sign up for a different plan
or change to Original Medicare by December 7, you will automatically be enrolled in our Saint
Alphonsus Health Plan No Premium Choice (PPO).

Section 3.2 - If you want to change plans

We hope to keep you as a member next year but if you want to change plans for 2024 follow
these steps:

Step 1: Learn about and compare your choices

¢ You can join a different Medicare health plan,

e — OR— You can change to Original Medicare. If you change to Original Medicare, you will
need to decide whether to join a Medicare drug plan. If you do not enroll in a Medicare
drug plan, please see Section 2.1 regarding a potential Part D late enrollment penalty.

To learn more about Original Medicare and the different types of Medicare plans, use the
Medicare Plan Finder (www.medicare.gov/plan-compare), read the Medicare & You 2024
handbook, call your State Health Insurance Assistance Program (see Section 5), or call Medicare
(see Section 7.2).

Step 2: Change your coverage

e To change to a different Medicare health plan, enroll in the new plan. You will
automatically be disenrolled from Saint Alphonsus Health Plan No Premium Choice
(PPO).

e To change to Original Medicare with a prescription drug plan, enroll in the new drug
plan. You will automatically be disenrolled from Saint Alphonsus Health Plan No
Premium Choice (PPO).

e To change to Original Medicare without a prescription drug plan, you must either:

o Send us a written request to disenroll. Contact Member Services if you need more
information on how to do so.

o — OR — Contact Medicare, at 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7
days a week, and ask to be disenrolled. TTY users should call 1-877-486-2048.
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SECTION 4 Deadline for Changing Plans

If you want to change to a different plan or to Original Medicare for next year, you can do it
from October 15 until December 7. The change will take effect on January 1, 2024.

Are there other times of the year to make a change?

In certain situations, changes are also allowed at other times of the year. Examples include,
people with Medicaid, those who get “Extra Help” paying for their drugs, those who have or are
leaving employer coverage, and those who move out of the service area.

If you enrolled in a Medicare Advantage Plan for January 1, 2024, and don’t like your plan
choice, you can switch to another Medicare health plan (either with or without Medicare
prescription drug coverage) or switch to Original Medicare (either with or without Medicare
prescription drug coverage) between January 1 and March 31, 2024.

If you recently moved into, currently live in, or just moved out of an institution (like a skilled
nursing facility or long-term care hospital), you can change your Medicare coverage at any time.
You can change to any other Medicare health plan (either with or without Medicare prescription
drug coverage) or switch to Original Medicare (either with or without a separate Medicare
prescription drug plan) at any time.

SECTION 5 Programs That Offer Free Counseling about Medicare

The State Insurance Assistance Program (SHIP) is an independent government program with
trained counselors in every state. In Idaho, the SHIP is called Idaho Senior Health Insurance
Benefits Advisors (SHIBA).

It is a state program that gets money from the Federal government to give free local health
insurance counseling to people with Medicare. Idaho Senior Health Insurance Benefits Advisors
counselors can help you with your Medicare questions or problems. They can help you
understand your Medicare plan choices and answer questions about switching plans. You can
call Idaho Senior Health Insurance Benefits Advisors at 1-800-247-4422. You can learn more
about Idaho Senior Health Insurance Benefits Advisors by visiting their website
(doi.idaho.gov/SHIBA).

SECTION 6 Programs That Help Pay for Prescription Drugs

You may qualify for help paying for prescription drugs. Below we list different kinds of help:

e “Extra Help” from Medicare. People with limited incomes may qualify for “Extra Help”
to pay for their prescription drug costs. If you qualify, Medicare could pay up to 75% or
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more of your drug costs including monthly prescription drug premiums, annual
deductibles, and coinsurance. Additionally, those who qualify will not have a coverage gap
or late enrollment penalty. To see if you qualify, call:

o 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048, 24
hours a day/7 days a week;

o The Social Security Office at 1-800-772-1213 between 8 am and 7 pm, Monday
through Friday for a representative. Automated messages are available 24 hours a
day. TTY users should call 1-800-325-0778; or

o The Idaho Department of Health and Welfare at 1-877-456-1233.

e Prescription Cost sharing Assistance for Persons with HIV/AIDS. The AIDS Drug
Assistance Program (ADAP) helps ensure that ADAP-eligible individuals living with
HIV/AIDS have access to life-saving HIV medications. Individuals must meet certain
criteria, including proof of State residence and HIV status, low income as defined by the
State, and uninsured/under-insured status. Medicare Part D prescription drugs that are also
covered by ADAP qualify for prescription cost sharing assistance through the Idaho Ryan
White Part B Program (ADAP) administered by the Idaho Department of Health and
Welfare. For information on eligibility criteria, covered drugs, or how to enroll in the
program, please call Idaho Ryan White Part B Program (ADAP) at 1-208-334-5612.

SECTION 7 Questions?

Section 7.1 — Getting Help from Saint Alphonsus Health Plan No
Premium Choice (PPO)

Questions? We’re here to help. Please call Member Services at 1-800-240-3851. (TTY only, call
711.) We are available for phone calls 8 a.m. — 8 pm., 7 days a week. On certain holidays, your
call will be handled by our automated phone system. Calls to these numbers are free.

Read your 2024 Evidence of Coverage (it has details about next year's benefits
and costs)

This Annual Notice of Changes gives you a summary of changes in your benefits and costs for
2024. For details, look in the 2024 Evidence of Coverage for Saint Alphonsus Health Plan No
Premium Choice (PPO). The Evidence of Coverage is the legal, detailed description of your plan
benefits. It explains your rights and the rules you need to follow to get covered services and
prescription drugs. A copy of the Evidence of Coverage is located on our website at
www.saintalphonsus.org/medicare/for-members/view-coverage-benefits. You may also call
Member Services to ask us to mail you an Evidence of Coverage.
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Visit our Website

You can also visit our website at www.saintalphonsus.org/medicare. As a reminder, our website
has the most up-to-date information about our provider network (Provider Directory) and our list
of covered drugs (Formulary/Drug List).

Section 7.2 — Getting Help from Medicare

To get information directly from Medicare:

Call 1-800-MEDICARE (1-800-633-4227)

You can call 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users
should call 1-877-486-2048.

Visit the Medicare Website

Visit the Medicare website (www.medicare.gov). It has information about cost, coverage, and
quality Star Ratings to help you compare Medicare health plans in your area. To view the
information about plans, go to www.medicare.gov/plan-compare.

Read Medicare & You 2024

Read the Medicare & You 2024 handbook. Every fall, this document is mailed to people with
Medicare. It has a summary of Medicare benefits, rights and protections, and answers to the most
frequently asked questions about Medicare. If you don’t have a copy of this document, you can
get it at the Medicare website (https://www.medicare.gov/Pubs/pdf/10050-medicare-and-
you.pdf) or 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.

Notice of Nondiscrimination

Saint Alphonsus Health Plan complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, sexual orientation, sex
(defined as sex at birth, legal sex and/or sex stereotyping), and gender (which includes gender
identity, gender expression and/or pregnancy). Saint Alphonsus Health Plan does not exclude
people or treat them differently because of race, color, national origin, age, disability, sexual
orientation, sex or gender. Saint Alphonsus 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:

OMB Approval 0938-1051 (Expires: February 29, 2024)


https://www.saintalphonsus.org/medicare
https://www.medicare.gov/
https://www.medicare.gov/plan-compare/
https://www.medicare.gov/Pubs/pdf/10050-medicare-and-you.pdf
https://www.medicare.gov/Pubs/pdf/10050-medicare-and-you.pdf

Saint Alphonsus Health Plan No Premium Choice (PPO) Annual Notice of Changes for 21
2024

= Qualified interpreters
= [nformation written in other languages

If you need these services, contact Member Services.

If you believe that Saint Alphonsus Health Plan has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability, sexual
orientation, sex or gender, 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.

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: JA 15 (L 0 38 Y BHPEIR 55, BB HDAEMR 2 o Tl e s 25 W R BG VAT nT % 1], 0
PARTE IR S, EECE 1-800-240-3851 (TTY 711), AT Irh SC LAE A B SR S B Bh A%,
X & T B i 55,

Chinese Cantonese: &% H A" (il SE sl SE Yy (b ] BE A7 BEln], 2 Ut IMae e 2y #iaE s
. MEEEAREIRYS, SHECE 1-800-240-3851 (TTY 711), FfMalirl S0y A BR824 s de e i o)y,
is e AR IR,

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 Frangais pourra vous aider. Ce service est gratuit.
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Vietnamese: Chung t6i cé dich vu théng dich mién phi’ dé tra i cac cau hdi vé chwong strc
khde va chwong tinh thuéc men. Néu qui vi can théng dich vién xin goi 1-800-240-3851 (TTY
711). sé c6 nhan vién néi tiéng Viét giup d& qui vi. Pay la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren 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: WA= o5 W3 = ok W 73k 2 Fof gaf =g x4 F8 29 A A~s
Agea YUt B Au] A2 o] 8512 W A5} 1-800-240-3851 (TTY 711). . 2 9|5
FHAIL. o] & Sl 9 A B 5E AYdyh o] Mul A FEE Y F YT

Russian: Ecnu y Bac BO3HUKHYT BONPOCHI OTHOCUTENBHO CTPAXoOBOro UM MeAMKaMeHTHOro
nnaHa, Bbl MOXeTe BOCMNONb30BaTbCA HaWMMK 6ecnnaTHbiMK ycrnyramu nepeBoaymkoB. YTobbl
BOCMNOJSIb30BaTbCS yCryramu nepesog4vnka, Nno3BoHnTe Ham no tenedoHy 1-800-240-3851 (TTY
711). Bam okaxeT noMOLLb COTPYAHWK, KOTOPbLIA rOBOPUT No-pyccku. [laHHasa ycnyra
6ecnnartHas.

49a¥ Joan ol dawally (glati Alicad 6} (o Aladd Ailaal) (g 5 58 aa Jiall Ciladd 2385 LY : Arabic

psiaw ,1-800-240-3851 (TTY 711). (A& Lo Jual¥) (5 g e (5568 an jia Ao Jgaall Ll
Adilae dedd ol dliaclay A all daaathy La Jadld

Hindi: THR WY 1 &dl &1 AloHl & IR | 31U fodt it 4% & Sare ¢ & o1t gUR U gud
UTTT JaTd Iuas §. Ueh GUITAT UTed & & fole, &9 8 1-800-240-3851 (TTY 711). WR BIH
. Pl AT Sl 3=t SierdT & 3T Hag HR Fhdl 2. T8 U T IaT .

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 ltalianovi fornira I'assistenza necessaria. E un
servizio gratuito.

Portuguese: Dispomos de servigos de interpretacéo gratuitos para responder a qualquer
questao que tenha acerca do nosso plano de saude ou de medicagdo. 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 servigo é gratuito.

French Creole: Nou genyen sévis entéprét gratis pou reponn tout kesyon ou ta genyen
konsénan plan medikal oswa dwog nou an. Pou jwenn yon entéprét, 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 znajgcego jezyk polski, nalezy zadzwoni¢ pod numer 1-800-240-3851 (TTY
711).. Ta ustuga jest bezptatna.

Japanese: 24 it it (R REORER & 38 AL 3K 7T S ICBR T A ZEMICB AR T4 72
DA, RO BIRY —EZA BN TS T, lERE 2 Hwic b 121,
1-800-240-3851 (TTY 711)JC B 728 v, H Kz i A & L fznzl 7,
Z U R Y — 2T,
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Somali: Waxaan leenahay adeegyo turjumaan oo lacag la'aan ah si aan uga jawaabno su'aalo
kasta oo aad ka gabtid caafimaadkayaga ama qorshahayaga daawo ahaaneed. Siaad u hesho
turjumaan, kaliya naga soo wac 1-800-240-3851 (TTY 711). Qof ku hadla luugada Soomaliga
ayaa ku caawin kara. Adeegani waa lacag la'aan.
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