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This booklet gives you a summary of what we cover and what you pay. It doesn’t list every
service we cover or list every limitation or exclusion. To get a complete list of services, cost
shares and exclusions, please refer to our Evidence of Coverage, which can be found online at
BravenHealth.com/2023EQCO06. Or, you can call us at 1-833-272-8360 (TTY 711) to request a
mailed copy. Hours of operation are: October 1 — March 31: Monday — Sunday, from 8:00 a.m.
to 8:00 p.m., ET and April 1 —September 30: Monday — Friday, from 8:00 a.m. to 8:00 p.m., ET.

If you are a member of this plan, call toll-free 1-833-272-8360 (TTY 711).

If you are not a member of this plan, call toll-free 1-833-713-1313 (TTY 711).

About our plan

Braven Medicare Choice (PPO) is a Medicare Advantage PPO plan with a Medicare contract.

To join this plan, you must be entitled to Medicare Part A, be enrolled in Medicare Part B and
live in one of the following counties: Atlantic or Cape May county.

Visit BravenHealth.com for more information.

Network providers and pharmacies

Braven Medicare Choice (PPO) has a network of doctors, hospitals, pharmacies and other
providers. If you use the providers in our network, you may pay less for your covered services.
But if you want to, you can also use providers that are not in our network. You can search for a
network provider online at doctorfinder.bravenhealth.com.

You must generally use network pharmacies to fill your prescriptions for covered Part D Drugs.
You can search for a network pharmacy online at bravenhealth.com/find-network-pharmacies.

You can always call us and we will send you a copy of the provider directory and pharmacy
directories.

For coverage and costs of Original Medicare, look in your “Medicare & You 2023” 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.



https://bravenhealth.com/2023EOC06
https://bravenhealth.com/
https://doctorfinder.bravenhealth.com/dhf_search
https://bravenhealth.com/members/prescription-drug-information
http://www.medicare.gov/

Premiums and Benefits Braven Medicare Choice (PPO)

Monthly Plan Premium SO per month
In addition, you must keep paying your Medicare Part B
premium.

Annual Medical Deductible S0 per year

Maximum Out-of-Pocket e 56,900 per year for services you receive from in-network
Responsibility providers.

(does not include e 510,000 per year for services you receive from in-
prescription drugs) network 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 for the
rest of the year. Our plan also has a benefit-specific coverage
limit for select benefits. For coverage limit details, see Chapter
4, Medical Benefits Chart (what is covered and what you pay), in

your 2023 Evidence of Coverage.

Covered Benefits Braven Medicare Choice (PPO)

NOTE: Services with a  may require prior authorization.

Inpatient Hospital Coverage! Our plan covers an unlimited number of days for an inpatient
hospital stay.
In- and Out-of-network:
e $350 copayment per day for days 1 through 5
e S0 copayment per day for days 6 and beyond

Outpatient Hospital and In-network:
Observation Coverage?! e S$300 copayment
Out-of-network:
e $400 copayment

Ambulatory Surgical Center?! e In-network: $250 copayment
e Out-of-network: $350 copayment
Doctor Visits! Primary Care Physician:

e In-network: SO copayment

e Qut-of-network: $10 copayment
Specialists:

e In-network: $20 copayment

e Qut-of-network: $30 copayment




Covered Benefits

Braven Medicare Choice (PPO)

NOTE: Services with a ! may require prior authorization.

Preventive Care °

In-network: SO copayment
Out-of-network: $10 copayment

Our plan covers many preventive services, including:

Abdominal aortic aneurysm screening

Alcohol misuse screening and counseling

Annual wellness visit

Bone mass measurement

Breast cancer screening (mammogram)

Cardiovascular disease Intensive Behavioral Therapy (IBT)
Cardiovascular disease screenings

Cervical and vaginal cancer screening

Colorectal cancer screenings (colonoscopy, fecal occult blood
test, flexible sigmoidoscopy)

Depression screening

Diabetes screenings

Diabetes self-management training (DSMT)

Glaucoma screening

Hepatitis B and Hepatitis C virus screening

HIV screening

Lung cancer screening

Medicare Diabetes Prevention Program (MDPP)

Medical nutrition therapy services

Obesity screening and counseling

Prostate cancer screenings (PSA)

Sexually transmitted infections screening and counseling
Smoking and Tobacco use cessation counseling (counseling for
people with no sign of tobacco-related disease)

Vaccines, including Pneumonia, Flu shots, Hepatitis B, COVID-
19 and other vaccines

“Welcome to Medicare” preventive visit (one-time)

Any additional preventive services approved by Medicare during the
contract year will be covered. Flu shot, Hepatitis B, Pneumonia, and
COVID-19 vaccines are SO copayment in-and out-of-network.

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.




Covered Benefits Braven Medicare Choice (PPO)

NOTE: Services with a ! may require prior authorization.

Emergency Care $95 copayment (worldwide)
Copayment waived if admitted to a hospital within 24 hours for
the same condition. See the “Inpatient Hospital Coverage”
section of this booklet for other costs.

Urgently Needed Services e 540 copayment
e $95 copayment for worldwide coverage
Copayment waived if admitted to a hospital within 24 hours for
the same condition. See the “Inpatient Hospital Coverage”
section of this booklet for other costs.

Diagnostic Services/ Labs/ Diagnostic Colonoscopy:
Imaging® e In-network: SO copayment
e Out-of-network
o $50 copayment in an office or freestanding
facility
o $110 copayment in an outpatient hospital
Diagnostic Mammogram:
e In-network: SO copayment
e OQut-of-network:
o $60 copayment in an office or freestanding
facility
o $190 copayment in an outpatient hospital
Diagnostic radiology services (such as MRIs, CT scans):
¢ In-network:
o $40 copayment in an office or freestanding
facility
o S$165 copayment in an outpatient hospital
e Out-of-network:
o $60 copayment in an office or freestanding
facility
O $190 copayment in an outpatient hospital
Lab Services:
e In-network:
o S0 copayment
e Out-of-network:
o $20 copayment at an office
o S50 copayment at an outpatient hospital




Covered Benefits Braven Medicare Choice (PPO)

NOTE: Services with a ! may require prior authorization.

Diagnostic Services/ Labs/ Diagnostic tests and procedures:
Imaging?® e In-network:
o SO copayment at an office
o $30 copayment at a freestanding facility
o S50 copayment at an outpatient hospital
e Out-of-network:
o S$50 copayment at an office
o $110 copayment at an outpatient hospital
Therapeutic Radiology:
¢ In- and out-of-network: 20% of the cost
X-Rays:
e In-network:
o S0 copayment at an office
o $30 copayment at all other places of service
e Out-of-network: $45 copayment

Hearing Services Exam to diagnose and treat hearing and balance issues:

e In-network: $20 copayment

e OQut-of-network: $30 copayment

Routine hearing exam (1 per year):

e In-network: SO copayment

e Out-of-network: $30 copayment

e Call HearUSA to schedule your visit with an in-network
provider. Your provider must submit claims to HearUSA for
any in-network and out-of-network routine hearing exams.

Fitting/Evaluation for hearing aid (1 per year):

e In-network: SO copayment

e Out-of-network: $30 copayment

e Call HearUSA to schedule your visit with an in-network
provider. Your provider must submit claims to HearUSA for
any in-network and out-of-network fitting/evaluation for
hearing aid.

Our plan covers up to $1,250 every year for hearing aids. Plan
covers $750 toward the purchase of a hearing aid for one ear and
$500 toward the purchase of a hearing aid for the second ear.
Member is responsible for payment beyond the $1,250 coverage
limit. One (1) year supply of batteries are included.

e You can obtain hearing aids from any HearUSA in-network
provider at a discount. If you obtain hearing aids from an
out-of-network provider, submit your request to HearUSA
for reimbursement up to a $1,250 coverage limit




Covered Benefits Braven Medicare Choice (PPO)

NOTE: Services with a ! may require prior authorization.

Dental Routine dental services (preventive/diagnostic):
¢ In- and Out-of-network:
o SO0 copayment for cleaning (up to 3 per year)
o SO0 copayment for fluoride treatment (1 every 6

months)

o S0 copayment for a full mouth x-ray (1 every 3
years)

o SO0 copayment for bitewing x-ray (1 every 6
months)

o SO0 copayment for oral exam (up to 3 per year)
Comprehensive dental services (restorative, endodontics,
periodontics and simple extractions):

e In- and Out-of-network:
o 50% coinsurance
o $1,000 coverage maximum per year (Coverage
maximum does not apply to preventive and
diagnostic services)
Medicare-covered dental services:
e In- and Out-of-network: 20% of the cost

Vision Services Routine eye exam (1 every year):
e In-network: SO copayment
e Qut-of-network: $30 copayment
Eyeglasses or contact lenses after cataract surgery:
e In- and Out-of-network: SO copayment
Glaucoma screening:
e In-network: SO copayment
e Qut-of-network: $10 copayment
Exam to diagnose and treat diseases and conditions of the eye
e In-network: $20 copayment
e Out-of-network: $30 copayment
Diabetic retinal exam:
e In-network: SO copayment
e Qut-of-network: $30 copayment
Our plan covers up to $200 every two years for eyeglasses or
contact lenses not associated with cataract surgery. Available
in- or out-of-network. Funds will be available on the Braven
Health+ Smart Card. Member is responsible for payment
beyond $200 coverage limit.




Covered Benefits

Braven Medicare Choice (PPO)

NOTE: Services with a ! may require prior authorization.

Mental Health Services!

Inpatient:
¢ In- and Out-of-network:
o $374 copayment per day for days 1 through 5
o SO0 copayment for days 6 through 90
e Our plan covers up to 190 days in a lifetime for inpatient
mental health care in a psychiatric hospital.
Outpatient individual or group therapy office visit:
e In-network: $40 copayment
e Out-of-network: $50 copayment

Skilled Nursing Facility
(SNF)?

In-network:

e S0 copayment for days 1 through 20

e 5196 copayment for days 21 through 100
Out-of-network:

e 20% of the cost per stay
Our plan covers up to 100 days per benefit period. A new
benefit period begins each time you have not been readmitted
to a SNF for 60 consecutive days since your last discharge. Each
benefit period begins with the Day 1 copayment or coinsurance
listed above. There is no annual limit to the number of benefit
periods.

Physical Therapy*

e In-network: $20 copayment per visit
e Out-of-network: $30 copayment per visit

Ambulance?

In-network (one way):
e Ground ambulance (one way): $250 copayment
e Air ambulance (one way): $250 copayment
Out-of-network (one way):
e Emergency ground ambulance (one way): $250
copayment
e Emergency air ambulance (one way): $250 copayment
e Non-emergency ground/air ambulance (one way): 20%
of the cost

Transportation

Non-Medicare covered transportation benefit offered as part of
$275 Flex Benefit Allowance. Must use preferred vendor.

Medicare Part B Drugs

For Part B drugs such as chemotherapy drugs or other drugs
administered by a doctor:
¢ In- and Out-of-network: 20% of the cost




Covered Benefits

Braven Medicare Choice (PPO)

NOTE: Services with a ! may require prior authorization.

Annual Physical Exam

e In-network: SO copayment
e Qut-of-network: $10 copayment

Cardiac Rehab

Cardiac (heart) rehab services (for a maximum of 2 one-hour
sessions per day for up to 36 sessions during a 36-week period):
e In-network: $10 copayment
e Out-of-network: $20 copayment

Chiropractic Care

Manipulation of the spine to correct a subluxation (when 1 or
more of the bones of your spine move out of position):

e In-network: $20 copayment

e Out-of-network: $30 copayment

Fitness Benefit

Our plan covers up to $200 yearly towards a gym membership
(also includes yoga studio), home fitness (virtual fitness programs)
or fitness equipment (hand-held free weights, exercise bands or
yoga mat). Funds will be available on the Braven Health+ Smart
Card.

Flex Benefit

Our plan covers up to $275 yearly for the following items/services
(combined): WW®(Weight Watchers), acupuncture visits,
nutritional/dietary classes or counseling, bathroom safety devices,
therapeutic massage, an activity tracker, additional hours of in-
home support services (provided by Papa) and/or health-related
transportation (Uber or Lyft). Funds will be available on the Braven
Health+ Smart Card.

Foot Care (podiatry services)

For Medicare-covered foot exams and treatment:
e In-network: $20 copayment
e Out-of-network: $30 copayment

Home Health Care?

e In-network: SO copayment
e OQut-of-network: $10 copayment

Hospice

S0 copayment for hospice care from a Medicare-certified hospice.
You may have to pay part of the cost for drugs and respite care.
Hospice is covered by Original Medicare, not our plan. Please
contact us for more details.




Covered Benefits

Braven Medicare Choice (PPO)

NOTE: Services with a ! may require prior authorization.

In-Home Support Services

SO copayment for in-home support services including, but not
limited to: transportation for grocery shopping, medication pick
up, and doctor's appointments, technical guidance, reminders,
light house help, light exercise and activity. Limited to 36 hours per
year. Additional hours can be purchased using the Flex Benefit
allowance. Must use our preferred vendor, Papa.

Kidney Education Services

e In-network: SO copayment
e Out-of-network: $10 copayment

Meals — Home Delivered

S0 copayment for meals following any inpatient surgery or
discharge from an inpatient hospital stay. Limited to 28 home-
delivered meals per surgery or discharge.

Medical Equipment/

Durable Medical Equipment and related medical supplies

Supplies? (wheelchairs, oxygen equipment, etc.):
e 20% of the cost
Prosthetic devices (braces, artificial limbs, etc.):
e 20% of the cost
Diabetic supplies and services (test strips are limited to Ascensia
and LifeScan products when obtained from the pharmacy):
e In-network: SO copayment
e Qut-of-network: 20% of the cost
Diabetes self-management training:
e In-network: SO copayment
e Out-of-network: $10 copayment
Nurse Line SO copayment for a 24/7 toll-free Nurse Line, a confidential service

that enables the member to speak with a registered nurse to assist
with health-related questions and concerns.

Outpatient Rehabilitation?!

Occupational therapy office visit:
e In-network: $20 copayment
e Out-of-network: $30 copayment
Speech and language therapy office visit:
e In-network: $20 copayment
e Qut-of-network: $30 copayment

Outpatient Substance Use !

e In-network: $40 copayment for individual or group sessions
e Out-of-network: $50 copayment for individual or group
sessions




Covered Benefits

Over-the-Counter (OTC)
Allowance

NOTE: Services with a ! may require prior authorization.

Braven Medicare Choice (PPO)

Our plan provides a $70 allowance every quarter (up to $280
annually) toward the purchase of personal health items from our
participating retailers. The quarterly allowance does not carry over
from quarter to quarter. Funds will be available on the Braven
Health+ Smart Card.

Partial Hospitalization
Services?

e In-network: $60 copayment
e Out-of-network: $70 copayment

Pulmonary Rehabilitation

e In-network: $10 copayment
e Qut-of-network: $20 copayment

Renal Dialysis

e In-network: 20% of the cost

e OQut-of-network: 20% of the cost

e Cost sharing on laboratory services associated with dialysis
in outpatient hospital setting is waived.

Special Supplemental Benefit
for Chronically Il (SSBCI)

For members with certain chronic conditions who are enrolled in a
Braven Health Case Management program, our plan provides $75
per quarter to purchase groceries (food and produce) at
participating retailers. Unused dollars do not carry over from
guarter to quarter. Funds will be available on the Braven Health+
Smart Card. The benefits mentioned are a part of special
supplemental program for the chronically ill. Not all members
qualify.

Supervised Exercise Therapy
(SET) for Symptomatic
Peripheral Artery Disease
(PAD)

e In-network: $20 copayment
e Qut-of-network: $30 copayment

Telehealth

SO copayment for urgently needed services and behavioral health.
Must use our preferred vendor.




Prescription Drugs

Braven Medicare Choice (PPO)

Deductible Phase

SO per year for Tiers 1, 2 and 6.
$150 per year for Tiers 3, 4 and 5 only.

Initial Coverage Phase Standard Pharmacy | Preferred Mail Standard Mail
One-month supply | Order Order Three-month
Three-month supply
supply
Tier 1: Preferred Generic SO copayment SO copayment SO copayment
Tier 2: Generic S8 copayment $12 copayment $24 copayment
Tier 3: Preferred Brand $47 copayment $141 copayment $141 copayment
Tier 4: Non-Preferred Drug $100 copayment $300 copayment $300 copayment
Tier 5: Specialty Tier 30% of the cost Not offered Not offered
Tier 6: Select Care Drugs S0 copayment S0 copayment S0 copayment

If you reside in a long-term care facility, you will pay the same copayment as you would at a
retail pharmacy for up to a one-month supply.

You may get drugs from an out-of-network pharmacy. You will pay the same copayment as you
would at a retail pharmacy for up to a one-month supply. Some of our network mail order
pharmacies have preferred cost-sharing. Costs may differ based on mail order pharmacy type.

Coverage Gap Phase

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 25% of the
plan’s cost for covered generic drugs until your costs total
$7,400.

Catastrophic Coverage Phase

After your yearly out-of-pocket drug costs (including drugs
purchased through your retail pharmacy and through mail
order) reaches $7,400, you pay the greater of:
e 5% of the cost, or
e 54.15 copayment for generic (including brand drugs
treated as generic) and a $10.35 copayment for all other
drugs.

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, even if you haven’t paid your deductible.

Part D Senior Savings
Program

Our plan participates in the Part D Senior Savings Model. This
means that, for insulins covered on Tier 3 or Tier 5 of our plan
formulary, you pay no more than a $35 copayment for a one-
month supply during the deductible, initial coverage, and
coverage gap phases. Catastrophic coverage phase cost shares

still apply.




Out-of-network/non-contracted providers are under no obligation to treat plan members,
except in emergency situations. Please call our customer service number or see your Evidence
of Coverage for more information, including the cost-sharing that applies to out-of-network
services.

Braven Health has a Medicare contract to offer HMO and PPO Medicare Advantage and
Medicare Advantage with Prescription Drug plans, including group Medicare Advantage and
group Medicare Advantage with Prescription Drug plans. Enrollment in Braven Health’s
products depends on contract renewal. Products are provided by Braven Health, an
independent licensee of the Blue Cross Blue Shield Association. The Blue Cross® and Blue
Shield® names and symbols are registered marks of the Blue Cross Blue Shield Association. The
Braven Health®™ name and symbols are service marks of Braven Health. ©2022 Braven Health.
Three Penn Plaza East, Newark, New Jersey 07105.
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HEALTH

2023 Braven Health"
Summary of Benefits Update

Important Message About What You Pay for Part B Drugs.

Effective April 1, 2023, Braven Health Medicare Plus (HMO), Braven Medicare
Choice (PPO) Braven Medicare Freedom (PPO), and Braven retiree employer group
plans, select Part B drugs will have a reduced coinsurance. Part B drugs are generally
administered by a health care professional. The select Part B drugs are chosen by
Centers for Medicare and Medicaid (CMS) and are subject to change four times a year.

Important Message About What You Pay for Part B Insulin Products.

Effective July 1, 2023, CMS requires all Medicare Advantage plans to cover Part B
insulin at no more than $35 for a one-month supply. There is no change to Braven
Health Medicare Plus (HMO), Braven Medicare Choice (PPO), Braven Medicare
Freedom (PPO), and Braven retiree employer group plans. You will pay no more
than $35 for a one-month supply of insulins covered under Part B drugs.

Out-of-network/non-contracted providers are under no obligation to treat plan members, except in
emergency situations. Please call our customer service number or see your Evidence of Coverage for
more information, including the cost-sharing that applies to out-of-network services. Braven Health has
a Medicare contract to offer HMO and PPO Medicare Advantage and Medicare Advantage with
Prescription Drug plans. Enrollment in Braven Health’s products depends on contract renewal. Products
are provided by Braven Health, an independent licensee of the Blue Cross Blue Shield Association. The
Blue Cross® and Blue Shield® names and symbols are registered marks of the Blue Cross Blue Shield
Association. Braven Health’® name and symbols are service marks of Braven Health. © 2023 Braven
Health, Three Penn Plaza East, Newark, New Jersey 07105. (0223)
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Braven-

HEALTH
Notice of Nondiscrimination

Braven Health complies with applicable Federal civil rights laws and does not discriminate against nor
does it exclude people or treat them differently on the basis of race, color, gender, national origin,
age, disability, pregnancy, gender identity, sex, sexual orientation or health status in the
administration of the plan, including enrollment and benefit determinations. Braven Health provides
free aids and services to people with disabilities (e.g. qualified language interpreters and information
in other formats) and to those whose primary language is not English (e.g. information in other
languages) to communicate effectively with us.

Contacting Member Services

Call Member Services at 1-844-498-9393 (TTY 711) or the phone number on the back of your member
ID card, if you need the free aids and services noted above and for all other Member Services issues,
including:

Claim, benefits or enrollment inquiries

Lost/stolen ID cards

Address changes

Any other inquiry related to your benefits or health plan

Filing a Section 1557 Grievance

If you believe that Braven Health has failed to provide the free communication aids and services or
discriminated against you for one of the reasons described above, you can file a discrimination
complaint also known as a Section 1557 Grievance. Braven Health’s Civil Rights Coordinator can be
reached by calling the Member Services number on the back of your member ID card or by writing to:

Braven Health

Civil Rights Coordinator

Three Penn Plaza East, PP-12L
Newark, NJ 07105-2200

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:

Office for Civil Rights Headquarters

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019 or 1-800-537-7697 (TDD)

OCR Complaint forms are available at www.hhs.gov/ocr/office/file/index.html.

Para ayuda en espanol, llame a 1-844-498-9393 (TTY 711).
Y0159_ECN007353B_C
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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 1-844-498-9393. 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, por favor llame al 1-844-498-9393. Alguien que hable espafiol le
podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: 1R H R ZNERRS |, HPEBEXRTREIAVRENVTME [, IREEEHIIRS , B
B8 1-844-498-9393, HKIIMNHP N THEARBRREHE, XR—MEFRRS.

Chinese Cantonese: ¥R MW REREYRBIEFERME , ALRMREHEENDE RE. NEBERYE
1-844-498-9393, EFIEPNMAEREERTRMUER, E R—EHEAERK.
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 1-844-498-
9393. Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

3
&

>

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 1-844-498-9393.
Un interlocuteur parlant Francais pourra vous aider. Ce service est gratuit.

Vietnamese: Chung t6i c6 dich vy thong dich mién phi dé tra 1&i cac cau hdi vé churong strc khde va chuong trinh thuéc men. Néu
qui vi can thong dich vién xin goi 1-844-498-9393 s& c6 nhan vién ndi tiéng Viét gitip d& qui vi. Day la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem Gesundheits- und Arzneimittelplan.
Unsere Dolmetscher erreichen Sie unter 1-844-498-9393. Man wird lhnen dort auf Deutsch weiterhelfen. Dieser Service ist
kostenlos.

Korean: A= Q2 EE EE= &FE HEof| &8t 220 Edll E2|0X F &2 84 MH|IAE MS5tD U&LICH &
MH|AE 0|235l2{H T3} 1-844-498-9393 HO 2 E 0|5 FAA|R. E=0{E sl= BEE A7 =oF =3l ZAL|Ct Of

MHAE=E 222 Q=lL|C}

Russian: Eciv y Bac BOSHUKHYT BONPOCbl OTHOCUTEIbHO CTPAX0BOro UAN MeANKAMEHTHOrO M/1aHa, Bbl MOXKeTe BOCN0/1b30BaTbhbCA
Hawwmmm 6ecnaaTHbIMK yCayramm nepeBoaYnKoB. YTobbl BOCNOAb30BATLCA YCAYramMmu NepeBoaunKa, NO3BOHUTE HAaM MO TenepoHy
1-844-498-9393. Bam OKa*KeT MOMOLLb COTPYAHUK, KOTOPbI rOBOPUT NO-PYccKU. [laHHan ycayra becniaTHas.

oo hede Gt 6398 e e Jgmamd) Lpdd Dgs¥1 Jga of dosalls 3lass dlscd (ST e Dl ddlonall (§y98)) predl Slods puds U] :Arabic
Adlore dods 0dd e luay doyall ity bo pascds podia .1-844-498-9393 e Uy JLasyl
Hindi: AR TR I7 &al &1 A1oiT & IR B 37 fat Hft 0% & Sfare &= & fore gHR Uy god gHTirar Jard Suas 8. T
gmﬁmcg&raﬂfrésm,waﬁ 1-844-498-9393 TR ThI- Y. DS ATad Sl [g<| STeTd § SHTIDH! HaG HR Ul 6. I¢ Th
qud T

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 1-844-498-9393. Un nostro incaricato che parla Italianovi fornira
I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servicos de interpretacao gratuitos para responder a qualquer questdo que tenha acerca do nosso
plano de salde ou de medicacdo. Para obter um intérprete, contacte-nos através do nimero 1-844-498-9393. Ird encontrar
alguém que fale o idioma Portugués para o ajudar. Este servico é gratuito.

French Creole: Nou genyen sévis entéprét gratis pou reponn tout kesyon ou ta genyen konsénan plan medikal oswa dwog nou
an. Pou jwenn yon entepret, jis rele nou nan 1-844-498-9393. 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 skorzysta¢ z pomocy ttumacza znajgcego jezyk polski, nalezy zadzwonié pod numer
1-844-498-9393. Ta ustuga jest bezptatna.

Japanese: Y NRE RERBREERALFETSVICHEITZICEBICHEEZATHED 2, EROBRY—ERANHY)
FITETVET, BRECADICHEDICIE, 1-844-498-9393 ICHEBEFELS eV, AXFEFIA BN XBVELE
T, chFEROY—EATT, Y0159_ECNA007272B_C
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