


2023 Summary of Benefits

Alterwood Advantage Select (HMO),
Alterwood Advantage Choice (HMO),
Alterwood Advantage Choice Plus (HMO), &
Alterwood Advantage Freedom (HMO)

H9306, Plans 005, 001, 002, 003

This is a summary of drug and health services covered by Alterwood Advantage Select, Alterwood
Advantage Choice, Alterwood Advantage Choice Plus, and Alterwood Advantage Freedom from January 1,
2023 — December 31, 2023.

Alterwood Advantage is an HMO and HMO-SNP plan with a Medicare contract and a State of Maryland
Medicaid contract. Enrollment in Alterwood Advantage depends on contract renewal.

Our plan(s) may offer supplemental benefits in addition to Part C benefits and Part D benefits. Some of the
extra benefits are outlined in this booklet.

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 request the “Evidence of Coverage.” You can access this
document by visiting our website at www.AlterwoodAdvantage.com or by calling the number on the back of
this booklet.

To join Alterwood Advantage Select, Alterwood Advantage Choice, Alterwood Advantage Choice Plus, or
Alterwood Advantage Freedom, you must be entitled to Medicare Part A, be enrolled in Medicare Part B, and
live in our service area. Our service area for these plans include the following counties in Maryland: Anne
Arundel, Baltimore, Baltimore City, Caroline, Carroll, Cecil, Charles, Dorchester, Harford, Howard, Kent,
Montgomery, Prince George’s, Queen Anne’s, Somerset, Talbot, Washington, Wicomico, and Worcester.

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

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, audio, or large print.

For more information, please call us at 1-866-550-1011 (TTY users should call 711), or visit us at
www.AlterwoodAdvantage.com. We are available 8am to 8pm ET, 7 days a week, from October 1 to March
31 and 8am to 8pm ET, Monday through Friday, from April 1 to September 30.



PLAN HIGHLIGHTS’

Monthly Premium:
$0 - $125

Primary Care Physician Visits:
$0 copay

Generic Prescriptions:
As low as $0

Dental Care:
Preventive, Comprehensive, & Dentures

Vision Services:

$0 copay for a routine exam
Allowance towards eyewear

Hearing Services:

$0 copay for a routine exam
$475 - $1,950 copay per hearing aid

Over-the-Counter (OTC) Products and
Essential Food Pantry Iltems:

Quarterly allowance to order items through
plan’s catalog

Transportation:
$0 copay to plan-approved locations

Routine Foot Care (Podiatry Services)
4 routine visits per year

Routine Chiropractic Services:
4 routine visits per year
1 chiropractic evaluation per year

Health & Wellness Program:
$150 annual reimbursement

*Listed benefits might not be offered on all plans.
Please refer to charts within this document for further detail.




HMO PLANS
Summary of Benefits

Alterwood Alterwood Alterwood Alterwood

BENEFITS Advantage Advantage Advantage Advantage
Select Choice Choice Plus Freedom
0 35 125 0
Monthly Plan $ $ $ $
Premium If you receive “Extra Help” or assistance through the Maryland Senior Prescription Drug Assistance Program
(SPDAP), your premium may be reduced.

Medicare Part B
FrE N/A N/A N/A up to $40 per month
Plan Le_vel $750 on select services | No Deductible No Deductible No Deductible
Deductible
Maximum
Out-of-Pocket | $8,300 $8,300 $8,300 $8,300
(MOOP)
Inpatient Deductible, then: " ,
Coverage' Days 4-90: $0 copay per day S 0-20. 9 copaly per aay ys /-90: o0 copay per day
Outpatient . )
Hospital gggg’ggg;? ik $250 copay $150 copay $300 copay
Coverage'
Ambulatory
Surgical Center' $225 copay $150 copay $100 copay $245 copay
Doctor Visits
Primary Care
Physician (PCP) $0 copay $0 copay $0 copay $0 copay
Specialist $45 copay $35 copay $20 copay $35 copay
Preventive Care | $0 copay $0 copay $0 copay $0 copay
I(E;r;irgency $90 copay $90 copay $90 copay $90 copay
Urgently
Needed $35 copay $35 copay $20 copay $35 copay
Services

' May require prior authorization



BENEFITS

Diagnostic Tests,
Lab and Radiology
Services, and

HMO PLANS

Summary of Benefits

Alterwood
Advantage
Select

Diagnostic radiology
services (such as
MRIs, CT scans):
deductible, then
$195 copay

Diagnostic test and
procedures: $15
copay

Lab services: $0
copay

Alterwood
Advantage
Choice

Diagnostic radiology
services (such as
MRIs, CT scans):
$195 copay

Diagnostic test and
procedures: $0
copay

Lab services: $0
copay

Alterwood
Advantage
Choice Plus

Diagnostic radiology
services (such as
MRIs, CT scans):
$125 copay

Diagnostic test and
procedures: $0
copay

Lab services: $0
copay

Alterwood
Advantage
Freedom

Diagnostic radiology
services (such as
MRIs, CT scans):
$250 copay

Diagnostic test and
procedures: $0
copay

Lab services: $0
copay

X-Rays' ; . Outpatient x-rays: Outpatient x-rays: Outpatient x-rays:

gzuépcaotg; X-rays. $20 copay $10 copay $20 copay
S Therapeutic radiology Therapeutic radiology Therapeutic radiology

lgr?/riigg lzgﬁgﬁcgcs)logy services (such as services (such as services (such as
radiation freatment for radiation treatment radiation treatment radiation treatment
cancer): deductible for cancer): 20% for cancer): 20% for cancer): 20%
then 20% coinsurance coinsurance coinsurance coinsurance
Medicare-covered Medicare-covered Medicare-covered Medicare-covered

Hearing Services

exam: $40 copay

Routine hearing
exam: $0 copay -
Limited to 1 exam
per year

1 fitting and
evaluation with 3
follow up visits within
the first year from
date of initial fitting:
$0 copay

Hearing Aids: $475

- $1,950 copay per
hearing aid, available
annually

exam: $40 copay

Routine hearing
exam: $0 copay -
Limited to 1 exam
per year

1 fitting and
evaluation with 3
follow up visits within
the first year from
date of initial fitting:
$0 copay

Hearing Aids: $475

- $1,950 copay per
hearing aid, available
annually

exam: $40 copay

Routine hearing
exam: $0 copay -
Limited to 1 exam
per year

1 fitting and
evaluation with 3
follow up visits within
the first year from
date of initial fitting:
$0 copay

Hearing Aids: $475

- $1,950 copay per
hearing aid, available
annually

exam: $40 copay

Routine hearing
exam: $0 copay -
Limited to 1 exam
per year

1 fitting and
evaluation with 3
follow up visits within
the first year from
date of initial fitting:
$0 copay

Hearing Aids: $475

- $1,950 copay per
hearing aid, available
annually

' May require prior authorization



BENEFITS

Dental Services'

HMO PLANS

Summary of Benefits

Alterwood
Advantage
Select

Medicare-covered: $40
copay

Alterwood
Advantage
Choice

Medicare-covered: $40
copay

Alterwood
Advantage
Choice Plus

Medicare-covered: $40
copay

Alterwood
Advantage
Freedom

Medicare-covered: $40
copay

$2,000 annual allowance
towards preventive and
comprehensive dental
services.

$2,000 annual allowance
towards preventive and
comprehensive dental
services.

$4,000 annual allowance
towards preventive and
comprehensive dental
services.

$1,500 annual allowance
towards preventive and
comprehensive dental
services.

Preventive Dental
Services: $0 copay
for exams, cleanings,
fluoride treatment, and
X-rays.

Preventive Dental
Services: $0 copay
for exams, cleanings,
fluoride treatment, and
X-rays.

Preventive Dental
Services: $0 copay
for exams, cleanings,
fluoride treatment, and
X-rays.

Preventive Dental
Services: $0 copay
for exams, cleanings,
fluoride treatment, and
X-rays.

Comprehensive

Dental Services:

20% coinsurance for
restorative services,
crowns, endodontics,
periodontics, extractions,
dentures, & other
services.

Comprehensive

Dental Services:

20% coinsurance for
restorative services,
crowns, endodontics,
periodontics, extractions,
dentures, & other
services.

Comprehensive

Dental Services:

20% coinsurance for
restorative services,
crowns, endodontics,
periodontics, extractions,
dentures, & other
Services.

Comprehensive

Dental Services:

20% coinsurance for
restorative services,
crowns, endodontics,
periodontics, extractions,
dentures, & other
services.

Vision Services

*  Medicare-covered
exam: $40 copay

*  Medicare-covered
eyewear after
cataract surgery:
20% coinsurance

* Routine eye exam:
$0 copay - Limited to
1 exam per year

«  $150 annual
allowance towards
eyewear - includes
contact lenses,
eyeglass frames,
eyeglass lenses, or
any combination

*  Medicare-covered
exam: $40 copay

+ Medicare-covered
eyewear after
cataract surgery:
20% coinsurance

* Routine eye exam:
$0 copay - Limited to
1 exam per year

«  $150 annual
allowance towards
eyewear - includes
contact lenses,
eyeglass frames,
eyeglass lenses, or
any combination

*  Medicare-covered
exam: $40 copay

* Medicare-covered
eyewear after
cataract surgery:
20% coinsurance

* Routine eye exam:
$0 copay - Limited to
1 exam per year

«  $275 allowance
every 2 years
towards eyewear
- includes contact
lenses, eyeglass
frames, eyeglass
lenses, or any
combination

*  Medicare-covered
exam: $40 copay

* Medicare-covered
eyewear after
cataract surgery:
20% coinsurance

* Routine eye exam:
$0 copay - Limited to
1 exam per year

«  $150 annual
allowance towards
eyewear - includes
contact lenses,
eyeglass frames,
eyeglass lenses, or
any combination

' May require prior authorization



HMO PLANS

Summary of Benefits

Alterwood Alterwood Alterwood Alterwood
BENEFITS Advantage Advantage Advantage Advantage
Select Choice Choice Plus Freedom
Inpatient: Inpatient: Inpatient: Inpatient:
Days 1-6: $310 copay perday | Days 1-6: $310 copay per day | $350 copay per stay Days 1-6: $310 copay per day
Days 7-90: $0 copay per day | Days 7-90: $0 copay per day Days 7-90: $0 copay per day
Mental Health _ , . .
Services' Outpatient: Outpatient: Outpatient: Outpatient:
*  Group therapy visit: |+ Group therapy visit: |+  Group therapy visit: +  Group therapy visit:
$20 copay $20 copay $20 copay $30 copay
* Individual therapy * Individual therapy * Individual therapy * Individual therapy
visit: $30 copay visit: $30 copay visit: $30 copay visit: $40 copay
Skilled Days 1-20: $0 copay per day | Days 1-20: $0 copay per day | Days 1-20: $0 copay per day | Days 1-20: $0 copay per day
Nursing Days 21-100: $196 copay | Days 21-100: $196 copay | Days 21-100: $196 copay | Days 21-100: $196 copay
Facility (SNF)' per day per day per day per day
.?EZ:;;?t $40 copay $30 copay $20 copay $40 copay
Ambulance’ | Ground: $240 copay |+ Ground: $240 copay |+ Ground: $240 copay |+ Ground: $235 copay
« Air: $300 copay « Air: $300 copay « Air: $300 copay « Air: $300 copay
Transportation ,;$ 0 copay for 10 one-way ? 0 copay for 10 one-way Not Covered Not Covered
rips rips
g?rllf;;? Part 20% coinsurance 20% coinsurance 20% coinsurance 20% coinsurance

' May require prior authorization



HMO PLANS
Summary of Benefits

PART D Alterwood Advantage [ Alterwood Advantage ﬂ;gg‘g&og
Select Choice Choice Plus
Deductible $295 on Tiers 3,4, & 5 No Part D Deductible No Part D Deductible
You begin this stage when you
fill your first prescription on Tier
Initial 1 or Tier 2. If your prescription
Coverage is on Tiers 3, 4, or 5, you will You begin this stage when you fill your first prescription of the
/erag pay the drug cost up to the $295 | year.
Period deductible. After you meet your
$295 deductible, you will pay the
applicable cost-share(s) below.
During this stage, our plan pays its share of the cost of your drugs and you pay your share of
the cost. You stay in this stage until a/our year-to-date “total drug costs” (your payments plus any
Part D plan’s payments) total $4,660.
Retail » Tier 1 (Preferred Generics) [*  Tier 1 (Preferred Generics) | *  Tier 1 (Preferred Generics)
Pharmacy and 30-day Supply: $3 30-day Supply: $3 30-day Supply: $0
Mail Order 90-day Supply: $0 90-day Supply: $0 90-day Supply: $0

Cost-Shares

Long Term
Care Cost-
Shares

* Tier 2 (Generics)
30-day Supply: $8
90-day Supply: $8

* Tier 3 (Preferred Brands)
30-day Supply: $47
90-day Supply: $94

¢ Tier 4 (Non-Preferred Drugs)

30-day Supply: $100

90-day Supply: $300
» Tier 5 (Specialty)

30-day Supply: 28%

90-day Supply: not covered

* Tier 2 (Generics)
30-day Supply: $8
90-day Supply: $8

* Tier 3 (Preferred Brands)
30-day Supply: $47
90-day Supply: $94

¢ Tier4 (Non-Preferred Drugs)
30-day Supply: $100
90-day Supply: $300

» Tier 5 (Specialty)
30-day Supply: 33%
90-day Supply: not covered

Tier 2 (Generics)
30-day Supply: $0
90-day Supply: $0

Tier 3 (Preferred Brands)
30-day Supply: $47
90-day Supply: $94

Tier 4 (Non-Preferred Drugs)
30-day Supply: $100
90-day Supply: $300

Tier 5 (Specialty)

30-day Supply: 33%
90-day Supply: not covered

* Tier 1 (Preferred Generics)

31-day Supply: $3

* Tier 2 (Generics)
31-day Supply: $8

* Tier 3 (Preferred Brands)
31-day Supply: $47

*  Tier 4 (Non-Preferred Drugs)

31-day Supply: $100

» Tier 5 (Specialty)
31-day Supply: 28%

¢ Tier 1 (Preferred Generics)
31-day Supply: $3

* Tier 2 (Generics)
31-day Supply: $8

* Tier 3 (Preferred Brands)
31-day Supply: $47

¢ Tier4 (Non-Preferred Drugs)
31-day Supply: $100

» Tier 5 (Specialty)
31-day Supply: 33%

Tier 1 (Preferred Generics)
31-day Supply: $0

Tier 2 (Generics)

31-day Supply: $0

Tier 3 (Preferred Brands)
31-day Supply: $47

Tier 4 (Non-Preferred Drugs)
31-day Supply: $100

Tier 5 (Specialty)

31-day Supply: 33%

Alterwood
Advantage
Freedom

Not Covered




HMO PLANS
Summary of Benefits

Alterwood Alterwood
PART D AIterwongAdtvantage AIterwogrc‘I Advantage OVErTEn 0 Advantage
elec olee Choice Plus Freedom
During this stage, you pay 25% of the cost for all your drugs. You stay in this stage until your
Coverage Gap | year-to-date “out-of-pocket costs” (your payments) reach a total of $7,400. This amount and the
rules for counting costs toward this amount have been set by Medicare.
Your share of the costs for a coverage drug will be either a copayment or coinsurance, whichever is
Catastrophic | the larger amount:
Coverage *  -either- the coinsurance of 5% of the total cost Not Covered
* -or- $4.15 for a generic drug or $10.35 for all other drugs
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, even if you haven’t paid your deductible.
Vaccines Our plan covers most Part D vaccines at no cost to you, even if you haven't paid your deductible.
Alterwood Alterwood Alterwood Alterwood
BENEFITS Advantage Advantage Advantage Advantage
Select Choice Choice Plus Freedom
* Cardiac (heart) + Cardiac (heart) + Cardiac (heart) + Cardiac (heart)

Outpatient
Rehabilitation’

rehab services (for a
maximum of 2 one-
hour sessions per day
for up to 36 sessions
over a period of up to
36 weeks): deductible,
then $40 copay

Occupational therapy
visit: $40 copay

Speech and language
therapy visit: $40
copay

rehab services (for a
maximum of 2 one-
hour sessions per day
for up to 36 sessions
over a period of up to
36 weeks): $40 copay

Occupational therapy
visit: $30 copay

Speech and language
therapy visit: $30
copay

rehab services (for a
maximum of 2 one-
hour sessions per day
for up to 36 sessions
over a period of up to
36 weeks): $40 copay

Occupational therapy
visit: $20 copay

Speech and language
therapy visit: $20
copay

rehab services (for a
maximum of 2 one-
hour sessions per day
for up to 36 sessions
over a period of up to
36 weeks): $40 copay

Occupational therapy
visit: $35 copay

Speech and language
therapy visit: $40
copay

gmifg ggﬁufgfr?;ﬁ};ﬂgg 20% coinsurance 20% coinsurance 20% coinsurance
Durable
II\EIIed_icaI . 20% coinsurance 20% coinsurance 20% coinsurance 20% coinsurance
quipmen
ST +  Diabetic Supplies: + Diabetic Supplies: + Diabetic Supplies: + Diabetic Supplies:
gLa;F:ELCS 0% - 20% coﬁ]surance 0% - 20% coﬁlsurance 0% - 20% co%surance 0% - 20% co%surance
Shoes o;' +  Diabetic Shoes + Diabetic Shoes + Diabetic Shoes + Diabetic Shoes
Inserts’ or Inserts: 20% or Inserts: 20% or Inserts: 20% or Inserts: 20%
coinsurance coinsurance coinsurance coinsurance

' May require prior authorization



HMO PLANS
Summary of Benefits

Alterwood Alterwood Alterwood Alterwood
BENEFITS Advantage Advantage Advantage Advantage
Select Choice Choice Plus Freedom
g:::g? Health | ¢, copay $0 copay $0 copay $0 copay
Telehealth $0 copay for eligible Primary Care Physician, Specialist, Mental Health individual and group, and Urgent Care
services.
vv%"‘l'll:]g g‘s $150 annual reimbursement towards the purchase of a fitness tracker, at-home fitness equipment, participation in
Program a fitness class, or gym membership.
Bglrir\llire d Receive 14 healthy meals delivered to your home after discharge from an inpatient hospital stay or skilled
Meals nursing facility stay - Limited to 8 times per year.

Chiropractic

*  Medicare-covered
visit: $20 copay

*  Routine visit: $20
copay - Limited to 4
visits per year

*  Medicare-covered
visit: $20 copay

+ Routine visit: $20
copay - Limited to 4
visits per year

*  Medicare-covered
visit: $20 copay

+  Routine visit: $20
copay - Limited to 4
visits per year

*  Medicare-covered
visit: $20 copay

*  Routine visit: $20
copay - Limited to 4
visits per year

Care’
« Routine Chiropractic [+ Routine Chiropractic [+ Routine Chiropractic [+ Routine Chiropractic
Evaluation: $0 Evaluation: $0 Evaluation: $0 Evaluation: $0
copay - Limited to 1 copay - Limited to 1 copay - Limited to 1 copay - Limited to 1
visit per year visit per year visit per year visit per year
* Medicare-covered * Medicare-covered + Medicare-covered * Medicare-covered
Acupuncture’ visit: $20 copay visit: $20 copay visit: $20 copay visit: $20 copay
+ Routine visit: Not + Routine visit: Not * Routine visit: Not + Routine visit: Not
Covered Covered Covered Covered
*  Medicare-covered *  Medicare-covered *  Medicare-covered *  Medicare-covered
Foot Care services: $35 copay services: $35 copay services: $35 copay services: $30 copay
(Podiatry «  Routine visit: $35 +  Routine visit: $35 +  Routine visit: $0 *  Routine visit; $30
Services) copay - Limited to 4 copay - Limited to 4 copay - Limited to 4 copay - Limited to 4
visits per year visits per year visits per year visits per year
Over-the-
%);lg)ter $35 quarterly allowance, | $35 quarterly allowance, | $35 quarterly allowance, | $35 quarterly allowance,
Products & items ordered through the | items ordered through the | items ordered through the | items ordered through the
Essential Food plan’s catalog plan’s catalog plan’s catalog plan’s catalog
Pantry ltems
$10 copay per monthly
Lifestyle supply of generic erectile
Medication Not Covered Not Covered dysfunction medication Not Covered

- Limited to 4 pills per
month

' May require prior authorization



Pre-Enrollment Checklist

Before making an enrollment decision, it is important that you fully understand our benefits and rules.
If you have any questions, you can call and speak to a customer service representative at
1-866-550-1011 (TTY: 711).

Understanding the Benefits:

|:| The Evidence of Coverage (EOC) provides a complete list of all coverage and services. It is
important to review plan coverage, costs, and benefits before you enroll. Visit
www.AlterwoodAdvantage.com or call 1-866-550-1011 to view a copy of the EOC.

|:| Review the provider directory (or ask your doctor) to make sure the doctors you see now are in
the network. If they are not listed, it means you will likely have to select a new doctor.

|:| Review the pharmacy directory to make sure the pharmacy you use for any prescription
medicine is in the network. If the pharmacy is not listed, you will likely have to select a new
pharmacy for your prescriptions.

|:| Review the formulary to make sure your drugs are covered.

Understanding Important Rules:

|:| In addition to your monthly plan premium, you must continue to pay your Medicare Part B
premium. This premium is normally taken out of your Social Security check each month.

|:| Benefits, premiums and/or copayments/coinsurance may change on January 1, 2024.

Except in emergency or urgent situations, we do not cover services by out-of-network providers
(doctors who are not listed in the provider directory).

ALTERWOODADVANTAGE 04
Quality Care. Better Health. ’-\-/ >



You can access the Evidence of Coverage (EOC), which provides a full listing of our plan’s benefits and
services, on our website at www.AlterwoodAdvantage.com, or by calling the telephone number listed below.

You may view our plan’s Provider & Pharmacy Directory, complete plan formulary (list of Part D prescription drugs)
and any restrictions on our website at www.AlterwoodAdvantage.com

ALTERWOODADVANTAGE 0
Quality Care. Better Health. ’-\/

1-866-550-1011 (TTY:711)

Hours of Operation:
October 1 — March 31
8 am -8 pm ET | 7 days a week
April 1 — September 30
8 am — 8 pm ET | Monday - Friday

www.AlterwoodAdvantage.com



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-
866-675-3944. 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 1-866-675-
3944. Alguien que hable espafiol le podra ayudar. Este es un servicio
gratuito.

Chinese Mandarin: ZAIT5E 0L e e el 55, A O 2 % 0 HE el 25 W ORI ) (R 0]
Be ), MRETE SRS, 1§ 1-866-675-3944, AR SC LA A SR AR R
IR, XTI RIRS .

Chinese Cantonese: &% HAMI e sl SEY Ok B v BEA7 A BEf, A b B e 0t 5o 21
W IRAS, WS, HEE 1-866-675-3944, HAikrb iy A B B4 s At
fEE ), 18 & HREIRB,

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 1-866-675-3944. 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 1-866-675-3944. Un interlocuteur parlant Francais pourra vous
aider. Ce service est gratuit.

Vietnamese: Chung tdi cé dich vu thdng dich mién phi dé tra I5i cdc cau hoi
vé chudng sic khée va chuong trinh thuéc men. Néu qui vi can thong dich
vién xin goi 1-866-675-3944 sé cb nhan vién ndéi ti€ng Viét giup dd qui vi.
DAy 1a dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen
zu unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher
erreichen Sie unter 1-866-675-3944. Man wird Ihnen dort auf Deutsch
weiterhelfen. Dieser Service ist kostenlos.



Korean: DL/\}L _48 E_B_:I = oki E_sqoﬂ E]

MuBl2=E Aleskal sy 8 EOE‘ Sl Eat=, O]%E}E%Ud 13} 1-866-675-
3044 W0 Fols FHAL. BFOlE he HRA} Rok = AR o
Mul 2= FRE F9gUTh

Russian: Ecnn y Bac BO3HUKHYT BOMNPOCbl OTHOCUTENIbHO CTPAax0BOIro Uu
MeAMKaMEeHTHOro njaHa, Bbl MOXeTe BOCMNO0/1b30BaTbCs HaWMMM 6ecnnaTHbIMU
ycnyramm nepeBoaumkoB. HYTobbl BOCN0OAb30BaTbCs yC/yraMmn nepeBoaymka,
MO3BOHUTE HaM no TenedoHy 1-866-675-3944. Bam okaxxeT NOMOLLb
COTPYAHUK, KOTOPbIN FOBOPUT NO-pyccku. [laHHaga ycnyra becnnatHas.

L 9a¥) Jsaa ol daally Gl Al (ol e U dgladll (5 sl aa jiall Cileas 208 W) :Arabic
uaddi o gt 1-866-675-3944 e by Juaty) (5 s clile Gl (5 )58 an yie e J pasll Ll
JAoilae dead ol eline Luay Ay yall Coaay e

H|nd| BUR WA T1 &al & JroHT & IR H 3T ford! +ff Uy & Sfare ¢ o fore gAR
0T T YaTd I 5. Ueh ST U B & o, 99 §H 1-866-675-3944 TR
uﬁqﬁ ﬁéw&mﬁ%ﬁaﬁw%aﬁwwwm% I8 U U 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 1-866-675-3944. Un nostro incaricato che
parla Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servicos de interpretacao gratuitos para
responder a qualgquer questao que tenha acerca do nosso plano de saude ou
de medicacdo. Para obter um intérprete, contacte-nos através do nimero 1-
866-675-3944. 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
entepret, jis rele nou nan 1-866-675-3944. Yon moun ki pale Kreyol kapab
ede w. Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego,
ktory pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub
dawkowania lekow. Aby skorzysta¢ z pomocy ttumacza znajacego jezyk
polski, nalezy zadzwoni¢ pod numer 1-866-675-3944. Ta ustuga jest
bezptatna.

Japanese: 4jit D EHELRIR &y L SFET T 2T 8 2 ’*’*F’uﬁ %H2T 5
72 iz, BRIOERY —EZr SN FT I3 nET, BEIRE H@mIC L B2,
1-866-675-3944 IC BHEH 728 v, HAEZGET A &K 2w L F¥., I
Rl Y— v 2T,
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