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Blue Medicare Advantage (PPO) for Jackson County

MO.
2023 Summary of Benefits

Medicare Advantage Plan with Part D Prescription Drug Coverage

To join Blue Medicare Advantage (PPO) for Jackson County MO., you must be entitled to
Medicare Part A and be enrolled in Medicare Part B. Our network service area is in the
following counties:

Kansas: Johnson and Wyandotte.

Missouri: Andrew, Bates, Buchanan, Cass, Clay, Clinton, Henry, Jackson, Johnson (MO),
Lafayette, Platte, Ray, St. Clair and Vernon.

The benefit information provided is a summary of what we cover and what you pay. It
does not list every service that we cover or list every limitation or exclusion. To get a
complete list of services we cover, call us and ask for the “Evidence of Coverage.” You
can also see the Evidence of Coverage on our website, www.medicarebluekc.com/JCMO.

If you want to know more about the 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.

Have Questions?

Call us at 1-888-892-8907, TTY: 711 from 8 a.m. — 8 p.m. Central Time 7 days a week,
October 1 to March 31 and from April 1 to September 30, 8 a.m. - 8 p.m. Central Time,
Monday through Friday or go online to our website: www.medicarebluekc.com/JCMO.

You can see the complete plan formulary (list of Part D prescription drugs) and any
restrictions on our website, www.medicarebluekc.com/EGWPFormulary.
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SUMMARY OF BENEFITS
Blue Medicare Advantage (PPO)

for Jackson County MO.

MONTHLY PREMIUM, DEDUCTIBLE, AND LIMITS ON HOW MUCH YOU PAY FOR
COVERED SERVICES

Monthly Plan | Please refer to your Employer’s Benefit department for your
Premium premium. In addition, you must keep paying your Medicare Part B
premiums.
Deductible Medical Deductible: Not Applicable.
Prescription Drug Deductible: Not Applicable.
Maximum Your yearly limit(s) in this plan:

Out-of-Pocket
Responsibility

e $2,000 for services you receive from in-network providers.
e $10,000 for services you receive from in and out-of-network
providers combined.

If you reach the limit on out-of-pocket costs, you keep getting
covered hospital and medical services and we will pay the full cost
for the rest of the year.

Please note that you will still need to pay your monthly premiums
and cost-sharing for your Part D prescription drugs.

Prior
Authorization

Some in-network services may require prior authorization and are
indicated with (PA) for your reference.

COVERED MEDICAL AND HOSPITAL BENEFITS

In-Network

Out-of-Network

Acupuncture For
Chronic Low Back
Pain

You pay a $30 copay for
each Medicare-covered
acupuncture treatment.

You pay a $30 copay for
each Medicare-covered
acupuncture treatment.

Ambulance (PA)

Ground Ambulance: $100
copay.

Air Ambulance: $100 copay.

Worldwide Ambulance
Coverage: $100 copay.

Ground Ambulance: $100
copay.

Air Ambulance: $100 copay.

Ambulatory Surgical
Center (PA)

Ambulatory Surgical Center:

$100 copay.

Ambulatory Surgical Center:
$100 copay.




COVERED MEDICAL AND HOSPITAL BENEFITS

In-Network

Out-of-Network

Annual Physical Exam

There is no coinsurance,
copayment, or deductible for
the annual physical exam.

There is no coinsurance,
copayment, or deductible for
the annual physical exam.

Blue Benefit Bucks

Your plan offers $1,000 per year to spend on extra benefits,
like dental, hearing services, prescription eyewear, or non-
Medical transportation (Uber or Lyft) beyond any covered

benefit.

Cardiac Rehabilitation
Services

$30 copay for cardiac
rehabilitation and intensive
cardiac rehabilitation
services.

$30 copay for cardiac
rehabilitation and intensive
cardiac rehabilitation
services.

Chiropractic Services

$20 copay for each visit.

$20 copay for each visit.

Dental Services

Medicare Covered: $30
copay.

You may use your Blue
Benefit Bucks card to
schedule and pay for dental
services to any dental
provider. There is a $1,000
per year benefit allowance
every year for dental,
hearing services,
transportation and eyewear
combined.

Medicare Covered: $30
copay.

You may use your Blue
Benefit Bucks card to
schedule and pay for dental
services to any dental
provider. There is a $1,000
per year benefit allowance
every year for dental,
hearing services,
transportation and eyewear
combined.

Diabetes Self-
management
Training, Diabetic
Services and Supplies

$0 copay for preferred brand
diabetes monitoring devices
and supplies, and
Continuous Glucose Monitors
(CGM) and supplies when
obtained at a pharmacy.

$0 copay for Medicare-
covered preferred brand
diabetes monitoring devices
and supplies, and
Continuous Glucose Monitors
(CGM) and supplies when
obtained at a pharmacy.




COVERED MEDICAL AND HOSPITAL BENEFITS

In-Network

Out-of-Network

Non-preferred brand

Continuous Glucose Monitors

(CGM) are covered only
when deemed medically
necessary and prior
authorized.

20% coinsurance for all
other brands of diabetes
monitoring supplies when
obtained at a pharmacy or
any brand at a DME
provider.

20% coinsurance for
therapeutic custom-molded
shoes or inserts.

Our plan covers additional
Diabetic services under
Uniform Flexibility for
individuals with Chronic
Conditions.

Non-preferred brand
Continuous Glucose Monitors
(CGM) are covered only
when deemed medically
necessary and prior
authorized.

20% coinsurance for all
other brands of diabetes
monitoring supplies when
obtained at a pharmacy or
any brand at a DME
provider.

20% coinsurance for
therapeutic custom-molded
shoes or inserts.

Diagnostic Services /
Labs/ Imaging (PA)

Diagnostic tests and
procedures: $0 copay.

Lab services: $0 copay.

Diagnostic Radiology
Services (such as MRI, CAT
Scan): $100 copay.
X-rays: $0 copay.
Therapeutic radiology
services (such as radiation

treatment for cancer): 20%
coinsurance.

Diagnostic tests and
procedures: $0 copay.

Lab services: $0 copay.

Diagnostic Radiology
Services (such as MRI, CAT
Scan): $100 copay.
X-rays: $0 copay.
Therapeutic radiology
services (such as radiation

treatment for cancer): 20%
coinsurance.

Durable Medical
Equipment (DME),

20% coinsurance for DME
and prosthetic items

20% coinsurance for DME
and prosthetic items




COVERED MEDICAL AND HOSPITAL BENEFITS

In-Network

Out-of-Network

Prosthetics, and
Related Supplies (PA)

Emergency Care

$50 copay per visit.

If you are admitted to the
hospital within 24 hours, you
do not have to pay your
share of the cost for
emergency care.

Worldwide Emergency
Coverage: $50 copay.

$50 copay per visit.

If you are admitted to the
hospital within 24 hours, you
do not have to pay your
share of the cost for
emergency care.

Health and Wellness
Education Programs

You pay a $0 copay for
nutritional counseling.

You pay a $0 copay for
Mindful Telehealth
counseling visit.

You pay a $0 copay for
access to participating
fitness facilities and
programs.

You pay a $0 copay for Blue
KC Virtual Care services.

You pay a $0 copay for
access to participating
fitness facilities and
programs.




COVERED MEDICAL AND HOSPITAL BENEFITS

In-Network

Out-of-Network

Hearing Services

Exam to diagnose and treat
hearing and balance issues:
$30 copay.

You may use your Blue
Benefit Bucks card to
schedule and pay for hearing
services. There is a $1,000
per year benefit allowance
every year for dental,
hearing services,
transportation and eyewear
combined.

Exam to diagnose and treat
hearing and balance issues:
$30 copay.

You may use your Blue
Benefit Bucks card to
schedule and pay for hearing
services. There is a $1,000
per year benefit allowance
every year for dental,
hearing services,
transportation and eyewear
combined.

Home Health Agency
Care

$0 copay

$0 copay

Home Infusion
Therapy

20% coinsurance

20% coinsurance

Immunizations

There is no coinsurance,
copayment, or deductible for
the pneumonia, influenza,
Hepatitis B, and COVID-19
vaccines.

There is no coinsurance,
copayment, or deductible for
members eligible for
Medicare-covered
immunizations.

Inpatient Hospital
(PA)

Medical Facility (per
admission):

Days 1-5: $165 copay per
day.

Days 6 & beyond: $0
copay per day.

Mental Health Facility
(per admission):

Days 1-5: $165 copay per
day.

Days 6-90: $0 copay per
day.

Medical Facility (per
admission):

Days 1-5: $165 copay per
day.

Days 6-90: $0 copay per
day.

Mental Health Facility
(per admission):

Days 1-5: $165 copay per
day.

Days 6-90: $0 copay per
day.




COVERED MEDICAL AND HOSPITAL BENEFITS

In-Network Out-of-Network

Meals

For members who qualify with certain chronic conditions
may receive 2 meals per day, for up to 4 weeks (56 meals
total), pre-cooked, pre-packaged meals.

Members who qualify with certain chronic conditions may
also choose nutritional shakes for up to 4 weeks (24
shakes).

Medicare Part B Drugs
(PA)

For Part B drugs such as For Part B drugs such as
chemotherapy drugs: 20% chemotherapy drugs: 20%
coinsurance. coinsurance.

Other Part B drugs: 20% Other Part B drugs: 20%
coinsurance. comnsurance.

Member & Caregiver
Support

Your benefit is 40 hours per year.

A service of non-clinical individuals who provide assistance
with light housekeeping, errand running, or assistance with
accessing care (setup for telemedicine appointments,
downloading phone apps - like Uber or Lyft)

Mental Health Care

Outpatient group therapy Outpatient group therapy

visit: $30 copay. visit: $30 copay.
Individual therapy visit: $5 | Individual therapy visit: $5

Telehealth visit: $0 copay.

Opioid Treatment
Program Services

Telehealth services: $0 Opioid treatment: $5 copay
copay per visit

Opioid treatment: $5 copay

per visit
Outpatient Hospital Observation: $100 copay. Observation: $100 copay.
(PA) Outpatient hospital for other | Outpatient hospital for other
procedures and services: procedures and services:
20% coinsurance. 20% coinsurance.

Outpatient Surgery: $100 Outpatient Surgery: $100
copay. copay.




COVERED MEDICAL AND HOSPITAL BENEFITS

In-Network

Out-of-Network

Outpatient Substance
Abuse Services

Telehealth services: $0
copay.

Individual therapy visits: $5
copay.

Group therapy visit: $30
copay.

Individual therapy visits: $5
copay.

Group therapy visit: $30
copay

Over-the-Counter
Items

Your benefit is $500 per year for eligible OTC items.

Partial Hospitalization
Services

$30 copay

$30 copay

Personal Emergency
Response Service

Your benefit is one PERS Device per year.

GPS enabled wearable device that provides security for
individuals who are prone to isolation or are subject to
falling. The device is connected to a 24/7 call center to
provide support in emergencies or help with general

information needs/requests.

Physical, Speech and
Occupational Therapy

$30 copay.
Telehealth Visit: $0 copay.

$30 copay.

Physician/Practitioner
Services, Including
Doctor’s Office Visits

Telehealth visit: $0 copay.

Primary care physician visit:
$5 copay.
Specialist visit: $30 copay.

Primary care physician visit:
$5 copay.
Specialist visit: $30 copay.




COVERED MEDICAL AND HOSPITAL BENEFITS

In-Network

Out-of-Network

Podiatry Services

Medicare-covered podiatry
service: $30 copay.

Routine foot care: $30
copay up to 6 visits a year.

For members who qualify
due to certain conditions
under Special Supplemental
Benefits, you pay $0 copay
for an in-home foot
evaluation, including a
waterless pedicure up to 12
visits a year.

Medicare-covered podiatry
service: $30 copay.

Routine foot care: $30
copay up to 6 visits a year.




COVERED MEDICAL AND HOSPITAL BENEFITS

In-Network

Out-of-Network

Preventive Care
(e.qg., flu vaccine,
diabetic screenings)

You pay nothing for all
preventive services covered
under Original Medicare at
zero cost sharing.

Any additional preventive
services approved by
Medicare during the contract
year will be covered.

Below is a list of Medicare-
covered preventive services:

e Abdominal aortic
aneurysm screening

e Annual wellness visit

e Bone mass
measurement

e Breast cancer
screening
(mammograms)

e Cardiovascular disease
risk reduction visit
(therapy for
cardiovascular disease)

e Cardiovascular disease
testing

e Cervical and vaginal
cancer screening

e Colorectal cancer
screening

e Depression screening

e Diabetes screening

e HIV screening

e Medical nutrition
therapy

e Medicare Diabetes
Prevention Program
(MDPP)

You pay nothing for all
preventive services covered
under Original Medicare at
zero cost sharing.

Any additional preventive
services approved by
Medicare during the contract
year will be covered.

Below is a list of Medicare-
covered preventive services:

e Abdominal aortic
aneurysm screening

e Annual wellness visit

e Bone mass
measurement

e Breast cancer
screening
(mammograms)

e Cardiovascular disease
risk reduction visit
(therapy for
cardiovascular disease)

e Cardiovascular disease
testing

e Cervical and vaginal
cancer screening

e Colorectal cancer
screening

e Depression screening

e Diabetes screening

e HIV screening

e Medical nutrition
therapy

e Medicare Diabetes
Prevention Program
(MDPP)

e Obesity screening and
therapy to promote
sustained weight loss




COVERED MEDICAL AND HOSPITAL BENEFITS

In-Network

Out-of-Network

e Obesity screening and
therapy to promote
sustained weight loss

e Prostate cancer
screening exams

e Screening and
counseling to reduce
alcohol misuse

e Screening for lung
cancer with low dose
computed tomography
(LDCT)

e Screening for sexually
transmitted infections
(STIs) and counseling
to prevent STIs

e Smoking and tobacco
use cessation
(counseling to stop
smoking or tobacco
use)

e “Welcome to Medicare
preventive visit

14

e Prostate cancer
screening exams

e Screening and
counseling to reduce
alcohol misuse

e Screening for lung
cancer with low dose
computed tomography
(LDCT)

e Screening for sexually
transmitted infections
(STIs) and counseling
to prevent STIs

e Smoking and tobacco
use cessation
(counseling to stop
smoking or tobacco
use)

e "Welcome to Medicare”
preventive visit

Pulmonary
Rehabilitation
Services

Pulmonary rehabilitation
services: $30 copay.

Pulmonary rehabilitation
services: $30 copay.

Services to Treat
Kidney Disease

Kidney disease education
services: $0 copay.

Renal dialysis: 0%
coinsurance.

Telehealth services: $0
copay.

Kidney disease education
services: $0 copay

Renal dialysis: 0%
coinsurance.

Skilled Nursing
Facility (SNF) (PA)

Days 1-20: $0 copay per
day.

Days 21-100: $125
copay per day.

Days 1-100: 20%
coinsurance per day.




COVERED MEDICAL AND HOSPITAL BENEFITS

In-Network

Out-of-Network

Supervised Exercise
Therapy (SET)

SET services: $30 copay

SET services: $30 copay

Transportation

You may use your Blue
Benefit Bucks card to
schedule and pay for
transportation services to
any health location. There is
a $1000 per year benefit
allowance every year for
Hearing, Transportation,
Dental and Eyewear
combined.

You may use your Blue
Benefit Bucks card to
schedule and pay for
transportation services to
any health location. There is
a $1000 per year benefit
allowance every year for
Hearing, Transportation,
Dental and Eyewear
combined.

Urgently Needed
Services

$10 copay per visit.

Worldwide Urgent Coverage:

$10 copay.

Blue KC Virtual Care: $0
copay

$10 copay per visit.

Vision Services

Exam to diagnose and treat
diseases and conditions of
the eye (including yearly
glaucoma screening): $0-30
copay.

The minimum copay is for
diabetic and glaucoma
screenings. The maximum
copay is for other Medicare
covered eye exams.

Routine eye exam (up to 1
visit(s) every year): $0
copay.

Eyeglasses or contact lenses

after cataract surgery: $0
copay.

You may use your Blue
Benefit Bucks card to

Exam to diagnose and treat
diseases and conditions of
the eye (including yearly
glaucoma screening): $0-30
copay.

The minimum copay is for
diabetic and glaucoma
screenings. The maximum
copay is for other Medicare
covered eye exams.

Routine eye exam (up to 1
visit(s) every year): $0
copay.

Eyeglasses or contact lenses

after cataract surgery: $0
copay.

You may use your Blue
Benefit Bucks card to




COVERED MEDICAL AND HOSPITAL BENEFITS

In-Network

Out-of-Network

schedule and pay for
eyewear (contacts and
glasses) services. There is a
$1,000 per year benefit
allowance every year for
dental, hearing services,
transportation and eyewear
combined.

schedule and pay for
eyewear (contacts and
glasses) services. There is a
$1,000 per year benefit
allowance every year for
dental, hearing services,
transportation and eyewear
combined.




PRESCRIPTION DRUG BENEFITS

Deductible Prescription Drug Deductible: Not Applicable.
Initial You pay the following until your total yearly drug costs reach $4,660.
Coverage Total yearly drug costs are the drug costs paid by both you and our

Part D plan.

Standard Retail Cost-Sharing

Tier

One-month
supply

Two-month
supply

Three-month
supply

Tier 1
(Preferred
Generic)

$5 copay

$10 copay

$10 copay

Tier 2
(Generic)

$10 copay

$20 copay

$20 copay

Tier 3
(Preferred
Brand)

$25 copay

$50 copay

$50 copay

Tier 4 (Non-
Preferred
Drug)

$50 copay

$100 copay

$100 copay

Tier 5
(Specialty
Tier)

33%
coinsurance

Not Applicable

Not Applicable

Standard Mail Order

One-month

Two-month

Three-month

Drug)

Tier
supply supply supply

Tier 1
(Preferred $5 copay $10 copay $10 copay
Generic)
Ié;egnzeric) $10 copay $20 copay $20 copay
-(rlﬁgf?:arred $25 copay $50 copay $50 copay
Brand)
Tier 4 (Non-
Preferred $50 copay $100 copay $100 copay




PRESCRIPTION DRUG BENEFITS

Tier 5 339
(Specialty coinosurance Not Applicable Not Applicable
Tier)

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 100 days) of a drug.

Important Message About What You Pay for Vaccines - Our plan
covers most Part D vaccines at no cost to you.

Important Message About What You Pay for Insulin - You won't
pay more than $35 for a one-month supply of each insulin product
covered by our plan, no matter what cost-sharing tier it’s on.

Please call us or see the plan’s “Evidence of Coverage” on our
website (www.medicarebluekc.com/JCMQO) for complete information
about your costs for covered drugs.

Coverage
Gap

The coverage gap begins after the total yearly drug cost (including
what our plan has paid and what you have paid) reaches $4,660.

After you enter the coverage gap, you pay 25% of the plan's cost for
covered brand name drugs and up to 25% of the plan's cost for
covered generic drugs until your costs total $7,400, which is the end
of the coverage gap.

Our plan covers Tier 1 Preferred Generic in the coverage gap.
Standard Retail Cost-Sharing

Tier One-month supply

Tier 1 (Preferred Generic) $5 copay

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 100 days) of a drug.

Catastrophic
Amount

After your yearly out-of-pocket drug costs reach $7,400, you pay the
greater of:

e $4.15 copay for generic (including brand drugs treated as
generic) and a $10.35 copayment for all other drugs, or

e 5% of the cost.



http://www.medicarebluekc.com/JCMO

Blue Medicare Advantage (PPO) for Jackson County MO. is a Local PPO plan with a
Medicare contract. Enrollment in Blue Medicare Advantage (PPO) for Jackson
County, MO. depends on contract renewal.

Out-of-network/non-contracted providers are under no obligation to treat Blue Cross and
Blue Shield of Kansas City members, except in emergency situations. Please call our
Customer Services number or see your “Evidence of Coverage” for more information,
including the cost-sharing that applies to out-of-network services.

Blue Cross and Blue Shield of Kansas City is an independent licensee of the Blue Cross
and Blue Shield Association. The PPO product is offered by Missouri Valley Life and
Health Insurance Company, a wholly-owned subsidiary of Blue Cross and Blue Shield of
Kansas City.



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 1-866-508-7140, 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 1-866-508-7140, TTY: 711. Alguien que hable espafiol
le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: ZAEE 0 BRI RENR DS, HIDEMEE o TR e sz W PRES 0 (R B a], An A%
W EIE RS, EEE 1-866-508-7140, TTY: 711, BA1H9-hSCLAE A AL REF I, X0E
IR NS

Chinese Cantonese: &% HAMTI (e sl BEY - Ba T BB - A 5], Z b Mt e 2o iag Ik
TR, GE#CE 1-866-508-7140, TTY: 711, FMaErh ey A B ES s A aaE o,
— TR0 B R A%

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 kamisa 1-866-508-
7140, TTY: 711. Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog. Ito ay
libreng serbisyo.

o

I

<

Il

o

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 1-866-508-7140,
TTY : 711. Un interlocuteur parlant Francais pourra vous aider. Ce service est gratuit.

Vietnamese: Chung t6i cé dich vu thong dich mién phi dé tra I8i cdc cau hdi vé chuaong
suc khoe va chuadng trinh thuéc men. N€u qui vi can théng dich vién xin goi 1-866-508-
7140, TTY: 711 sé c6 nhan vién néi ti€ng Viét gilp d3 qui vi. BDay la dich vu miéen phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem
Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-866-508-
7140, TTY: 711. Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser Service ist
kostenlos.

Korean: BAtE 98 B3 = oFZ p oo B3t A& g =d)ux 8 59 Au2s
AFstal AEFUTE T AU AE o] &5t Hd3} 1-866-508-7140, TTY: 711 o 2 F-ol &)
TFAAIQL. ool & gl 93 AF BoF =2 AYdUY o] AH|aE FEE E9H YT

Russian: Ecnn y Bac BO3HMKHYT BOMPOCbI OTHOCUTE/IbHO CTPaxoBOro uim
MeAWKaMEHTHOr O rnjaHa, Bbl MOXeTe BOCMO/Ib30BaTbCA HaWwWmMMM 6ecnnaTHbIMK yCyramm
nepesBoAYMKOB. YTO6bI BOCMO/Ib30BATLCA YC/YramMy nepeBoaymnka, no3BOHUTE HaM Mo
TenedoHy 1-866-508-7140, TTY: 711. Bam okaxeT NOMOLb COTPYAHUK, KOTOPbI
roBOpUT NO-pyCcCKU. [laHHag ycnyra 6ecnnaTHas.



Arabic: (o s e o Jsanll Laldy o) Joan ol daally sl a6l e e DU dplad) o5l an jiall Cilaxt o L)
Sl W dbai¥) g s clle l1-866-508-7140, TTY: 7114 20 Smtile et agiue ] Axilase X sda clircliay,

Hindi: §HR WA 1 a1 &1 ST & IR H 310 bl 4t U8 & Sare 47 & T gHR U qod
SUITET TaTd Iuas €. T GHITAT UTd 6= & oY, S99 8H 1-866-508-7140, TTY: 711 TR &3, Bl
fad ot =<l Siera § 3ue! Hag &R Yl . I8 U Hud 4dl g.

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 1-866-508-7140, TTY: 711. Un nostro incaricato che parla Italianovi fornira
I'assistenza necessaria. E un servizio gratuito.

Portugués: Dispomos de servigos de interpretacao gratuitos para responder a qualquer
questdo que tenha acerca do nosso plano de saude ou de medicacao. Para obter um
intérprete, contacte-nos através do nimero 1-866-508-7140, TTY: 711. Ira encontrar
alguém que fale o idioma Portugués para o ajudar. Este servico é gratuito.

French Creole: Nou genyen sevis entépret gratis pou reponn tout kesyon ou ta genyen
konsenan plan medikal oswa dwog nou an. Pou jwenn yon entépret, jis rele nou nan 1-
866-508-7140, TTY: 711. Yon moun ki pale Kreyol kapab ede w. Sa a se yon sevis ki
gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w
uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania lekéw. Aby

skorzystac¢ z pomocy tltumacza znajacego jezyk polski, nalezy zadzwoni¢ pod numer 1-
866-508-7140, TTY: 711. Ta ustuga jest bezptatna.

Japanese: Yt DO FE AR & EA L LER T T CIcBT A SHEMICBEZ T 720 12, RO
MR —E 22BN 2T 58 WE T, HiRE SH@MIC % 51213, 1-866-508-7140, TTY: 71112 B4k <
P8 v, HAREZET A BE»rZRwi L 23, 2 nidERoyy— v 21Ty,

Y0126 23-MLI C
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