Summary of Benefits

SCAN Embrace (HMO-POS I-SNP)
Maricopa and Pima Counties

January 1, 2025 — December 31, 2025

SCAN Embrace (HMO-POS I-SNP) is an HMO plan and is a Point of Service (POS) plan with a Medicare contract. Enrollment
in SCAN Desert Health Plan depends on contract renewal. You must continue to pay your Medicare Part B premium.

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” by calling our Member Services Department
at the phone number listed in this document or online at www.scanhealthplan.com.
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SUMMARY OF BENEFITS

JANUARY 1, 2025 - DECEMBER 31, 2025

In-Network Services

Out-of-Network Services

Monthly Health Plan
Premium

Plan Deductible

Maximum
Out-of-Pocket
Responsibility (this
does not include
prescription drugs)

Inpatient Hospital
Coverage

Outpatient Hospital
Services

o Ambulatory Surgical

Center

o Qutpatient Hospital

e Observation
services

Doctor Visits
e Primary Care

o Specialists

Preventive Care

$0

$0

$1,500

$150 copay per day for
days 1-5

$0 for days 6-90.
Unlimited days per
admission

$0-$50 copay per visit

$0-$100 copay per visit
$0

$0
$0

$0

$0

$0

$1,500

Not covered

Not covered

Not covered

Not covered

Not covered

$10 copay per visit

Not covered

You must continue
to pay your Medicare
Part B premium.

This plan does not have
a deductible.

The most you pay for
copays and coinsurance
for Medicare-covered
medical services for the
year.

Prior authorization rules
may apply.

Prior authorization rules
apply for outpatient
hospital services.

Prior authorization
rules apply for specialist
visits.

Prior authorization rules
apply.



In-Network Services

Out-of-Network Services

Emergency Care

Urgently Needed
Services

Diagnostic Services/
Labs/Imaging

e Lab services

» Diagnostic tests and
procedures

o Qutpatient X-rays

e Therapeutic
radiology

» Diagnostic radiology
(e.g., MRI, CT)

$120 copay per visit

$0

$0
$0

$0
$60 copay per visit

$0-$125 copay per visit

Not covered

Not covered

$0
$0

$0
$60 copay per visit

$0-$125 copay per visit

The emergency room
copay will be waived

if you are immediately
admitted to the hospital.
You are covered for
worldwide emergency
services at Original
Medicare reimbursable
rates.

You are covered for
worldwide urgent care
services at Original
Medicare reimbursable
rates.

Prior authorization rules
apply for diagnostic, lab,
and imaging services.



In-Network Services

Out-of-Network Services

Hearing Services

e Medicare-covered
diagnostic hearing
and balance exam

e Non-Medicare-
covered (routine)
hearing exam

¢ Non-Medicare-
covered (routine)
hearing aids

Dental Services

e Medicare-covered
dental services

$0

$0 for up to 1 visit every
12 months

$450 copay per aid for
a TruHearing Advanced
hearing aid or $750
copay per aid for a
TruHearing Premium
hearing aid

You are covered for up
to 2 hearing aids every
12 months

$0

$0

Not covered

Not covered

$0

Prior authorization rules
apply for Medicare-
covered diagnostic
hearing and balance
exams.

You must go to a SCAN-
contracted provider to
obtain a routine hearing
exam and hearing aids.

Prior authorization rules
apply for Medicare-
covered dental services.



In-Network Services Out-of-Network Services
* Non-Medicare- Dental Plan AZC73+EPO You must go to a SCAN-
covered (routine) contracted dental
dental services provider to obtain
o covered services.
— Dental exams $0 up to 2 visits every Not covered
12 months Once you have reached
) o your coverage limit, you
— Dental cleanings $0 up to 2 visits every Not covered will be responsible for
12 months any remaining costs.
— Dental X-rays $0 up to 2 visits every Not covered
12 months
— Diagnostic $0-$5 copay Not covered
services
- Preventive $0-$80 copay Not covered
services
— Restorative $8-$395 copay Not covered
services
- Endodontic $5-$395 copay Not covered
services
— Periodontics $0-$380 copay Not covered
- Prosthodontics $25-$395 copay Not covered
fixed
- Prosthodontics $13-$395 copay Not covered
removable
- Oral and $0-$140 copay Not covered
maxillofacial
surgery
- Adjunctive $0-$125 copay Not covered
services




In-Network Services

Out-of-Network Services

Vision Services

o Medicare-covered
vision exam to
diagnose/treat
diseases of the eye

e Medicare-covered
glasses after
cataract surgery

¢ Non-Medicare-
covered (routine)
vision exam

+ Non-Medicare-
covered (routine)
vision coverage limit

Mental Health Services

« Inpatient visit

o Qutpatient
individual/group
therapy visit

o Qutpatient
individual/group
therapy visit with a
psychiatrist

Skilled Nursing Facility

$0

$0

$0 for up to 1 visit every
12 months

You are covered for

up to $375 for frames,
lenses, and lens options
or contact lenses every
12 months

$150 copay per day for
days 1-5

$0 for days 6-90

$0

$0

$0 for days 1-100

$0

$0

Not covered

Not covered

Not covered

$10 copay per visit

$10 copay per visit

Not covered

Prior authorization rules
apply for Medicare-
covered vision exam
and glasses after
cataract surgery.

Routine vision services
do not require prior
authorization.

You must go to a SCAN-
contracted vision
provider to obtain
routine vision services.

Prior authorization
rules apply for
inpatient mental health
hospitalization. You
are covered for up to
90 days per benefit
period.*

Prior authorization rules
apply for outpatient
individual/group therapy
visits.

Prior authorization rules
apply for skilled nursing
facility services. You

are covered for up to
100 days per benefit
period.*

No prior hospitalization
is required.

*A benefit period begins the day you go into a hospital or SNF. The benefit period ends when you haven't
received any inpatient hospital or SNF care for 60 days in a row.



In-Network Services

Out-of-Network Services

Physical Therapy

Ambulance

Transportation
(Non-Medicare-
covered — routine)

Medicare Part B Drugs

$0

$200 copay per
one-way trip

$0 for up to 56 one-way
trips per year

You may use up to 28

of your 56 one-way
trips to non-medical
destinations (grocery
store, health club, or
senior center) per year.
This is an SSBCI benefit.
Members must meet
qualifying conditions.T

50-mile limit applies to
each one-way trip

$0 for select nebulized
medications and
$0-20% of the
Medicare-approved
amount for Part B
chemotherapy and
other Part B drugs

No more than $35 for

a one-month supply

of a Part B insulin
furnished through an
item of durable medical
equipment, such as a
medically necessary
insulin pump

Not covered

Not covered

Not covered

Not covered

Prior authorization rules
apply for outpatient
physical therapy
services.

Prior authorization
rules apply for non-
emergency and air
ambulance services.

Prior authorization
rules apply for routine
transportation services.

You must use a SCAN-
contracted provider

to obtain routine
transportation services.

Prior authorization rules
apply to select drugs.



OUTPATIENT PRESCRIPTION DRUGS (PART D DRUGS):
SCAN EMBRACE

You pay the following:

Part D Deductible $0
Retail Mail-Order
Preferred Standard Preferred Standard
30-day 100-day 30-day 100-day 100-day 100-day
supply supply supply supply supply supply
Initial Coverage Stage
Tier 1
(Preferred Generic) $0 $0 $0 $0 $0 $0
Tier 2
Insulin $0 $0 $0 $0 $0 $0
Tier 3
(Preferred
Brand)
Other Drugs $42 $126 $43 $129 $126 $129
Tier 4 0, o, 0, o, 0, o,
(Non-Preferred Drug) 50% 50% 50% 50% 50% 50%
Tier 5 o Not o Not Not Not
(Specialty Tier) 33% available 33% available available available

Catastrophic Coverage Stage

After your yearly out-of-pocket drug costs reach $2,000, you pay $0 for all covered prescription drugs for the
remainder of the year.




You won't pay more than $0 for a one-month supply of each insulin product covered by our plan on our “Drug List”
(Formulary), no matter what cost-sharing tier it's on. You won't pay more than $35 for a one-month supply of each insulin
product covered through a coverage determination, appeal, or transition. During the Catastrophic Coverage Stage, you
pay $0 for all covered insulin products.

Most adult Part D vaccines, including shingles, tetanus and travel vaccines, are covered by our plan at no cost to you

across all Part D benefit stages. Refer to your plan’s “Drug List” (Formulary) or contact Member Services for coverage
and cost-sharing details about specific vaccines.

Some of our network pharmacies have preferred cost-sharing. You may pay less for certain drugs if you use these
pharmacies. Your cost-sharing may vary depending on the pharmacy you choose (e.g., Preferred Retail, Standard Retail,
Preferred Mail-Order, Standard Mail-Order, Long Term Care (LTC), Home infusion, etc.) or whether you receive a one-
month or a three-month supply or when you enter another phase of the Part D benefit or if you receive “Extra Help." For
more information, please call our Member Services at the number provided in this document or access your Evidence
of Coverage online. If you reside in a long-term care facility, your cost-sharing for a 31-day supply is the same as at a
standard retail pharmacy for a 30-day supply. You may get drugs from an out-of-network pharmacy, but may pay more
than you pay at an in-network pharmacy.



ADDITIONAL BENEFITS

Plans may offer supplemental benefits in addition to Part C benefits and Part D benefits.

In-Network Services

Out-of-Network Services

Acupuncture Services

e Medicare-covered
acupuncture care

Chiropractic Services

» Medicare-covered
chiropractic care

HEALTHteci

e Technology support
to help you access
your health care
information

Home Health Care
(Medicare-covered)

In-Home Support
Services

$0

$0

$0

$0

$0

120 hours for personal
in-home care after a
hospitalization

$10 copay

Not covered

Not covered

Not covered

Not covered

Prior authorization rules
apply.

Prior authorization rules
apply.

Prior authorization rules
apply.

Prior authorization rules
apply.



In-Network Services

Out-of-Network Services

Medical Equipment/
Supplies

e Durable Medical
Equipment (e.g.,
wheelchairs,
oxygen)

 Prosthetics (e.g.,
braces, artificial
limbs)

o Diabetic supplies

e Continuous Glucose
Monitors

$0 for items $0-$499

20% of the total cost for
items $500 or more

$0 for items $0-$499

20% of the total cost for
items $500 or more

$0

$0 at the pharmacy or
DME provider

Not covered

Not covered

Not covered

Not covered

Prior authorization
rules apply for covered
durable medical
equipment, prosthetic
devices, and certain
diabetic supplies.

SCAN covers diabetic
supplies such as
glucose monitors, test
strips, and control
solution from a select
manufacturer. Lancets
are also covered and
are available from all
manufacturers.

Freestyle Libre and
Dexcom CGMs are
covered at contracted
pharmacies. Other
CGM manufacturers are
available at contracted
DME providers.

Prior authorization rules
apply.



In-Network Services

Out-of-Network Services

Telehealth Services

¢ Urgent Care and
Mental Health

$0

Not covered

Urgent Care:

A licensed health care
professional in the
comfort of your own
home. This benefit is
for non-life threatening
conditions such as, but
not limited to, cough,
flu, nausea, sore throat,
fever and allergies.

Visits with providers

can be conducted by
telephone or secure
video capabilities from
your computer or smart
phone. Telehealth is not
intended to replace your
primary care doctor or
specialist.

Behavioral Health:

This benefit allows you
to connect with licensed
Psychologists, Master’s
level therapists, or
Psychiatrists via video
visits 7 days a week by
appointment.

Behavioral telehealth
visits with practitioners
can be conducted

by secure video
capabilities from your
computer, tablet, or
smart phone. Behavioral
telehealth is not
intended to replace your
medical groups mental
health provider.



In-Network Services

Out-of-Network Services

Over-the-Counter
(OTC) Products

Dental, Vision, Hearing
Allowance

$200 per quarter

$150 per year

Not covered

Not covered

You receive a quarterly
allowance to be used
for eligible OTC items
in-store at CVS retailers
or home delivery.

Unused balances will be
carried over to the next
quarter, but will not roll
over to the following
year.

You receive a $150
allowance annually for
your dental, vision,
and/or hearing

needs. You can
choose to spend it on
out-of-pocket costs or
additional services.



ADDITIONAL DETAILS AND CONTACT INFORMATION

SCAN EMBRACE

Who can join? You must:

- have both Medicare Part A and Part B

- live in the plan service area (Maricopa and Pima
Counties, Arizona)

- be a United States citizen or be lawfully present in
the United States

Phone Number (Members) 1-855-650-7226
Phone Number (Non-Members) 1-877-814-7226

Calling this number will direct you to a
licensed insurance agent.

TTY 1
Hours of Operation October 1 to March 31:
8 am to 8 pm, 7 days a week

April 1 to September 30:
8 am to 8 pm, Monday through Friday

Messages received on holidays and
outside of our business hours will be
returned within one business day.

Website www.scanhealthplan.com

SCAN Embrace has a network of doctors, hospitals, pharmacies, and other providers. If you use the providers that are
not in our network, the plan may not pay for these services.

To get more information about the coverage and costs of Original Medicare, look in your current “Medicare & You"
handbook. View it online at https://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 call 1-877-486-2048.

This information is not a complete description of benefits. Call 1-855-650-7226 (TTY: 711) for more information.

TEligibility for this benefit is not based solely on chronic conditions. All applicable eligibility requirements must be
met before the benefit is provided. Qualifying chronic condition(s) required to be eligible for the SSBCI benefit include
cardiovascular disorders, chronic heart failure, diabetes, cancer, chronic lung disorders. Other chronic conditions may
apply. Medical records will be used to establish qualifications for the benefit.

You can get prescription drugs shipped to your home through our network mail-order delivery program. Express Scripts
Pharmacy®™ is our Preferred mail-order pharmacy. While you can fill your prescription medications at any of our network
mail-order pharmacies, you may pay less at the Preferred mail-order pharmacy. Typically, you should expect to receive
your prescription drugs within 14 days from the time that Express Scripts mail-order pharmacy receives the order. If you
do not receive your prescription drug(s) within this time, please contact SCAN Desert Health Plan’s Member Services

at 1-855-650-7226, 8 am to 8 pm, 7 days a week from October 1 to March 31. From April 1 to September 30, hours are

8 am to 8 pm Monday through Friday (messages received on holidays and outside of our business hours will be returned



within one business day). TTY: 711. For your mail-order prescriptions, you have the option to sign up for an automatic
refill program by contacting Express Scripts Pharmacy at 1-866-553-4125, 24 hours a day, 7 days a week. TTY users call
711. You may opt out of automatic deliveries at any time. Other pharmacies are available in our network.



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:

1-877-814-7226
TTY users call 711

October 1 to March 31
8 am to 8 pm, 7 days a week

April 1to September 30
8 am to 8 pm, Monday through Friday

Messages received on holidays and outside of our
business hours will be returned within one business day.

O 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.scanhealthplan.com or call 1-877-814-7226 to view a copy of the EOC.

[0 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.

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

O Review the Formulary to make sure your drugs are covered.

O 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.

O Benefits, premiums and/or copayments/co-insurance may change on January 1, 2026.

O 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).

O This plan is a chronic condition special needs plan (C-SNP). Your ability to enroll will be based
on verification that you have a qualifying specific severe or disabling chronic condition.



SCAN Desert Health Plan complies with applicable federal civil rights laws and does not
discriminate, exclude people, or treat them differently on the basis of, or because of, race, color,
national origin, age, disability, or sex. SCAN Desert Health Plan provides free aids and services to
people with disabilities to communicate effectively with us, such as qualified sign language
interpreters, and written information in other formats (large print, audio, accessible electronic
formats, other formats).

SCAN Desert Health Plan provides free language services to people whose primary language is
not English, such as qualified interpreters and information written in other languages. If you need
these services, contact SCAN Member Services.

If you believe that SCAN Desert Health Plan has failed to provide these services or discriminated
in another way on the basis of race, color, national origin, age, disability, or sex, you can file a
grievance in person, by phone, mail, or fax, at:

SCAN Desert Health Plan

Attention: Grievance and Appeals Department
P.O. Box 22616

Long Beach, CA 90801-5616

SCAN Member Services
PHONE: 1-855-650-7226
FAX: 1-562-989-0958
TTY: 711

Or by filling out the “File a Grievance” form on our website at:
https://www.scanhealthplan.com/contact-us/file-a-grievance

If you need help filing a grievance, SCAN Member Services 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 https://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, D.C. 20201

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

Complaint forms are available at https://www.hhs.gov/civil-rights/filing-a-complaint/index.html.

You can also file a civil rights complaint with the California Department of Health Care Services,
Office of Civil Rights by phone, in writing, or electronically:
e By phone: Call 1-916-440-7370. If you cannot speak or hear well, please call 711
(Telecommunications Relay Services).
e In writing: Fill out a complaint form or send a letter to:
Deputy Director, Office of Civil Rights
Department of Health Care Services
Office of Civil Rights
P.0O. Box 997413, MS 0009
Sacramento, CA 95899-7413
Complaint forms are available at http://www.dhcs.ca.gov/Pages/Language Access.aspx.
e Electronically: Send an email to CivilRights@dhcs.ca.gov




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 1-855-650-7226. Someone who speaks
English 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,
llame al 1-855-650-7226. Alguien que hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Cantonese (Traditional): i {FiH2 (e &y IR - DURE MR (R s ae =1 &1
AIREA MR R - AIFRIEIS AR - 558 EE 1-855-650-7226 Hifis&T(M - FefMA g iy L
EANBRDUR R EED) - B —HEERE -

Chinese Mandarin (Simplified): FRATIR MG 2 (1) LI PEAR DS, DU S0 FRAT T £ R B 24 it Rl T
BEAH MR R A IR DRSS, 155 1-855-650-7226 Ik R A1 Tl 1A 2 Ui H S0 T4
NAAT OSSR B . o — 05 97 IR 55 .

Vietnamese: Chung t6i c6 dich vu thong dich mién phi dé tra I&i bat ky cau hoi quy vi co thé co6 vé
chwong strc khée va chwong trinh thu6e men. Dé dwoc théng dich, chi can goi theo s6
1-855-650-7226. Nguwoi néi Tieng Viét co thé tro giup quy vi. Pay la dich vu mién phi.

Tagalog: Mayroon kaming mga libreng serbisyo ng interpreter upang masagot ang anumang
katanungan ninyo hinggil sa aming planong pangkalusugan o panggamot. Upang makakuha ng
interpreter, tawagan lamang kami sa 1-855-650-7226. Maaari kayong tulungan ng isang
nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

Korean: WAL o) & 1 g Wi oFF walo] $d A%o] Ha) malix) Fr o ulas
A-gskal dsH Tk T AHl2E o] &ateH 3} 1-855-650-7226 H O & T,] 3] 4] /\] <3
Sl 2 s B ATt B9 =Y AU o] Aul st FrE Sy,
Armenian: Unnnonipjut Jud ntnkph épwgnph yEkpwpkpyu npiik hwpg wnwowbiwnt ntwypnid
Jwpnn Ep oquyt) mdwp pupgquuiswljut Swnwynipiniuhg: Fupguwtsh Swnwynipiniihg
oquulknt hwdwp quiquihwpk p 1-855-650-7226 htnwjunuwhwdwpny: 2kq Joquh huykpkiht
nhpwybnnn Ukp wolpwnwlhgp: Ownwynipiniut widdwn k:
Persian: Andla e sl g la by ilags el 33y ea 5 Caul Wﬁg\yﬁquﬁj\qdﬁ_}\)e)ﬁaauasu da g
e )4 a8 padid 3,50 (ulad 1-855-650-72260 s Ly CasdlS Lah 23Sl 50 an i 4S O (512 a0 Gy 2080
il By g s S ) S S L Ay 231 55 e 02 e Camaa
Russian: Ecnn y Bac BO3HMKHYT BONPOCbI OTHOCUTENBHO NiiaHa MeauLMHCKOro obcnyxmnsaHus
nnu obecneyeHns nekapcTBEHHbIMU NpenapaTaMu, Bbl MOXeTe BOCMNOMb30BaTbLCA HaLLMMU
HecnnatHbIMK ycnyramm nepesBoymMKoB. YTobbl BOCMONb30BaTLCSA yCyraMmu nepeBoaumka,

No3BOHUTE HaM No Homepy 1-855-650-7226. Bam okaxxeT NOMOLLb COTPYAHUK, KOTOPbIN rOBOPUT
Ha pycckom asbike. [JaHHaa ycnyra 6ecnnaTtHas.

Japanese: Yt DOWEFIRIR & LTI T T AT 5 THEMICBEX T D 71 (2, RO EER Y —
ERAEZZHELTOWET, @A  ZHHICA H121, 1-855-650-7226 I BEEEL 178, AAGE
RETANEDIEW L LET, ZUEEROY— B A TT,
Arabic: Slo Jpanll ol all Jsan o Lmaall lithay sheii clal Al (gf e D dlaall 558 an siall ciladd a0 L
fine Lsay i yall Cany Le i o s . 1-855-650-7226:301 e Ly Juai¥) (5 gm0 clile Gl ¢(5 )58 an ia
Adilaall daadll sda
Punjabi: A1 fAg3 #Af Tl WnaT 910 3973 fan < Aesi 1 Aere < B8 A3 3% Hg3 TITHMM
A I& | et TIHAT YU3 G95 B, TH AT 1-855-650-7226 '3 IS IJ | At fomarst 7 Uarst
%1 J, §7 393 Hew od AawT J| feg g Heg3 Ae J|



Mon-Khmer, Cambodian:

RS SINHR{ USRI UNUE SIS SASIBHISWN UMK UHRNGEISHAUSMN
ginsmiBusivaubngq i8gjsgucn SgRusiiu mSiswngingumitbigmuiuinug

1-855-650-72264 BN SIATS USUNWMANISIHNGHWIMNMAHERT SY N mfgiS:B8anigis

Hmong: Peb muaj cov kev pab cuam txhais lus los teb koj cov lus nug uas koj muaj txog ntawm
peb lub phiaj xwm kho mob thiab tshuaj kho mob. Kom tau txais tus kws txhais lus, tsuas yog hu
peb ntawm 1-855-650-7226. Muaj gee tus neeg hais lus Hmoob tuaj yeem pab tau koj. Qhov no
yog kev pab cuam pab dawb.

Hindi: AR ¥R I1 &dl 1 Aol & dR H 3MMyeh fbat Hi g% & Sfare 1 o forg gHR I Jud
SUTTET Tamd Iuas §. T U UTtd R & oy, S99 8 1-855-650-7226 TR I &Y. hls fad
Gﬁ%r_ﬁW%WHddWHdel% HEWHCH@IGT%

Thai: infiEnesnamiiienendassdasing o Finneafifeaiuusuguamuasdundanssmae
mmmmﬂmam*mmuimimmmmmwmﬂLm 1-855-650-7226

k% v Y a =B 0

Wnthilunie ineasduglisnistes lilan1da0ale o

~ @ o o a & o ) a o @
Lao: wonNcSIDNIMVINIVVIOWIFTILE (WDNDLSHITIILNNIVDINFTDHNIONUIZ:WIV §) (C@LNIVEIZDY
o~ hH o -~ ' N A o -~ H &
WONCST. (WBSLCSIVIVWIFT, WIYCCRNMIWONCSINCT 1-855-650-7226. LIFOVUWCONWITINO
F7090900U1ILG. DVCCLVLNIVOSNIVLSS.

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes vos
qguestions relatives a notre régime de santé ou d'assurance-médicaments. Pour accéder au service
d'interprétation, il vous suffit de nous appeler au 1-855-650-7226. Quelqu'un parlant francais
pourra vous aider. Ce service est gratuit.

German: Unser kostenloser Dolmetscherservice beantwortet Ihre Fragen zu unserem
Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-855-650-7226. Man
wird Ihnen dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande sul
nostro piano sanitario e farmaceutico. Per usufruire di un interprete, contattare il numero
1-855-650-7226. Un nostro incaricato che parla Italiano Le fornira I'assistenza necessaria.

E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretagao gratuitos para responder a qualquer questao
que tenha acerca do nosso plano de saude ou de medicacdo. Para obter um intérprete,
contacte-nos através do numero 1-855-650-7226. Ira encontrar alguém que fale portugués para

o ajudar. Este servico é gratuito.

French Creole: Nou genyen sévis entéprét gratis pou reponn tout kesyon ou ta genyen konsénan
plan sante oswa medikaman nou yo. Pou w jwenn yon enteprét, jis rele nou nan

1-855-650-7226. 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 lekéw. Aby skorzysta¢ z pomocy
ttumacza znajgcego jezyk polski, nalezy zadzwoni¢ pod numer 1-855-650-7226. Ta ustuga jest
bezptfatna.

Hmong-Mien: Peb muaj kev pab cuam txhais lus pub dawb los teb cov lus nug uas koj muaj txog
ntawm peb lub phiaj xwm kev noj gqab haus huv los sis phiaj xwm tshuaj kho mob. Kom tau txais
tus kws txhais lus, tsuas yog hu peb ntawm 1-855-650-7226. Muaj tus neeg hais lus Hmoob tuaj
yeem pab tau koj. Qhov kev pab cuam no yog pab dawb xwb.

Ukrainian: Mu Hagaemo 6e3koLITOBHI MOCMNYrK YCHOro nepeknazaya, Skui BianoBicTb Ha Byab-sKi
BaLli 3anUTaHHA WOAO HaLOoro nnaHy MeanyHoro obcnyropyBaHHsi abo nikapCbkoro
3abesneveHHs. LLlo6 oTpumaT nocnyrn nepeknagaya, npocTo 3atenedoHynTe Ham 3a HOMepPoOM
1-855-650-7226. Bam Mmoxxe JONOMOrTY NIOANHA, sika BONOAIE YKpalHCbKOK MOBO. Lis nocnyra
GesKoLToBHa.




