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United
lJ Healthcare
Group Medicare Advantage

P.O. Box 30770
Salt Lake City, UT 84130-0770

Questions?
We’re here to help.

Toll-free 1-866-794-3033
TTY 711

8 a.m.-8 p.m. local time,
Monday-Friday

November 9, 2024 Member ID: I NN

Dear I,

Welcome to UnitedHealthcare. Medicare approved your enroliment in the UnitedHealthcare Group Medicare
Advantage (PPO) plan. We're glad to have you with us.

You can rely on UnitedHealthcare when it matters most, in moments big and small. Review the plan
highlights below to help you get the most out of your membership. The Benefit Highlights document
included with this letter outlines valuable plan benefits and the amount you’ll pay for them. With that, you'll
know just what to expect!

This is where you are:

()
—/

Enroliment You are here Receive your Coverage begins!
approved Review this letter and member ID card Start using your plan
explore your member site in the mail

Your coverage begins January 1, 2025.

Please talk with your plan sponsor if you have questions about your premium amount.
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Your new member ID card will arrive soon
Start using it on January 1, 2025.

Make sure to watch the mail for this envelope. It will have your new UnitedHealthcare member ID card.

You'll need to show your member ID card every time you visit a provider or fill a prescription. You can also
access your card anytime on the UnitedHealthcare app.

Access your plan 24 /7 with an online account

You can easily manage and find answers about your plan on the UnitedHealthcare app or your member site.
If you haven’t already registered, visit retiree.uhc.com/TRB, select Register Now and follow the steps to
create your account and select your communication preferences. You just need your UnitedHealthcare
member ID number (I 2nd an email address to get started.

Here is some of what you can see and do after you register:

Verify your information
Select your mail and text preferences and call us if you need to update your address, phone number or
email address.

Provider search
You have the freedom to see any provider who accepts Medicare and the plan. Network providers are
listed on your member site.

Pharmacies, Drug List and search tool
Make sure your drugs are covered, review any restrictions and find network pharmacies.

Plan documents and coverage information
Review details about your plan including your Evidence of Coverage (EOC) and the Notice of Privacy
Practices.

Health survey
Complete your health survey so we can suggest programs and resources that may help you.

Personal Support Network for Caregivers
Let us know who supports you in your health so we can help support you both.

Print your UnitedHealthcare member ID card
Print a temporary member ID card and request a new one if you need a replacement.

To get a paper copy of your EOC, Provider Directory or Drug List, call the number on the first page of this
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For 24/7 access to your plan information

Scan the QR code with your mobile device to download the
UnitedHealthcare app

Getready to use your new plan

Enjoy the freedom to choose

This plan gives you the flexibility to see providers in or out of the UnitedHealthcare network.
Unlike most PPO plans, with this plan you pay the same cost share whether you get care from
any network or out-of-network provider.

¢ National options. Get network care across the country, including from top doctors and
specialists.” You can also see providers outside our network if they accept Medicare and the
plan.

e Easy access. No referrals, activation or time limits to see network providers anywhere in the
United States.
e Care while traveling. Get network costs when you travel across the country.

e Ever-growing network. Providers may change as we continue to build a quality network for
you. Visit retiree.uhc.com/TRB and select Find Care for up-to-date options.

*Network sizes may vary by market, and exclusions may apply.

Prepare for your prescriptions

Your plan has a comprehensive drug list to help support your health. Visit Pharmacies &
Prescriptions on your member site for details. Here are a few tips to get the most from your drug
coverage:

e Make sure your drugs are covered
Look at the plan’s Drug List (Formulary) to understand if there are restrictions on your drugs.

e Find ways you may save even more money
Check the Savings center for personalized ways you might lower your drug costs.

e Get the medications you take regularly delivered to you through Optum® Home Delivery
Pharmacy
Take advantage of convenient, no-cost shipping to your door. To sign up before January 1,
2025, select Prescription benefits to complete and submit a Home Delivery Enrollment
Form.

Be sure to use a network pharmacy, or the plan may not pay for your prescriptions, except in an
emergency. Find a network pharmacy and manage your drug coverage on the Pharmacies &
Prescriptions page at retiree.uhc.com/TRB.

Use this information to fill a prescription if your member ID card hasn’t arrived when your
coverage starts.
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Member ID: N
RxGroup: I
RxBin: N
RxPCN: I

The Medicare Prescription Payment Plan

If you have high Medicare-covered Part D drug costs, you may want to participate in the Medicare
Prescription Payment Plan. This payment plan spreads your out-of-pocket prescription drug costs
over the rest of the calendar year. For more details, see the Medicare Prescription Payment Plan
information included with this letter.

See if you qualify for Extra Help

People with limited income and resources may qualify for Extra Help. This is a Medicare program
that helps pay for prescription drug costs.

If you qualify:

e Medicare could help pay for your monthly premiums, annual deductibles, and prescription
copays or coinsurance.

e You won’t have a Late Enrollment Penalty (LEP).

e |f you lose Extra Help during the year, you can change plans up to 3 months after you lose it
or after you're notified that you no longer qualify (whichever is later).

You should speak with your former employer or plan sponsor before you change plans. If you
change plans, you may not be able to re-enroll in your group-sponsored plan.

Tip: Many people are not aware they qualify for Medicare’s Extra Help program. If you’d like to
apply or want more information, contact your local Social Security office or call toll-free at
1-800-772-1213. TTY users should call 1-800-325-0778. You can also visit
ssa.gov/medicare/part-d-extra-help.

If you think you qualify but you don't have or can't find proof, please call the number on the first
page of this letter.

Prepare for a UnitedHealthcare HouseCalls® visit

As part of your plan, you have access to a yearly in-home health visit with a licensed health care
practitioner from UnitedHealthcare HouseCalls. This in-home visit comes to you - no need to
travel. The visit is quick to schedule, simple to complete and a great way to stay on top of your
health.

Visit uhchousecalls.com for more information on the program.

Thank you for enrolling in UnitedHealthcare Group Medicare
Advantage (PPO)
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As a UnitedHealthcare member, you can count on a reliable experience for today and tomorrow. If you have
any questions, visit retiree.uhc.com/TRB or the UnitedHealthcare app and select the Chat now button or
call us toll-free at 1-866-794-3033, TTY 711, 8 a.m.-8 p.m. local time, Monday-Friday. This number will also
be on your member ID card.

If you’re looking at this letter for a loved one, we're here to support you too. Ask about our caregiving
resources or visit uhc.com/caregiving.

Sincerely,

The UnitedHealthcare Team

Do we have the right address for you?

If not, please let us know so we can keep you informed about your plan.

Frequently asked questions

An LEP is an amount Medicare adds to your monthly premium. If you have an LEP, you'll need to
pay it for as long as you have Medicare Prescription Drug coverage. This penalty is required by
law. It's designed to encourage people to enrollin a Medicare Drug plan when they are first
eligible.

e What is a Late Enrollment Penalty (LEP)? Will | have to pay one?

You may owe an LEP if:

e You didn’t join a Medicare Drug plan when you were first eligible for Medicare AND

e You didn’t have other prescription drug coverage that met Medicare’s minimum standards
OR

e You had a break in coverage of at least 63 days

We'll send you a separate letter if you owe an LEP. If you had an LEP with your last plan, you'll
also have one with this new plan.

For more information about the LEP, call the number on the first page of this letter. If you still
have questions, you can call Medicare at 1-800-633-4227, TTY 1-877-486-2048, 24 hours a day,
7 days a week.

Can | change plans?
Talk with your plan sponsor before you change plans. You may not be able to re-enroll in your

group sponsored plan if you enroll in another plan. You can change your coverage election each
year during open enrollment, which takes place in the Fall each year. Coverage is effective the
following January 1.
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What if | have Medigap (Medicare Supplemental Insurance) coverage?

Medigap plans don’t work with Medicare Advantage plans. If you have both, your Medigap plan
won'’t cover any of your costs. However, enrolling in this Medicare Advantage plan will not
automatically disenroll you from your Medigap plan. So, now that you're a member of this
Medicare Advantage plan, you should contact your Medigap plan to cancel your policy. If this is
the first time you’ve enrolled in a Medicare Advantage plan, you may have a trial period during
which you can disenroll from this plan and switch back to a Medigap plan.

For more information about Medigap, call Medicare at 1-800-633-4227, TTY 1-877-486-2048,
24 hours a day, 7 days a week, or visit medicare.gov for online help.

What is IRMAA?

The Income-Related Monthly Adjustment Amount (IRMAA) is an amount Social Security
determines you may need to pay in addition to your monthly plan premium if your modified
adjusted gross income on your IRS tax return from two years ago is above a certain limit. This
extra amount is paid directly to Social Security, not to your plan. Social Security will contact you if
you have to pay IRMAA.
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Benefits, features and/or devices may vary by plan/area. Limitations, exclusions and/or network restrictions may apply. This
information is not a complete description of benefits. Contact the plan for more information.

Optum Home Delivery Pharmacy and Optum Rx are affiliates of UnitedHealthcare Insurance Company. You are not required to
use Optum Home Delivery Pharmacy for medications you take regularly. If you have not used Optum Home Delivery Pharmacy,
you must approve the first prescription order sent directly from your doctor to the pharmacy before it can be filled. Prescriptions
from the pharmacy should arrive within 5 business days after we receive the complete order. There may be other pharmacies in
our network.

HouseCalls may not be available in all areas. Reward offerings may vary by plan and are not available in all plans. By participating
in the rewards program or accessing reward funds, you agree to the Rewards Program Terms of Service. Rewards can only be
used by members of UnitedHealthcare Medicare Advantage plans for eligible items at participating merchants and in accordance
with applicable Medicare laws. Rewards funds are not redeemable for cash except as required by law. No ATM access. Rewards
cannot be used to purchase Medicare-covered items or services including medical or prescription drug out-of-pocket costs, or
alcohol, tobacco or firearms. Rewards expire one month after Medicare Advantage plan terminates.

The formulary, pharmacy network, and/or provider network may change at any time. You will receive notice when necessary.

The company does not discriminate on the basis of race, color, national origin, sex, age, or disability in health programs and
activities.

We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or you can ask for an
interpreter. To ask for help, please call the member toll-free phone number listed on your ID card.

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a su disposicidn. Llame al nimero de
teléfono gratuito que aparece en su tarjeta de identificacion.

AR MRIEIRAL (Chinese), HFIREBEAEIRHFE SRR - FRITFEFMIINGRTER B SHERNE -
© 2024 United HealthCare Services, Inc. All Rights Reserved.
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Benefit Highlights

Connecticut Teachers Retirement Board

Effective January 1, 2025 to December 31, 2025

This is a short highlight of your plan benefits and costs. See your Summary of Benefits for more
information. Or review the Evidence of Coverage for a complete description of benefits, limitations,
exclusions and restrictions. Benefit limits and restrictions are combined in and out-of-network.

Plan costs

In-network and out-of-network

Annual medical
deductible

No deductible

Annual medical out-of-
pocket maximum

(the most you pay in a
plan year for

covered medical care)

Your plan has an annual combined in-network and out-of-network
out-of-pocket maximum of $2,000 for this plan year.

Medical benefits

Medical benefits covered by the plan and Original Medicare

In-network and out-of-network

Doctor visits $10 copay
Primary care provider
(PCP)
Specialist $10 copay
Virtual visit $0 copay for designated providers

$10 copay for other providers

Preventive services
Medicare-covered

$0 copay

Inpatient hospital care

$200 copay per stay

Skilled nursing facility
(SNF)

$0 copay per day up to 100 days

Outpatient surgery

$10 copay

Outpatient rehabilitation
Physical, occupational, or
speech/language therapy

$10 copay
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Medical benefits
Medical benefits covered by the plan and Original Medicare

In-network and out-of-network

Outpatient mental health $10 copay
Group therapy

Individual therapy $10 copay

Therapy or office visit $10 copay
with a psychiatrist

Virtual visit $0 copay

Diagnostic $0 copay
radiology services
such as MRls, CT scans

Lab services $0 copay

Outpatient X-rays $0 copay

Therapeutic radiology $0 copay
services such as radiation
treatment for cancer

Ambulance $100 copay
Emergency care $100 copay (worldwide)
Urgently needed $10 copay (worldwide)
services

Additional benefits and programs not covered by Original Medicare

In-network and out-of-network

Routine physical $0 copay, 1 per plan year*

Foot care - routine $10 copay, 6 visits per plan year*

UnitedHealthcare $0 copay for 28 meals, 12 one-way trips, and 6 hours of non-medical
Healthy at Home personal care up to 30 days following all inpatient hospital and SNF

Post-discharge program  stays. Referral required.

Hearing - routine exam  $0 copay, 1 exam per plan year*

Hearing aids Plan pays a $1,500 allowance for hearing aids (combined for both

UnitedHealthcare Hearing ears) every 3 years. Hearing aids purchased outside of
UnitedHealthcare Hearing’s nationwide network are NOT
covered.
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Additional benefits and programs not covered by Original Medicare

In-network and out-of-network

Vision - routine eye $10 copay, 1 exam every 12 months*
exam

Vision - routine eyewear Plan pays $500 combined allowance for eyeglasses and contact
lenses every 24 months. *

Fitness program $0 copay for a standard gym membership at participating locations
Renew Active® by
UnitedHealthcare

Rewards Earn rewards to spend on eligible items like gifts, clothing, groceries
and more.
Personal emergency $0 copay

response system (PERS)

Diabetes Prevention and $0 copay online weight management and healthy lifestyle program
Weight Management
Program

*Benefits are combined in and out-of-network

Good news for 2025

The Coverage Gap, or "donut hole", has been eliminated and your out-of-pocket limit (the amount
you and others on your behalf pay) is $2,000. That means you're more protected from high drug
costs in 2025.

Prescription drugs

Deductible $200 for Part D prescription drugs

Initial Coverage Network pharmacy Mail service pharmacy
(31-day retail supply) (90-day supply)

Tier 1: Preferred Generic 5% coinsurance 5% coinsurance

Tier 2: Preferred Brand' 20% coinsurance 20% coinsurance

Tier 3: Non-preferred 30% coinsurance 30% coinsurance

Drug’

Tier 4: Specialty Tier' 30% coinsurance 30% coinsurance
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Catastrophic Coverage After you and your plan or others on your behalf have paid a
combined total of $2,000 for your prescription drugs, you won’t pay
anything for your Medicare-covered Part D drugs for the rest of the
plan year.

If your plan includes additional prescription drug coverage, you will
continue to pay the cost-sharing amounts from the Initial Coverage
stage for those drugs. Please see your Additional Drug Coverage
list for more information.

! Subject to Medicare guidance, coinsurance may not apply to Part D insulin products. You will pay a maximum of $35
for a 1-month supply of each Part D insulin product covered by our plan even if you haven’t paid your Part D
deductible. Most adult Part D vaccines are covered at no cost to you.

Your plan sponsor offers preferred insulin prescription drugs. Please see your Evidence of Coverage for more
information.

Your plan sponsor offers additional prescription drug coverage. Please see your Additional Drug Coverage list for
more information.

Retiree plan prospects must meet the eligibility requirements to enroll for group coverage. This information is not a
complete description of benefits. Contact the plan for more information. Limitations, copayments, and restrictions may
apply. Benefits, premium and/or copayments/coinsurance may change each plan year.

The Drug List (Formulary), pharmacy network, and/or provider network may change at any time. You will receive
notice when necessary.

Medicare Advantage reward offerings may vary by plan and are not available in all plans. By participating in the
program or accessing rewards funds, you agree to the Rewards Program Terms of Service located on the right side of
the page at myuhcmedicare.com/retiree/rewards. Rewards can only be used by members of UnitedHealthcare Group
Medicare Advantage plans for eligible items at participating merchants and in accordance with applicable Medicare
laws. Rewards funds are not redeemable for cash except as required by law. No ATM access. Fees may apply.
Rewards cannot be used to purchase Medicare-covered items or services, including medical or prescription drug out-
of-pocket costs, or alcohol, tobacco or firearms. The Reloadable Visa® Reward Card may be used for qualified
purchases in the U.S. and District of Columbia. Please contact your program sponsor directly for a full list of qualified
purchases.

Y0066_GRMABH_2025_M UHEX25PP0172458_000
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Medicare Prescription Payment Plan Participation
Request Form

The Medicare Prescription Payment Plan is a voluntary payment option that works with your current
drug coverage to help you manage your out-of-pocket Medicare Part D drug costs by spreading
them across the calendar year (January-December). This payment option might help you
manage your expenses, but it doesn’t save you money or lower your drug costs.

This payment option might not be the best choice for you if you get help paying for your
prescription drug costs through programs like Extra Help from Medicare or a State Pharmaceutical
Assistance Program (SPAP). Call your plan for more information.

Scan this code to save time and complete your request online.

Complete all fields unless marked optional.

First name Last name Middle initial (optional)

Medicare number

Birth date (MM/DD/YYYY) Phone number
( / / ) ( )

Permanent residence street address (don’t enter a P.O. Box unless you're experiencing homelessness)

City County (optional) State ZIP code

Mailing address, if different from your permanent address (P.O. Box allowed)

Address City State ZIP code
UHEX25HM0257220_000 Page 10f 2
Y0066_M3P_C
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Read and sign below

* | understand this form is a request to participate in the Medicare Prescription Payment Plan. My
plan will contact me if they need more information.

* | understand that signing this form means that I’'ve read and understand the form and the terms and
conditions listed below.

* My plan will send me a letter to let me know when my participation in the Medicare
Prescription Payment Plan is active. Until then, | understand that I’'m not a participant in the
Medicare Prescription Payment Plan.

Signature Date

Participation terms and conditions
If your request is approved:

* You will no longer pay the pharmacy when you fill your Medicare-covered Part D prescriptions.
Your plan will pay your cost share and send you a monthly bill.

* You understand that your Medicare Prescription Payment Plan monthly billing amounts may vary.

* You understand that failing to pay your Medicare Prescription Payment Plan monthly bill in full
may result in your removal from the program.

* You may opt out of this program at any time and go back to paying the pharmacy directly for
your Medicare-covered Part D medications. You will still be responsible to pay any outstanding
Medicare Prescription Payment Plan balance.

If you’re completing this form for someone else, complete the section below. Your signature
certifies that you’re authorized under state law to fill out this participation form and have
documentation of this authority available if Medicare asks for it.

Name Address (street, city, state, ZIP code)

Phone number Relationship to participant

( )

How to submit this form
Submit your completed form to:
UnitedHealthcare
P.O. Box 30770
Salt Lake City, UT 84130-0770

Questions? We’re here to help.
Call Customer Service at the toll-free number for members on your member ID card.

Page 2 of 2
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Nondiscrimination notice

Discrimination is against the law. The company complies with applicable federal civil
rights laws and does not discriminate, exclude people, or treat them differently based on
race, color, national origin, age, disability, or sex, including sex characteristics, including
intersex traits; pregnancy or related conditions; sexual orientation; genderidentity, and
sex stereotypes.

If you believe you were treated unfairly because of your race, color, national origin, age,
disability, or sex, you can send a grievance to our Civil Rights Coordinator.

- Email: UHC_Civil_Rights@uhc.com

- Mail:  CivilRights Coordinator
UnitedHealthcare Civil Rights Grievance
P.O.Box 30608, Salt Lake City, UT 84130

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights.

- Online: https://www.hhs.gov/civil-rights/filing-a-complaint/index.html
- Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

« Mail:  U.S. Departmentof Healthand Human Services
200 Independence Ave SW, HHH Building, Room 509F
Washington, D.C. 20201

We provide free auxiliary aids and services to people with
disabilities to communicate effectively with us,such as:

- Qualified American Sign Language interpreters

- Written information in other formats (large print, audio,
accessible electronic formats, other formats)

We also provide free language services to people whose
primary languageis not English,such as:

- Qualified interpreters
- Informationwritten in otherlanguages

If you need these services, please call the toll-free phone
number on your member identification card or listed on
the cover of the booklet (TTY 711).

This notice is available at
https://www.uhc.com/legal/nondiscrimination-and-language-assistance-notices.
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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, please call us using the toll-free number on your member
identification card or listed on the cover of the booklet. Someone who speaks your language can help
you. This is a free service.

Spanish: Contamos con servicios gratuitos de intérprete para responder cualquier pregunta que
pudiera tener sobre nuestro plan de salud o de medicamentos. Para obtener los servicios de un
intérprete, lldamenos al nimero de teléfono gratuito que figura en su tarjeta de identificacion de
miembro o en la portada del folleto. Una persona que habla su idioma podra ayudarle. Es un servicio
gratuito.

Chinese Mandarin: JHMIBH R BN OZRYE , AT EZET e H RN BEREYFTEINEMRE
B, MEOES  BRITLZNEERNFIFTMIEIENEFEEFERIBEHERM. SRE
WESWATHBEE, EREERK.

Chinese Cantonese: ﬁﬂaﬁ?—%f o B RRIRAS ] [l S ] B S FRAM ) £ R B e T ] AT AT )
o MFHORER, SEEHTEN S 8500 RECT M o) A & B s Eias M. g
E/JHEI = E/J}\TTMEJIQ\O ‘HIE%%:H&IJJ °

Tagalog: Mayroon kaming libreng serbisyo ng interpreter para sagutin anumang tanong na maaaring
mayroon ka tungkol sa kalusugan o plano ng gamot. Para makakuha ng interpreter, pakitawagan kami
gamit ang libreng numero na nasa iyong kard ng pagkakakilanlan ng kasapi o nakalista sa pabalat ng
booklet. Sinumang nagsasalita ng wika mo ay puwedeng makatulong sa iyo. Ang serbisyong ito ay libre.

French: Nous disposons de services d’interprétation gratuits pour répondre a toutes les questions que
VOus pourriez vous poser sur notre régime d’assurance maladie ou d’assurance-médicaments. Pour
recevoir I'aide d’un interpréte, veuillez nous appeler en composant le numéro gratuit figurant sur votre
carte d’identification de membre ou sur la premiére de couverture de la brochure. Quelqu’un parlant
votre langue peut vous aider. Ce service est gratuit.

Vietnamese: Chuing téi cé dich vu théng dich vién mién phi dé tra 1o cac cdu hdi ma ban cd vé chuong
trinh bao hiém strc khoé hay thudc cta chung toi. Dé gdp thong dich vién, vui long goi cho chung toi
theo s6 dién thoai mién phi trén thé nhan dang hdi vién ctia ban hodc ghi trén bia clia quyén sach nhé.
Ngudi ndi cung ngdn ngir vai ban co thé gitp ban. Day 1a dich vu mién phi.

German: Wir verfliigen Gber kostenlose Dolmetscherdienste, um alle Fragen zu beantworten, die Sie
Uber unseren Gesundheits- oder Medikamentenplan haben moégen. Um einen Dolmetscher zu
erhalten, rufen Sie uns bitte unter der kostenfreien Nummer an, die auf lhrem Mitgliedsausweis oder
auf dem Umschlag der Broschiire aufgefiihrt ist. Jemand, der lhre Sprache spricht, kann Ihnen helfen.
Dies ist eine kostenlose Dienstleistung.

MRAMRZ25654EN Page 16



Sel7] 16 75 5 A
7HJA} 1D 7HE i o] &7 Aol kel 9 AR B dshH EE
A5hol 744 2. BHO1E G FANT} S48 52 4 It o] Apl Ak PRYUD,

Russian: Ecnu y Bac BO3HUKHYT Kakne-nMbo Bonpockl 0 Hallem naaHe MmeanUMHCKOro CTPaxoBaHua uam
nnaHe no npuobpeTeHMto NpenapaTos, Mbl NpefocTaBum Bam becniaTHble yCyrv yCTHOro nepesosa.
[na Toro yTobbl BOCNONb30BaTLCA YC/IYyraMu YCTHOTO NepeBosa, NoxKanayncra, CBAXMTECb C HaMM MO
HbecnnaTtHomy Homepy TenedoHa, ykazaHHOMY Ha Ballen naeHTMdMKaLMOHHOM KapTe y4acTHUKA naaHa
nnu cnepeam Ha byknete. COTPYAHMK, KOTOPbIM FOBOPUT Ha Ballem A3bike, cmoxeT Bam nomoub.
[aHHanA ycnyra npegocTtasnseTca becniaTHoO.

Jsanll Wydalall 4 o ddad o dncall ddadll Jsa il (&5 08 Al ol e 20 4 5 6 daa 53 laxd Wl :Arabic
G b padd daelapn il Gdle e of el giae (i jad d8lay e sl Cilgd) a8 ) alasiny Wy Jual can yia e
Aoilae Aol oda olia)

Hindi: AR WA 1 &d1 WM & aR T 30 bt 4 7% BT SR & & [oT gHAR U o

U JaTg AiN[g &1 gHTTaT UM & e, Hudn 3o Jewd Ugd™ U TR A1 IR & U IR
el Id-16] HaR BT IUANT Hh g1 Pid HR | U] HINT Slci dTell Pig Al HTUDH! Haa
IR Il §| I8 U e Jal g

Italian: Mettiamo a disposizione un servizio di interpretariato gratuito per rispondere a eventuali
domande sul nostro piano sanitario o farmaceutico. Per avvalersi di un interprete, si prega di chiamare
il numero verde riportato sulla tessera identificativa o indicato sulla copertina dell’opuscolo. Una
persona che parla italiano potra fornire I’assistenza richiesta. |l servizio é gratuito.

Portuguese: Dispomos de servicos de intérprete gratuitos para esclarecer quaisquer duvidas que tenha
sobre o nosso plano de saude ou medicacdo. Para obter um intérprete, contacte-nos através do
numero gratuito no seu cartdo de identificacdo de membro ou indicado na parte da frente do folheto.
Alguém que fala a sua lingua pode ajuda-lo(a). Este é um servico gratuito.

French Creole: Nou gen sévis entépreét gratis pou reponn tout kesyon ou gendwa genyen konsénan
plan sante oswa medikaman nou an. Pou jwenn yon entéprét, tanpri rele nou apati nimewo apél gratis
ki sou kat idantifikasyon manm ou an oswa ki endike sou kouveéti ti liv la. Yon moun ki pale lang ou ka
ede ou. Sa se yon sévis gratis.

Polish: Oferujemy bezptatne ustugi ttumaczeniowe, aby odpowiedzieé na wszelkie pytania dotyczace
naszego planu ubezpieczenia zdrowotnego lub planu refundacji lekdw. Aby skorzystaé z pomocy
ttumacza, prosze zadzwonié pod bezptatny numer telefonu podany na Pana/Pani karcie
identyfikacyjnej lub na oktadce broszury. Osoba postugujgca sie Pana/Pani jezykiem Panu/Pani
pomoze. Ustuga ta jest bezptatna.

Japanese: M tEDER /21T LT T AT AEMICEE 23572010, TEo@RR—
B A& SR W ET, @R ERGAIZIE, £8 1D I — RELEARM - OFRKITH
HENTWBE 7V —F A YILESEEHA LT, YHEETBRVWEDELEEN, BEHEOS
AT IHRRE N FROWE LET, ZiUTERIOY— AT,
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