019120001 2023

SUMMARY OF BENEFITS

ORLANDO AREA:

Lake, Marion, Sumter

CarePlus

HEALTH PLANS

H1019_MKSB120-0012023REV_M



Snapshot of Benefits

CareFree (HMO) H1019-120-001 -

jﬁ Monthly Plan Premium $O

il
Medica.re Part B Premium Up to $1 1 5 baCk
w Reduction every month
O Primary Care Physician
@ Office Visit $O copay
© 7 Specialist Office Visit $1 5 copay

6\, IEII OTC Allowance $40 month |y

Routine Dental, Vision $O
and Hearing Coverage copay

Inpatient Hospital Care $1 7 5 dally copay

!Eh for days 1-5

Emergency Care $1 20 COpay

The next pages have more details on these benefits and more from CarePlus!

Licensed CarePlus Sales Agent Name:

Licensed CarePlus Sales Agent Phone Number:




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 Member Services representative at
1-800-794-4105 (TTY: 711). From October 1 - March 31, we are open 7 days a week; 8 a.m. to
8 p.m. From April 1 - September 30, we are open Monday - Friday; 8 a.m. to 8 p.m. You may
always leave a voicemail after hours, Saturdays, Sundays, and holidays and we will return your
call within one business day.

Understanding the Benefits

[ ] The Evidence of Coverage (EOC) provides a complete list of all coverage and services. It is
important to review plan coverage, costs, and benefits before you enroll.
Visit CarePlusHealthPlans.com/medicare-plans/2023 or call 1-800-794-4105 (TTY: 711)
to view a copy of the EOC.

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

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

[ ] Review the formulary to make sure your drugs are covered.

Understanding Important Rules

[ ] You must continue to pay your Medicare Part B premium. This premium is normally taken
out of your Social Security check each month. The Part B premium may be covered through
the Florida Medicaid Program.

[ ] Benefits, premiums and/or copayments/coinsurance may change on January 1, 2024.

[]

Except in emergency or urgent situations, we do not cover services by out-of-network
providers (doctors who are not listed in the provider directory).
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2023 Summary of Benefits

This booklet gives you a summary of what CareFree (HMO) covers and what you pay. It does not
list all plan benefits or every limitation and exclusion. For a complete list of covered services, please
refer to the plan’s Evidence of Coverage on our website, CarePlusHealthPlans.com/medicare-
plans/2023, or call us and we will send you a copy. We will automatically mail it to you after you
enroll.

v Tips for comparing your 000 Who can join
(O Medicare choices r ﬁﬁ* CareFree (HMO)?
e To compare our plan with other Medicare
health plans, ask the other plans for their To join CareFree (HMO), you must
Summary of Benefits booklets, or use the be entitled to Medicare Part A, be
Medicare Plan Finder on Medicare.gov. enrolled in Medicare Part B, and live
e To learn more about the coverage and costs LRl gAEeliseL
of Original Medicare, look in your current Our service area includes the
“Medicare & You"” handbook. You can view following counties in Florida:
it online at Medicare.gov or get a copy by Lake, Marion, Sumter.

calling 1-800-MEDICARE (1-800-633-4227),
24 hours a day, 7 days a week.
TTY: 1-877-486-2048.

Which doctors, hospitals, and pharmacies can you use?

CareFree (HMO) has a network of doctors, hospitals, pharmacies, and other providers.
You must access all plan-covered services through the CarePlus network of providers,
except for urgently needed care or emergency services. If you use out-of-network
providers, we may not pay for these services.

Prior authorization or a referral may be required for covered in-network medical services.

You must generally use network pharmacies to fill your prescriptions for Medicare-covered Part D
drugs. There are network mail-order pharmacies that offer preferred cost-sharing. You may pay less if
you use these pharmacies.

To see our provider directory, visit our website at CarePlusHealthPlans.com/directories, or call us
and we will send you a copy.
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What does this plan cover?

CareFree (HMO) covers everything
that Original Medicare covers - and

more. <Z>e How to determine

In addition to medical services, we cover certain ST A6 GreEs
Part D and Part B drugs such as chemotherapy and y g

some drugs administered by your physician. See the Viesiesione ere feedl I one 6f
Evidence of Coverage for more information. five tiers. Use our Drug Guide to
To see our list of covered prescription drugs and determine the tier of your drug.
any restrictions, visit CarePlusHealthPlans.com/ The amount you pay depends
medicare-plans/2023-prescription-drug-guides, on its tier and your stage of drug
or call us and we will send you a copy. coverage.

Do you have Medicare and Medicaid? If you are enrolled in both Medicare and Medicaid, you
may not have to pay the medical costs displayed in this booklet and your prescription
drug costs will be lower. Please contact us to learn more about this.

Need more information or have questions?

Visit CarePlusHealthPlans.com, or call one of the numbers below.

If you are a member If you are not a member
of this plan, of this plan, call a licensed
call Member Services: CarePlus sales agent:
1-800-794-5907 (TTY: 711). 1-800-794-4105 (TTY: 711).

October 1 - March 31: 7 days a week; 8 a.m. - 8 p.m.
April 1 - September 30: Monday - Friday; 8 a.m. - 8 p.m.

You may always leave a voicemail after hours, Saturdays, Sundays, and holidays
and we will return your call within one business day.
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CareFree (HMO) H1019-120-001

Monthly Plan Premium
e $0
* You must continue to pay your Medicare Part B premium. This premium may be covered by Medicaid, if you qualify.

Part B Premium Reduction
e This plan will reduce your monthly Medicare Part B premium by up to $115. Your social security check will increase
by this amount.

Deductible
e 50 - This plan does not have a deductible for medical services.

Maximum Out-of-Pocket Limit
e $3,200 per year.
e This amount is the most you will pay during the plan year for approved medical services under our plan. Once you
(or others on your behalf) pay this amount, we pay 100% of your covered services for the rest of the plan year.
Excludes costs for prescription drugs, services abroad, and supplemental benefits.

Inpatient Hospital Care

e $175 daily copay for days 1 - 5, $0 daily copay for days 6 - 90.

* $0 daily copay for days 91 and beyond.

e QOur plan covers an unlimited number of days for an inpatient hospital stay.
e See Evidence of Coverage for benefit period information.

Outpatient Hospital Care

e $15 copay for
— Mental health care group and individual therapy visits.
— Physical, occupational, and speech therapy.
— Cardiac and pulmonary rehabilitation services.
— Supervised Exercise Therapy (SET) services.
* $110 copay for diagnostic procedures and tests. See diagnostic services for additional details.
e $115 copay for surgery services.
® 20% coinsurance for:
— Chemotherapy drugs.
— Renal dialysis.

Ambulatory Surgery Center

e $0 copay for physician and professional services.
* $0 copay for diagnostic colonoscopy services.

* $100 copay for surgery services.

* $0 copay for colorectal cancer screening.

Doctor Visits

* $0 copay for primary care physician (PCP) visits.
— Must select a PCP from our network.
* $15 copay for specialist visits.
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CareFree (HMO) H1019-120-001

Preventive Care
* $0 copay for all Medicare-covered preventive services, including:

— Abdominal aortic aneurysm screening — Hepatitis B virus (HBV) screening

— Alcohol misuse screening and counseling — Hepatitis C virus (HCV) screening

— Annual Wellness Visit (AWV) — HIV screening

— Bone mass measurement — Lung cancer screening

— Breast cancer screening (mammogram) — Medical nutrition therapy services

— Cardiovascular disease risk reduction visit — Medicare Diabetes Prevention Program (MDPP)

— Cardiovascular disease screening — Obesity screening and therapy

— Cervical and vaginal cancer screenings — Prostate cancer screening
(pap tests, pelvic exams, HPV tests) — Routine physical exam

— Colorectal cancer screening (i.e. colonoscopy, fecal — Screening for sexually transmitted infections (STIs)
occult blood test, flexible sigmoidoscopy) and counseling

— Depression screening — Tobacco use cessation counseling

— Diabetes screening — Vaccines including Influenza (Flu), Hepatitis B Virus

— Diabetes self-management training (HBV), Pneumococcal, COVID-19

— Glaucoma screening — "Welcome to Medicare” preventive visit (one-time)

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

Emergency Care

$120 copay for facility.

$0 copay for physician and professional services.

Emergency coverage is the same worldwide.

You do not pay the emergency care copay if you're admitted to the same hospital within 24 hours for the same
condition.

Urgently Needed Services

$0 copay at your primary care physician's office.

$15 copay at a specialist’s office.

$15 copay at an urgent care center.

Coverage for urgently needed services is the same worldwide.
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CareFree (HMO) H1019-120-001

Diagnostic Services

¢ Diagnostic procedures and tests: ¢ Radiation therapy:
— $0 copay at your primary care physician'’s office — $15 copay at a spedialist’s office
— $15 copay at a spedialist’s office — $15 copay at a freestanding radiological facility
— $15 copay at an urgent care center — 20% coinsurance at a hospital facility as an
— $110 copay at a hospital facility as an outpatient outpatient
¢ Basic radiology (X-rays): e Lab tests:
— $0 copay at your primary care physician’s office —$0 copay
— $15 copay at a specialist's office « Diagnostic mammograms:
— $15 copay at an urgent care center — $0 copay

— $15 copay at a freestanding radiological facility

— $110 copay at a hospital facility as an outpatient * Diagnostic colonoscopies:

. o — $0 copay
¢ Diagnostic radiology (e.g., MRI, MRA, CT Scans):

— $55 copay at your primary care physician’s office
— $55 copay at a specialist's office

— $55 copay at a freestanding radiological facility
—$110 copay at a hospital facility as an outpatient

¢ Nuclear medicine:
— $60 copay at a freestanding radiological facility
— $110 copay at a hospital facility as an outpatient

Hearing Services

e $15 copay for a Medicare-covered exam to diagnose and treat hearing and balance issues.
e Supplemental routine hearing services:

— $0 copay for routine hearing exam, 1 per calendar year.

— $0 copay for hearing aid fitting/evaluation, 1 per calendar year.

—$1,000 allowance per ear for hearing aids, per calendar year.

— 1-month battery supply and 1-year warranty included.

Dental Services

e $15 copay for Medicare-covered services. Excludes preventive, restoration, removal and replacement services.
e 50 copay for the following supplemental routine dental services:
— Periodic oral evaluations, up to 2 per calendar year
— Comprehensive oral evaluation, 1 every 3 calendar years
— Fluoride treatment, up to 2 per calendar year
— Periodontal maintenance, up to 4 per calendar year
— Prophylaxis cleanings, up to 2 per calendar year
— Bitewing X-rays, 1 set per calendar year
— Panoramic X-ray film, 1 every 3 calendar years
— Amalgam and/or composite fillings, up to 2 per calendar year
— Simple or surgical extractions, up to 2 per calendar year
— Complete or partial dentures (upper and/or lower), 1 set every 5 calendar years
— Anesthesia
— Extractions, unlimited for dentures. All other extractions are limited.
e Total periodic and comprehensive oral evaluations limited to 2 per calendar year.
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CareFree (HMO) H1019-120-001

Vision Services

$15 copay for Medicare-covered eye exams to diagnose and treat diseases and conditions of the eye.

$0 copay for diabetic eye exam.

$0 copay for 1 pair of eyeglasses or contact lenses after cataract surgery.

Supplemental routine vision services:

— $0 copay for routine eye exams with refraction, 1 per calendar year.

— $300 yearly allowance for contact lenses or eyeglasses of your choice; OR, you may choose 3 free pairs of select
eyeglasses (1 pair may be prescription sunglasses).

— Ultraviolet protection, scratch resistant coating, standard no-line bifocals, transition lenses, and fitting included
with eyeglasses.

— You are responsible for any eyewear costs above the yearly allowance amount or the costs of any upgrades when
a free pair is selected.

Mental Health Services

¢ [npatient visit - general hospital:
— $175 daily copay for days 1 - 5, $0 daily copay for days 6 - 90.
— See Evidence of Coverage for maximum stays and lifetime reserve days.

e Inpatient visit - psychiatric facility:
— $175 daily copay for days 1 - 5, $0 daily copay for days 6 - 90.
— Covers up to 190 days in a lifetime.

e Outpatient visit:
— $15 copay for group and individual therapy visits.
— $15 copay for partial hospitalization.
— Includes treatment for mental illness and substance abuse.

Skilled Nursing Facility (SNF)

* $0 copay per day for days 1 - 20.

e $150 copay per day for days 21 - 100.

¢ No prior hospital stay required.

e Covers up to 100 days per benefit period.

e See Evidence of Coverage for benefit period details.

Physical Therapy
e $15 copay per visit.

Ambulance Services (Ground Transportation)

e $200 copay per trip for emergencies.
e 50 copay per trip for medically necessary non-emergencies.

Routine Transportation

e 50 copay for up to 50 one-way trips per calendar year.
e Provided by participating vendor to approved locations.

Medicare Part B Drugs

e 20% coinsurance when purchased at a pharmacy, provided in a physician’s office, or provided in a hospital facility
as an outpatient.

* 50 copay for allergy injections in a physician’s office.

® 20% coinsurance for chemotherapy drugs.

2023 Summary of Benefits
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CareFree (HMO) H1019-120-001

e Important Message About What You Pay for Vaccines: Our plan covers most Part D vaccines at no cost to
you, no matter what cost-sharing tier it's on.

e Important Message About What You Pay for Insulin: You won't pay more than $35 for a one-month (up
to 30-day) supply of each Part D insulin product covered by our plan, no matter what cost-sharing tier it's on. This
applies to all Part D covered insulins, including the Select Insulins covered under the Insulin Savings Program as
described below. If you receive Extra Help, you will still pay no more than $35 for a one-month supply for each Part
D covered insulin. Please see your Prescription Drug Guide to find all Part D insulins covered by your plan.

e This plan uses a Drug Guide (formulary). Check it to see if your drugs are covered. Quantity limits and other
restrictions/authorizations may apply.

¢ Nationwide network of pharmacies.

e Your cost for prescription drugs depends on where the prescription is filled, where it is administered, the drug’s tier
level, the supply needed, and which Part D drug stage you are in when the prescription is filled. Please see Evidence
of Coverage for details.

e If you have Extra Help, you pay whichever is less: your plan cost-share or the Low Income Subsidy
(LIS) cost-share. Also, the Insulin Savings Program information (below) does not apply to you.

Deductible
e 50 - This plan does not have a deductible.

Insulin Savings Program

* Your plan participates in the Insulin Savings Program. You will pay no more than $35 for a one-month (up to a 30-
day) supply for Select Insulins, no matter what cost-sharing tier it's on. To identify which Select Insulins are included
within the Insulin Savings Program, look for the ISP indicator in your Prescription Drug Guide. You are not eligible
for this program if you receive Extra Help.

* Your plan also provides enhanced insulin coverage, which means you will pay no more than $35 for a one-month
(up to 30-day) supply for all Part D insulins covered by our plan, including Select Insulins, no matter what cost-
sharing tier it's on. The enhanced insulin coverage is available, even if you receive Extra Help.

e Your cost for Select Insulins:

Tier 2 30-day $5 $5 $20
Generic 90-day $15 $0 $60
Tier 3 30-day $35 $35 $35
Preferred Brand 90-day $105 $95 $105
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CareFree (HMO) H1019-120-001

Initial Coverage
* Your cost for all other covered drugs until you reach the Coverage Gap.

Tier 1 30-day $0 $0 $10
Preferred Generic 90-day $0 $0 $30
Tier 2 30-day $5 $5 $20
Generic 90-day $15 $0 $60
Tier 3 30-day $35 $35 $47
Preferred Brand 90-day $105 $95 $141
Tier 4 30-day $85 $85 $100
Non-Preferred Drug 90-day $255 $245 $300
Tier 5 30-day 33% 33% 33%
Specialty Tier 90-day N/A N/A N/A

Coverage Gap

e After total yearly drug costs (what you and the plan pay) reach $4,660, you enter the coverage gap.
e Gap coverage for Tiers 1 and 2: your cost is the same before and during the gap.
* You pay 25% of the plan’s cost for all other covered drugs while in the Coverage Gap.

Catastrophic Coverage

e After your yearly out-of-pocket drug costs reach $7,400, you pay the greater of:

— 5% of the cost, or

— $4.15 copay for generic (including brand drugs treated as generic) and a $10.35 copay for all other drugs.
e See Evidence of Coverage for details.

Part D Excluded Prescription Drugs and Vitamins

e Tier 1 copay for certain erectile dysfunction drugs and certain prescription vitamins.
e Your cost stays the same through all stages and does not count toward your total annual drug cost. See Evidence of
Coverage for details.

Outpatient Surgery
* $0 copay at your primary care physician’s office.
* $15 copay at a specialist’s office.
* $100 copay at an ambulatory surgical center.
e $115 copay at a hospital facility as an outpatient.

2023 Summary of Benefits | 11



CareFree (HMO) H1019-120-001

Additional Rehabilitation Services

¢ Occupational therapy (daily living activities), speech therapy, cardiac (heart) and pulmonary (lung)
rehabilitation services:
— $15 copay
— See Evidence of Coverage for covered places of treatment.
e Supervised Exercise Therapy (SET) services:
—$15 copay
Foot Care (Podiatry Services)

* $15 copay for Medicare-covered exams and treatment.
e $15 copay for unlimited visits to participating podiatrists for supplemental routine foot care to treat flat feet or
misalignment; corn, wart or callus removal; and hygienic care. No referral required.

Medical Equipment/Supplies

e Durable medical equipment:
— 20% coinsurance for power-operated or customized durable medical equipment (e.g., electric wheelchairs,
scooters, insulin pumps).
— $0 copay for all other durable medical equipment.

¢ Prosthetic devices (braces, artificial limbs, etc.) and other medical supplies:
— 20% coinsurance for prosthetic devices.
— 20% coinsurance for other medical supplies.

e Diabetic supplies:
— $10 copay for therapeutic shoes and inserts.
— $0 copay for diabetic monitoring supplies.
Telehealth Services (in addition to Original Medicare)
$0 copay for primary care physician virtual visit.
$15 copay for specialist virtual visit.
$0 copay for behavioral health and substance abuse virtual visit.
$0 copay for urgent care virtual visit.
This service may not be offered by all in-network plan providers. Check directly with your provider about the
availability of telehealth services, or you can also visit our website at CarePlusHealthPlans.com/physician-finder to
access our online, searchable directory.

Wellness Programs
¢ Deliver Fresh Meals Program:
— $0 copay for up to 14 home delivered meals after an overnight hospital or skilled nursing facility stay. Up to 4
times per year.

¢ SilverSneakers® Fitness Program:
— $0 copay for access to participating gyms, classes, videos, and more.

¢ Over-the-Counter (OTC) Items:
— $40 monthly allowance toward select OTC items such as vitamins and pain relievers.
— Please visit our plan website to see our list of covered OTC items.

e CarePlus Rewards:
— Earn a $50 gift card for completing preventive screenings and other healthy activities.
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CareFree (HMO) H1019-120-001

Acupuncture
* $15 copay for up to 20 Medicare-covered treatments for chronic low back pain when ordered by a physician.

Chiropractic Care

* $15 copay for Medicare-covered manipulation of the spine to correct a subluxation (when 1 or more of the bones
of your spine move out of position).

e Routine chiropractic services:
— $15 copay for up to 12 routine visits in-network every year, no referral required.

Home Health Care

* $0 copay for limited Medicare-approved, in-home skilled nursing care.
e Number of covered visits is based on medical need as determined by your physician and authorized by the plan.

Hospice Care

* $0 copay for Medicare-certified hospice care.
e Hospice Care is covered by Original Medicare. See Evidence of Coverage for details.

Renal Dialysis

¢ 20% coinsurance
* $0 copay for kidney disease education services.
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IMPORTANT

At CarePlus, it is important you are treated fairly.

CarePlus Health Plans, Inc. does not discriminate or exclude people because of their race, color, national origin,
age, disability, sex, sexual orientation, gender, gender identity, ancestry, ethnicity, marital status, religion, or
language. Discrimination is against the law. CarePlus complies with applicable federal civil rights laws. If you believe
that you have been discriminated against by CarePlus, there are ways to get help.

* You may file a complaint, also known as a grievance, with:
CarePlus Health Plans, Inc. Attention: Grievances and Appeals department.
PO Box 277810, Miramar, FL 33027.
If you need help filing a grievance, call Member Services at 1-800-794-5907 (TTY: 711). October 1 - March 31,
7 days a week, 8 a.m. to 8 p.m. April 1 - September 30, Monday - Friday, 8 a.m. to 8 p.m. You may leave
a voicemail after hours, Saturdays, Sundays, and holidays and we will return your call within one business day.

e You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for
Civil Rights electronically through their Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/
lobby.jsf, or at U.S. Department of Health and Human Services, 200 Independence Avenue, SW, Room
509F, HHH Building, Washington, DC 20201, 1-800-368-1019, 800-537-7697 (TDD). Complaint forms are
available at https://www.hhs.gov/ocr/office/file/index.html.

Auxiliary aids and services, free of charge, are available to you. 1-800-794-5907 (TTY: 711).

CarePlus provides free auxiliary aids and services, such as qualified sign language interpreters and written
information in other formats to people with disabilities when such auxiliary aids and services are necessary to
ensure an equal opportunity to participate.

o
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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 1-800-794-5907 (TTY: 711). 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 1-800-794-5907 (TTY: 711).
Alguien que hable espafiol le podra ayudar. Este es un servicio gratuito.
Chinese Mandarin: 24t % B HENEARSS, HENERE X TRRSZRIQNERERD INRIEFELENIERS,
IEEER 1-800-794-5907 (TTY: 711)e HMHPNX TIEARBREFEH IR X2 —U S TRARSS-
Chinese Cantonese: /&I FIRVEREVEYIRIRPIREF B R, ALtRFHRH S ERENERT NFERTE, F8E
1-800-794-5907 (TTY: 711) HPIBRNHNA BFREATRUED, EBR—HERERE-
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
1-800-794-5907 (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 questions relatives a notre
régime de santé ou d'assurance-médicaments. Pour accéder au service d'interprétation, il vous suffit de nous appeler au
1-800-794-5907 (TTY: 711). Un interlocuteur parlant Frangais pourra vous aider. Ce service est gratuit.
Vietnamese: Chuing t6i c6 dich vu thong dich mién phi dé tra 16i cac cau hoi vé chuong stic khde va chuong trinh thuéc men. Néu
qui vi can thong dich vién xin goi 1-800-794-5907 (TTY: 711) sé c6 nhén vién néi 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 1-800-794-5907 (TTY: 711). Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser
Service ist kostenlos.
Korean: A= 2|z 2 L= ofF 20| 2ot 2Z0| B E2|2Xt £2 &Y AMH[AE MSStaJUSLICt .
S99 MHIAE 0|85t2H T2} 1-800-794-5907 (TTY: 711) HE 2 Eol8f FHA|L . o=0{E St= EHYAPL =9t EE
AYULCH. O] ME|AE= RRZ2 2FELCE.
Russian: Ecin y Bac BO3HUKHYT BOMPOCHI OTHOCUTENBHO CTPAXOBOTO WM MEAYKAMEHTHOIO NfaHa, Bbl MOXETE BOCMO/b30BaTbCS
HalWMm 6ecnnaTHbIMI yCyrami nepeBogunNKoB. YToObl BOCMONb30BATLCA YCyramii NepeBOAYNKa, MO3BOHUTE Ham Mo TenepoHy
1-800-794-5907 (TTY: 711). BaM OKaXeT NOMOLLb COTPYAHNK, KOTOpbI rOBOPUT NO-pyccKu. laHHaA ycnyra becnnaTHas.
Load dgo¥l Joas ol doalls Ble sl I Bl>W Lilowll 6)9::)! eyl Slaas aais L) :Arabic
o yasui p gl .1-800-794-5907 (711 Lsy) u1:, Ly thﬂl o lde (6398 pyia e Js,wgu
Ao dass D 030 ~elae Luay d el Sasey
Hindi: 3R Qa9 I1 &dT &t AIST1 & TR & 3T SHiRA ot qRA & stare 24 & @Y gAR U Hohed gHTSRT
JaT¢ IUTY g. Teh GHTIRIT GRIYA ehi oh AfC, &9 g1 1-800-794-5907 (TTY: 711) WR Wi &Y. chls qhhd! Wil
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 1-800-794-5907 (TTY: 711). Un nostro incaricato che parla Italianovi
fornira I'assistenza necessaria. £ un servizio gratuito.
Portuguese: Dispomos de servicos de interpretagao gratuitos para responder a qualquer questao que tenha acerca do
nosso plano de salde ou de medicacdo. Para obter um intérprete, contacte-nos através do nimero 1-800-794-5907
(TTY: 711). Ird encontrar alguém que fale o idioma Portugués para o ajudar. Este servico é gratuito.
French Creole: Nou genyen sévis entepret gratis pou reponn tout kesyon ou ta genyen konsenan plan medikal oswa dwog
nou an. Pou jwenn yon entéprét, jis rele nou nan 1-800-794-5907 (TTY: 711). Yon moun ki pale Kreyol kapab ede w. Sa a
se yon sevis ki gratis.
Polish: Umozliwiamy bezpfatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w uzyskaniu odpowiedzi na
temat planu zdrowotnego lub dawkowania lekéw. Aby skorzysta¢ z pomocy ttumacza znajacego jezyk polski, nalezy
zadzwoni¢ pod numer 1-800-794-5907 (TTY: 711). Ta ustuga jest bezptatna.
Japanese: Hit DERERFRRCERUAFETSVICEATZIEMICEETRT30HIC. EROBRY —
EXDHDETTIVET, BIRECHMICEDICIE 1-800-794-5907 (TTY: 711) ICHEFEL LIV, BHAGE
Qﬁﬁ)\%ﬁﬁ%umﬂo CNIFEROY—ERTT, P REV 7.14.22
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HEALTH PLANS

CarePlusHealthPlans.com

CarePlus is an HMO plan with a Medicare contract. Enrollment in CarePlus depends on contract renewal. Consult your doctor

before beginning any new diet or exercise regimen. In accordance with the federal requirements of the Centers for Medicare

& Medicaid Services, no amounts on the gift cards shall be redeemable for cash or be used to purchase Medicare-covered

items or services. All rewards (gift cards) must be earned and redeemed prior to the end of the plan year. Rewards not
redeemed by 12/31 will be forfeited.


http://CarePlusHealthPlans.com
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