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Introduction

This document is a summary of your medical and prescription drug
benefits covered by Hamaspik Medicare Select (HMO D-SNP) from
January 1, 2023, through December 31, 2023.

In this Summary of Benefits, you will learn more about the covered
benefits offered by our plan including doctor services, hospital
coverage, medical care, Part D prescription drug benefits, and
additional services that we offer. This booklet is a summary of our
covered services and does not include all of the benefits and
limitations that we cover or every exclusion.

Your Evidence of Coverage is your Member Handbook that describes
all of your benefits in detail, and the Plan’s rules for getting these
services. Please call Member Services at 1-888-426-2774 to request
a copy of the Evidence of Coverage. (TTY users, please call 711.)

You can also find a copy of the Evidence of Coverage, and other
information about Hamaspik Medicare Select on our website:
www.hamaspik.com.

Our hours are 7 days a week, from 8:00 am to 8:00 pm, October 1,
2022, through March 31, 2023. From April 1, 2023, through
September 30, 2023, our Member Service team will be available
Monday through Friday, 8:00 am to 8:00 pm.


http://www.hamaspik.com/

Hamaspik Medicare Select — Covered Benefits

Who Can Join Hamaspik Medicare Select?

To join our plan, you must be entitled to Medicare Part A, enrolled in Medicare
Part B, and have New York State Medicaid. You also must live in our plan’s
service area, which includes the following counties:

(Staten Island)

e Albany Nassau Rockland
e Bronx New York Schenectady
(Manhattan)
e Columbia Orange Sullivan
e Dutchess Putnam Ulster
e Greene Queens Westchester
e Kings Rensselaer
(Brooklyn)
e Montgomery Richmond

-10

oo
et
£

-{z.s&g '

ﬂ;ﬁﬁ}

HAMASPIK, INC.



Xk
A
Hamaspik Medicare Select — Covered Benefits %‘?{z:ﬁ

HAMASPIK, INC.

What Do We Cover?

Hamaspik Medicare Select covers everything that Original Medicare covers —
Part A (hospital benefits) and Part B (medical services), plus Medicare
Prescription Drugs (Part D) and additional benefits!

Please note that we cover Part D prescription drugs, in addition to Part B
drugs such as chemotherapy and some drugs administered by your provider.
All of our prescription medications are included in one tier on our formulary.
The formulary and Evidence of Coverage will also show you how much your
medication costs. You can find the formulary on our website,
www.hamaspik.com, or you can call Member Services to request a copy.

The Hamaspik Medicare Select plan has a large network of doctors,
hospitals, pharmacies, and specialists. As a member of our Medicare
Advantage Special Needs plan, you are required to use providers in our
network. If you use a doctor or facility that is not in our plan’s network, we
may not cover the services. Be sure to review our Provider and Pharmacy
Directory to see if your doctor or pharmacist is included in the network.

Except in an emergency, out-of-network/non-contracted providers are under
no obligation to treat Hamaspik Medicare Select members.
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Important Information:

This information is not a complete description of benefits. Please review the
Evidence of Coverage for a detailed description of all covered services. Call
Member Services at 1-888-426-2774 for more information. TTY users can call
711. The calls to these numbers are free.

Our Member Service Department is available 7 days a week, from 8:00 a.m. to
8:00 p.m., October 1, 2022, through March 31, 2023. From April 1, 2023, through
September 30, 2023, our Member Service Department will be available Monday
through Friday, 8:00 a.m. to 8:00 p.m.

Member Services also has free language interpreter services available for non-
English speakers.

ATTENTION: If you speak Spanish, language assistance services, free of
charge, are available to you. Call 1-888-426-2774 (TTY: 711)

ATENCION: Si habla espafiol, los servicios de asistencia de idiomas, de forma
gratuita, estan disponibles para usted. Llame al 1-888-426-2774 (TTY: 711)

Hamaspik Medicare Select is an HMO D-SNP with a Medicare contract.
Enrollment in Hamaspik Medicare Select depends on contract renewal. Hamaspik
Medicare Select is a Medicare Advantage plan sponsored by Hamaspik, Inc.

Please visit our website at www.hamaspik.com for additional information about
Hamaspik Medicare Select. The website includes more information about this
plan, as well as links to our Provider and Pharmacy Directory, Formulary List of
Covered Drugs and the Evidence of Coverage.

If you want to know about the services that are covered and the cost of Original
Medicare, please review the current version of the Medicare and You Handbook.
You can find this online at www.medicare.gov or you can call 1-800-MEDICARE
(1-800-633-4227) to request a copy of the handbook. TTY users should call
1-877-486-2048.
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Hamaspik Medicare Select — Covered Benefits
Premiums, copays, coinsurance, and deductibles

may vary based on your Medicaid eligibility and/or

the level of Extra Help you receive.

Plan Benefits

What You Pay for Services

How Much is Your
Monthly Plan
Premium?

You do not pay a plan premium. You
must continue to pay your Part B
premium.

How Much is the
Plan Deductible?

In 2022, Hamaspik Medicare Select has a

plan deductible of $233. This amount may

change for 2023. We will update this
information when it becomes available.

Please note that for members with Medicaid,

this amount is covered by your Medicaid
benefits.

Your Maximum
Out-of-Pocket
Responsibility

Like all Medicare plans, Hamaspik
Medicare Select protects you by having
a yearly limit on your out-of-pocket
costs for hospital and medical care.

If you reach the $8,300 limit on out-of-
pocket costs, you keep getting covered
hospital and medical services. We will pay
the full cost for your services for the rest of
the year.

Inpatient Hospital
Coverage

(continued on
next page)

You are covered for inpatient acute care,
inpatient rehabilitation, long-term care
hospitals and other types of inpatient
hospital services.

Depending on your level of income and
Medicaid eligibility, in 2022, you may pay
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Hamaspik Medicare Select — Covered Benefits

Plan Benefits

What You Pay for Services

Inpatient Hospital
Coverage
(continued)

the following amounts for each benefit
period:

e $0 or $1,556 deductible for each benefit
period,

e Days 1-60: $0 coinsurance per day for
each benefit period.

e Days 61-90: $0 or $389 coinsurance per
day for each benefit period.

e Days 91 and beyond: $0 or $778 coinsurance
per each "lifetime reserve day" after day 90
(up to 60 days over your lifetime).

e Each day after lifetime reserve days: All costs

These amounts may change in 2023. If they
change, we will update this information.

A benefit period begins the day you go into a
hospital or skilled nursing facility. The benefit
period ends when you haven't received any
inpatient hospital care (or skilled care in a
Skilled Nursing Facility) for 60 days in a row. If
you go into a hospital or a skilled nursing
facility after one benefit period has ended, a
new benefit period begins.

Authorization is required, except when the
admission is the result of an emergency or
urgently needed services.
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Hamaspik Medicare Select — Covered Benefits

Plan Benefits

What You Pay for Services

Outpatient Hospital
Coverage

Depending on your level of income and
Medicaid eligibility, you pay 0% or 20% of
the cost for each Medicare-covered
outpatient hospital service and outpatient
hospital observation service.

Observation services are hospital
outpatient services provided to determine
if you need to be admitted as an inpatient
or can be discharged.

We cover medically-necessary services
you get in the outpatient department of a
hospital for the diagnosis or treatment of
an illness or injury.

Authorization is required.

Outpatient
Surgery

Depending on your level of income and
Medicaid eligibility, you pay 0% or 20% of
the cost of an ambulatory surgical center
or outpatient hospital facility visits.

Authorization is required.

Doctor Visits
(Primary Care
Providers and
Specialists)

Depending on your level of income and
Medicaid eligibility, you pay 0% or 20% of
the cost for primary care, providers and
specialists for doctor visits.

Additional telehealth services are covered
for physician services. Telehealth services
allow members to access services remotely
while your provider manages your care.
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Plan Benefits

What You Pay for Services

Preventive Care

(continued on
next page)

You are covered for the following Medicare
preventive care services. You pay 0% for
these services.

Abdominal aortic aneurysm screening

Alcohol misuse counseling

Bone mass measurement

Breast cancer screening (mammaogram)

Cardiovascular disease (behavioral therapy)

Cardiovascular screenings

Cervical and vaginal cancer screening

Colorectal cancer screenings (Colonoscopy,

Fecal occult blood test, Flexible sigmoidoscopy

Depression screening.

Diabetes screenings

HIV screening

Medical nutrition therapy services

Obesity screening and counseling

Other Medicare-Covered Preventive Services

Prostate cancer screenings (PSA)

Sexually transmitted infections screening and

counseling

e Tobacco use cessation counseling (counseling
for people with no sign of tobacco related
disease)

e Vaccines, including Flu shots, Hepatitis B shots,

and Pneumococcal shots

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

In addition, depending on your level of
income and Medicaid eligibility, you pay
0% or 20% of the cost for other Medicare
covered preventive services including;
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Hamaspik Medicare Select — Covered Benefits

Plan Benefits

What You Pay for Services

Preventive Care
(continued)

e Glaucoma Screening

e Diabetes Self-Management Training
e Barium Enemas

e Digital Rectal Exams

e EKG following Welcome Visit

Emergency Care

You are covered for services that are given
by a provider who is trained to provide
emergency care services, and needed to
evaluate or stabilize an emergency medical
condition.

Depending on your level of income and
Medicaid eligibility, you pay 0% or 20% of the
cost of emergency care and post stabilization
care, up to $95 per visit for Medicare-covered
emergency care. The coinsurance is waived if
you are admitted to the hospital within 48
hours of the emergency room visit.

You are covered for up to $50,000 in
worldwide emergency and urgent care
coverage when you travel outside the United
States and its territories. There is no
copayment or coinsurance for this benefit.

Urgently Needed
Services

(continued on
next page)

Urgently needed services are provided to
treat a non-emergency, unforeseen medical
illness, injury, or condition that requires
immediate medical care.

Depending on your level of income and
Medicaid eligibility, you pay 0% or 20%
coinsurance for Medicare covered urgently
needed services. The maximum amount
you will pay is $60 per visit.
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Hamaspik Medicare Select — Covered Benefits

Plan Benefits

What You Pay for Services

Urgently Needed
Services (continued)

If you are admitted to the hospital with 48
hours of your urgent care visit, the
coinsurance will be waived.

You are covered for up to $50,000 in
worldwide emergency and urgent care
coverage when you travel outside the
United States and its territories. There is no
copayment or coinsurance for this benefit.

Diagnostic Services,
Labs, and Imaging
(including diagnostic tests
and procedures, labs,
diagnostic radiology,

and X-rays)

Depending on your level of income and
Medicaid eligibility, you pay 0% or 20%
coinsurance for Medicare covered:

Diagnostic procedures and tests
Lab Services

Diagnostic radiology services
X-rays

Routine lab tests do not require prior
authorization. Authorization is required for
certain diagnostic procedures, genetic testing
procedures and other diagnostic procedures.

Hearing Services

Diagnostic hearing and balance evaluations
performed by your provider to determine if you
need medical treatment are covered as
outpatient care when furnished by a physician,
audiologist, or other qualified provider.

Depending on your level of income and
Medicaid eligibility, you pay 0% or 20%
coinsurance for Medicare covered hearing
exams.

Additional hearing exams and hearing aids
may be covered by your Medicaid benefits.
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Hamaspik Medicare Select — Covered Benefits

Plan Benefits

What You Pay for Services

Dental Services

Depending on your income and level of Medicaid
eligibility, you pay 0% or 20% of the cost for
Medicare covered dental services.

Authorization is required.

In general, preventive dental services (such as
cleaning, routine dental exams, and dental x-
rays) are not covered by Medicare. These
services may be covered by your Medicaid
benefits.

Vision Services

Depending on your income and level of
Medicaid eligibility, you will pay 0% or 20%
of the cost for Medicare covered vision
benefits.

Covered services include:

e Outpatient physician services for the diagnosis
and treatment of diseases and injuries of the
eye, including treatment for age-related macular
degeneration.

e For people who are at high risk of glaucoma, we
will cover one glaucoma screening each year.

e For people with diabetes, screening for diabetic
retinopathy is covered once per year

e One pair of eyeglasses or contact lenses after
each cataract surgery that includes insertion of
an intraocular lens

In addition to the Medicare covered services
listed above, you may receive:

e One routine eye exam every two years.

e One pair of eyeglasses or contact lenses every
two years. Coverage is limited to $200.

e Upgrades for eyeglasses are covered, up
to a benefit limit of $200 every two years.
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Hamaspik Medicare Select — Covered Benefits

Plan Benefits

What You Pay for Services

Mental Health Services:

Inpatient Mental
Health Services

Covered services include mental health care
services that require a hospital stay.
Medicare beneficiaries are covered for up to
190 days of inpatient psychiatric hospital
services during your lifetime. The 190-day
limit does not apply to inpatient mental health
services provided in a psychiatric unit of a
general hospital.

Depending on your level of income and
Medicaid eligibility, in 2022, you may pay
the following amounts for each benefit
period.

e $0 or $1,556 deductible for each benefit
period,

e Days 1-60: $0 coinsurance per day for
each benefit period.

e Days 61-90: $0 or $389 coinsurance per
day for each benefit period.

e Days 91 and beyond: $0 or $778 coinsurance
per each "lifetime reserve day" after day 90
(up to 60 days over your lifetime).

e Each day after lifetime reserve days: All costs

These amounts may change in 2023. If they
change, we will update this information.

You may be covered for inpatient psychiatric
days from Medicaid.

Except in an emergency, authorization is
required for inpatient mental health services.
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Hamaspik Medicare Select — Covered Benefits

Plan Benefits

What You Pay for Services

Outpatient Mental Health
Services

Outpatient Covered Mental Health Services
include services provided by a state-licensed
psychiatrist or doctor, clinical psychologist,
clinical social worker, clinical nurse
specialist, nurse practitioner, physician
assistant, or other Medicare-qualified mental
health care professional.

You pay 0% or 20% of the cost for
Medicare-covered individual or group
therapy visits and sessions.

Additional telehealth services are covered
for individual and group sessions for mental
health specialty services. Telehealth
services allow members to access services

remotely while your provider manages your
care.

Other Covered Services

Skilled Nursing Facility
Services

(continued on
next page)

Youare covered for skilled nursing care
andrehabilitation services provided on a
continuous, daily basis, in a skilled
nursing facility.

An inpatient hospital stay prior to nursing
home admission is not required, in order for
you to receive coverage.

Depending on your level ofincome and
Medicaid eligibility, you may pay the
following per benefit period.
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Hamaspik Medicare Select — Covered Benefits

Plan Benefits

What You Pay for Services

In 2022, the amounts you pay are:
e Days 1-20 $0 for each benefit period

e Days 21-100: $0 or $194.50 coinsurance

per day of each benefit period
e Days 101 and beyond: all costs

These amounts may change next year. We

will update this information when it becomes

available.

A “benefit period” starts the day you go into
a hospital or SNF. It ends when you go for
60 days in a row without hospital or skilled
nursing care. If you go into the hospital after
one benefit period has ended, a new benefit
begins. There is no limit to the number of
benefit periods you can have.

Rehabilitation Services

Depending on your level of income and
Medicaid eligibility, you pay 0% or 20% of
Medicare covered:

¢ Physical therapy

e Speech therapy

e Occupational therapy

Authorization is required.

Cardiac, Rehabilitation,
Pulmonary
Rehabilitation, and
Supervised Exercise
Therapy (SET) for
Symptomatic Peripheral
Artery Disease (PAD)
Services

Depending on your level of income and
Medicaid eligibility, you pay 0% or 20% of
the cost for these Medicare-covered
services.

Authorization is required.
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Hamaspik Medicare Select — Covered Benefits

Plan Benefits

What You Pay for Services

Ambulance

Ambulance services include air and ground
ambulance services to the nearest appropriate
facility that can provide care, only if your
medical condition is such that other means of
transportation could endanger your health.

Depending on your level of income and
Medicaid eligibility, you pay 0% or 20% for
Medicare-covered ambulance benefits. The
coinsurance will not be waived if you are
admitted to a hospital.

Authorization is required, except in an
emergency.

Transportation

Other transportation services are not
provided by the plan.

Medicare Part B Drugs

You are covered for:
e Medicare covered Part B
Chemotherapy/Radiation Drugs
e Other Medicare Part B Drugs

Authorization is required. Some drugs also
require step therapy.

Wellness Programs

You are covered for:

e The Hamaspik Nurse Hotline, which is
available at night, and on weekends and
holidays, when the care management offices
are closed.

e Fitness Benefits which include:

o Participation in one of our contracted
gyms and fitness centers throughout the
service area and nationally.
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Plan Benefits

What You Pay for Services

o Exercise classes, including live on-line
classes and thousands of on-line videos.

o One home fitness kit, from a selection of
wearable fitness trackers, weights, or
yoga equipment.

o One-on-one coaching sessions by phone.

There is no copayment for these services.

Over-the-Counter
Health Products

We cover a maximum of $158.00 every month
for OTC products. The types of products that
may be purchased using this benefit are
approved by CMS. Any unused portion of the
benefit each month does not carry over to the
subsequent time period.

The benefit is administered using a pre-loaded
debit card, which is valid for purchase at plan
approved retail locations.

Special Supplemental
Benefits for Members

Healthy Food and
Produce

with Chronic llinesses:

Eligible members may use $60.00 every month
of their “Over the Counter (OTC)” benefit, for the
purchase of healthy food and produce.

If you have been diagnosed with three or more
chronic conditions, you may be eligible for the
‘healthy food and produce” benefit. Eligibility will
be determined based on information provided by
your physician(s) and your annual Health Risk
Assessment.

The benefit will be administered using a pre-
loaded debit card, which is valid for purchase at
plan approved retail locations.

There is no cost to you for these products.
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Plan Benefits What You Pay for Services

Medicare Part D Prescription Drug Coverage

Hamaspik Medicare Select covers your Medicare prescription drugs, also
known as “Part D.” You can obtain your medications at any of the thousands
of pharmacies in our network, including all major drug store chains and
independent pharmacies. Or you can order your medications to be delivered
to your home. Coverage includes a drug list (or “formulary”) that includes both
generic and brand name drugs, in all drug categories covered by Medicare.

Important Message About What You Pay for Vaccines — Our plan covers
most Part D vaccines at no cost to you, even if you haven’t paid your
deductible. Call Member Services for more information.

Important Message About What You Pay for Insulin — You won’t pay more
than $for a one-month supply of each insulin product covered by our plan, even
if you haven'’t paid your deductible. Please note that if you receive “extra help”
with your prescription drug costs, you will pay the amounts that are outlined
below (and in Chapter 6 of your Evidence of Coverage).

Below is a summary of costs for your prescription drug coverage.

Deductible Stage Members with Medicaid coverage do not
pay a deductible.

Depending on your level of extra help, you
may be required to pay the first $505 in
prescription drug costs.

Initial Coverage Depending on yourincome and institutional
Stage: status, you will pay one of the following:

For generic drugs (including brand name
drugs treated as generic), you will pay:

e $0o0r

e $1.45 copay or

e $4.15 copay or

e 159% coinsurance

-25



Hamaspik Medicare Select — Covered Benefits

Plan Benefits

What You Pay for Services

For brand name and all other drugs: you
will pay:

e $0o0r

e $4.00 copay or

e $10.35 copay or

e 15% coinsurance

(If you do not receive “extra help” you will
pay 25% coinsurance for all drugs.)

Catastrophic Coverage
Stage

The catastrophic coverage stage begins
after your yearly out-of-pocket drug costs
reach $7,400. If you reach this stage, the
plan will pay most of the costs of your drugs
for the rest of the calendar year (through
December 31,2023).

Depending on the level of “extra help”
that you receive, you pay $0 or 5% of the
cost, for all drugs.
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The following services are covered by your Medicaid benefits. ot

Hamaspik Medicare Select will help you to coordinate your benefits,
including the following services that are paid for by Medicaid.

HAMASPIK, INC.

e Medicare cost sharing (including copays and deductibles for your Medicare
Part A and Part B services)

e Inpatient mental health care, over the Medicare 190-day lifetime limit

e Dental care

e Vision care

e Hearing exams and hearing aids (including repairs and batteries)

e Skilled nursing facility care, for days that are not covered by Medicare, including
long term care services

e Home health care services, including skilled services that are not covered by Medicare

e Personal care services

e Consumer directed personal assistance services (CDPAS)

e Private duty nursing services

e Social work services

¢ Non-emergency transportation (to medical appointments)

e Additional medical and surgical supplies that are not covered by Medicare

e Medicaid-covered nutritional services

e Enteral and parenteral formula

e Personal emergency response systems (PERS)

e Adult day health care programs

e Home and community-based mental health programs, for individuals with serious
mental illness

e Methadone maintenance treatment programs

e Residential treatment programs for substance use

e Home and community-based services, for individuals with intellectual and
developmental disabilities

e Directly-observed therapy for individuals with tuberculosis

e Assisted living programs

Please contact member services if you have questions about your Medicaid services.
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Hamaspik Medicare Select complies with applicable federal civil rights laws and does not discriminate
on the basis of race, color, national origin, age, disability, or sex. Hamaspik Medicare Select does not
exclude people or treat them differently because of race, color, national origin, age, disability, or sex.
Hamaspik Medicare Select:
¢ Providesfree aids and servicesto people with disabilities to communicate effectively with us, such
as qualified sign language interpreters and written information in other formats (large print,
accessible electronic formats, otherformats).
¢ Providesfreelanguage servicesto people whose primarylanguageis notEnglish, suchas
qualified interpreters and information written in other languages.

If you need these services, contact Member Services at 888-426-2274. From October 1 to March
31, you can call us 7 days a week from 8 a.m. to 8 p.m. From April 1 to September 30, you can
call us Monday through Friday from 8 a.m. to 8 p.m. TTY users, please call 711.

If you believe that Hamaspik Medicare Select has failed to provide these services or discriminated in
anotherway on the basis of race, color, national origin, age, disability, or sex, you can file a grievance by
calling Member Services and telling them you need help filing a grievance. Hamaspik Medicare
Select’'s Member Services is available to help you. You can also send your grievance to:

Hamaspik Medicare Select
Attn: Grievance and Appeals
58 Route 59, Suitel

Monsey, NY 10952

You can alsofile a civil rights complaintwith the U.S. Department of Health and Human Services, Office
for Civil Rights. You can file your complaint electronically through the Office for Civil Rights
Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.

You can also file a grievance 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

Telephone: 1-800-368-1019 (TTY: 1-800-537-7697)

Complaint forms are available at www.hhs.gov/ocr/office/file/index.html
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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 1-888-426-2774. (TTY, call 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 1-888-426-2774. (TTY 711.) Alguien que hable espafiol le podra
ayudar. Este es un servicio gratuito.

Chinese Mandarin: ZAT5E 0L B FIIENR S5, HS IDAEIR 255 THEERE 25 W BRI (R T BE 0], A RAG T 4
HEREIR S, VEECH 1-888-426-2774, (TTY 711) HAIR9 b SCLAE A BAUREE WG,  1X0E— 5% 9 Ik

%

Chinese Cantonese: &¥H (1) Heu ey trlg nTaEAF A Bef, Rt IR O e Bl s, s ai
AP, GECH 1-888-426-2774. (TTY 711) Bfaih SCiy N Bl 4R 2 G T2 0R R0, 58 7 — B ik

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
1-888-426-2774. (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
guestions relatives a notre régime de santé ou d'assurance-médicaments. Pour accéder au
service d'interprétation, il vous suffit de nous appeler au 1-888-426-2774. (TTY 711) Un
interlocuteur parlant Francais pourra vous aider. Ce service est gratuit.

Vietnamese: Chung t6i cé dich vu théng dich mién phi dé tra 18i cac cu hdi vé chuang sirc
khoe va chuong trinh thu6c men. N€u qui vi can théng dich vién xin goi 1-888-426-2774 sé
c6 nhan vién noi ti€ng Viét giup d3 qui vi. Pay la dich vu mién phi . (TTY 711)

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem
Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-888-426-2774.
(TTY 711) Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: BAh:= o7 WYl = oFF Bd w3 Ao ga =gjax 78 5 AH|=E Algsta
AsFUTh E An|2E o] &5t M8l 1-888-426-2774 Moz FolF FAA Q. ol s dhe
A mop B AQYH o] AHAs FRE FgEYth (TTY 711

Russian: Ecnu y BaCc BO3HMKHYT BOMPOCbl OTHOCUTENbHO CTPaxoBOro Man MeanKameHTHOro
nnaHa, Bbl MOXeTe BOCMNO/1Ib30BaTbCs HaWMMKM 6ecnnaTHbIMW yCNyramMn nepeBoavymkoB. YTobbl
BOCMO/b30BaTbCs yCAyramMy nepesogyunka, no3BoHuUTe HaMm no tenedoHy 1-888-426-2774.
(TTY 711) Bam oKaxeT NOMOLLb COTPYAHMK, KOTOPbI FOBOPUT MO-pycCcKW. [laHHasa ycnyra
6ecnnaTHas.



Arabic: o« aa e o Jpanll Lal 450Y) Jsoa o daalls hesi diuf (5l e Dl Lalaall (558l an jiall cilaad aa8s L)
A pall Saaty be il asian [1-2774-426-888] Ao b Juai¥) (5 g clile duilas daad oda clideluay, (TTY 711)

Hindi: AR WA I1 &l &1 AIeHT & aR H 310 el +f Uy & Srare & & fere sHR U o gHIa
JaT IUAS §. Th GHTT T & & foIT, o 8H 1-888-426-2774 WR Wi HY. I3 Afad off fg-al Sierdl &
3! Aeg HR Jhdl §. I8 U Tud JaT . (TTY 711)

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-
888-426-2774. (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
guestdo que tenha acerca do nosso plano de saude ou de medicacdo. Para obter um
intérprete, contacte-nos através do numero 1-888-426-2774. (TTY 711) Ird 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 1-888-
426-2774. (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 ttumacza znajacego jezyk polski, nalezy zadzwoni¢ pod numer 1-888-426-2774. (TTY
711) Ta ustuga jest bezptatna.

Japanese: il D (EEELRRR & G AL E T T S ICBET 2 SHEMICBE 2T 720 10, EROEFRY

—EZAHN FTTEWET, HRE THIC L 512X, [1-888-426-2774] IC BHEE 72 & v, HARGEZ a6
FTANEP LB LET, 2B — 2T, (TTY711)



