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Our service area includes all municipalities in Puerto Rico.
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22y Let's talk about the Humana Group
F Medicare Advantage HMO Plan.

Find out more about the Humana Group Medicare Advantage HMO plan ~ including the
services it covers - in this easy-to-use guide.

The benefit information provided is a summary of what we cover and what you pay. It
doesn't list every service that we cover or list every limitation or exclusion. For a
complete list of services we cover, refer to the "Evidence of Coverage".

To be eligible

To join the Humana Group Medicare
Advantage HMO plan, you must be
entitled to Medicare Part A, be
enrolled in Medicare Part B, and live in
our service area.

Plan name:
Humana Group Medicare Advantage
HMO plan

How to reach us:

Members should call toll-free
1-866-773-5959 for questions
(TTY/TDD 711)

Call Monday - Friday, 8 a.m. - 9 p.m.
Eastern Time.

Or visit our website: Humana.com

2023 -3-

Hurmana Group Medicare Advantage HMO plan
has a network of doctors, hospitals, and other
providers. For more information, please call
Group Medicare Customer Care.

A healthy partnership

Get more from your plan — with extra
services and resources provided by
Humanal
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Monthly Premium, Deductible and Limits

IN-NETWORK

'PLAN COSTS

Monthly premium
You must keep paying your
Medicare Part B premium.

For information concerning the actual premiums you will pay, please
contact Humana, your employer/union group, or your employer group
benefits plan administrator.

Part B premium reduction

Your plan will reduce your Monthly Part B premium by up to $115.

Medical deductible

This plan does not have a deductible.

Maximum out-of-pocket
responsibility

The most you pay for copays,
coinsurance and other costs for
medical services for the year.

In-Network Maximum Out-of-Pocket

$1,500 out-of-pocket limit for Medicare-covered services. The
following services do not apply to the maximum out-of-pocket: Part D
Pharmacy; Dental Services (Routine); Fitness Program; Health
Education Services; Meal Benefit; Smoking Cessation (Additional);
Vision Services (Routine) and the Plan Premium.

If you reach the limit on out-of-pocket costs, we will pay the full cost
for the rest of the year on covered hospital and medical services.

(> Covered Medical and Hospital Benefits

IN-NETWORK

ACUTE INPATIENT HOSPITAL CARE

Our plan covers an untimited
number of days for an inpatient
hospital stay. Except in an
emergency, your doctor must tell
the plan that you are going to be
admitted to the hospital.

$0 per admit

OUTPATIENT HOSPITAL COVERAGE |

Outpatient hospital visits

$0 to $15 copay

Ambulatory surgical center $15 copay

DOCTOR OFFICE VISITS

Primary care provider (PCP) $0 copay

Specialists $0 copay - f_’e;“;;'alo N

Note: A cost share range may display, depending on the service and where the service is provided. Some services

require-prior authorization and referrals from providers.
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PREVENTIVE CARE

(» Covered Medical and Hospital Benefits

IN-NETWORK

Including: Annual Wellness Visit,
flu vaccine, colorectal cancer and
breast cancer screenings. Any
additional preventive services
approved by Medicare during the
contract year will be covered.

Covered at no cost

EMERGENCY CARE

Emergency room

If you are admitted to the
hospital within 24 hours for the
same condition, you do not have
to pay your share of the cost for
emergency care. See the
"Inpatient Hospital Care" section
of this booklet for other costs.

$20 copay for Medicare-covered emergency room visit(s)

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

$0 copay

DIAGNOSTIC SERVICES, LABS AND IMAGING

Diagnostic radiology

$0 to $7 copay

Lab services $0 copay
Diagnostic tests and procedures  $0 to $7 copay
Outpatient X-rays $0 copay

Radiation therapy

$0 to $7 copay

' HEARING SERVICES

Medicare-covered hearing

$0 copay

Routine hearing

$0 copay for fitting/evaluation, routine heariné -e-xoms up to 1 per year
$750 maximum benefit coverage amount for each hearing aid(s) (all
types) up to 1 per ear per year

require prior authorization and referrals from providers.
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(i Covered Medical and Hospital Benefits
_IN-N_E'IﬂORK

DENTAL SERVICES

Medicare-covered dental $0 copay (services include surgery of the jaw or related structures,
setting fractures of the jaw or facial bones, extraction of teeth to
prepare the jaw for radiation treatments or neoplastic disease)

Routine dental 0% of the cost for bitewing x-rays up to 1 set(s) every 2 years.
0% of the cost for amalgam and/or composite filling up to 1 per tooth
every 3 years.
0% of the cost for comprehensive oral exam, panoramic film up to 1
every 3 years.
0% of the cost for crown up to 1 per tooth every 5 years.
0% of the cost for bridges, complete dentures, partial dentures up to 1
every 5 years.
0% of the cost for other restorative services - core buildup and
prefabricated post and core up to 1 per tooth per lifetime.
0% of the cost for scaling and root planing (deep cleaning) up to 1 per
quadrant per year.
0% of the cost for periodontal debridement up to 1 per year.
0% of the cost for periodic oral exam, prophylaxis (cleaning) up to 2
per year.
0% of the cost for intraoral x-rays up to 6 per year.
0% of the cost for adjustments to dentures, extractions, root canal up
to unlimited per year.
0% of the cost for implant services up to 1 per tooth per lifetime.
0% of the cost for implant supported prosthetics up to 1 per tooth
every 5 years.
$5,000 maximum benefit coverage amount per year for adjustments
to dentures, complete dentures, crown, partial dentures, other
restorative services - core buildup and prefabricated post and core,
bridges, implant services, and implant supported prosthetics.

VISION SERVICES

Medicare-covered vision $0 copay (services include diagnosis and treatment of diseases and
services injuries of the eye)

Medicare-covered diabetic eye $0 copay
exam

Medicare-covered glaucoma $0 copay
screening

Note: A cost share range may display, depending on the service and where the service is provided. Some services
require prior authorization and referrals from providers.

2023 -6- Summary of Benefits



(> Covered Medical and Hospital Benefits

IN-NETWORK

Medicare-covered eyewear
(post-cataract)

$0 copay

Routine vision

$0 copay for routine exam (includes refraction) up to 1 per year.

$850 maximum benefit coverage amount per year for contact lenses,
eyeglasses (lenses and frames), including lens options such as
ultraviolet protection and scratch resistant coating, fitting for
eyeglasses {lenses and frames).

MENTAL HEALTH SERVICES

Inpatient

The inpatient hospital care limit
applies to inpatient mental
services provided in a general
hospital. Except in an emergency,
your doctor must tell the plan
that you are going to be
admitted to the hospital.

190 day lifetime limit in a
psychiatric facility

$0 per admit

Outpatient group and individual
therapy visits

Outpatient therapy visit:
$0 copay

Partial Hospitalization:
$0 copay

SKILLED NURSING FACILITY

Our plan covers up to 100 days in
a SNF.

No 3-day hospital stay is
required.
Plan pays SO after 100 days

$0 copay per day for days 1-100

PHYSICAL THERAPY

$0 to $15 copay

AMBULANCE

Per date of service regardless of
the number of trips.

Limited to Medicare-covered
transportation.

$0 copay

Note: A cost share range may display, depending on the service and where the service is provided. Some services
require prior authorization and referrals from providers.
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@ Covered Medical and Hospital Benefits

TRANSPORTATION

$0 copay for plan approved location up to 24 one-way trip(s) per year.

PART B PRESCRIPTION DRUGS

$0 copay or 0% of the cost

ACUPUNCTURE SERVICES
Medicare-covered acupuncture  $0 copay
visit(s) for chronic low back pain

20 visit limit per plan year

Your plan allows services to be
received by a provider licensed to
perform acupuncture or by
providers meeting the Original
Medicare provider requirements.

Routine acupuncture $0 co_poy
6 visit limit per plan year

ALLERGY

Allergy shots & serum $0 copay
CHIROPRACTIC SERVICES
Medicare-covered chiropractic $0 copay
visit(s)

Routine chiropractic visit(s) $0 copay
15 visit limit per plan year

COVID-19

Testing and Treatment Plan specific cost share is applicable to hospitalization, medical

services, and FDA approved Rx with confirmed COVID-19 diagnosis.
DIABETES MANAGEMENT TRAINING

$0 copay
FOOT CARE (PODIATRY) oL i T = ———
Medicare-covered foot care $0 copay
HOME HEALTH CARE

$0 copay

Note: A cost share range may display, depending on the service and where the service is provided. Some services
require prior authorization and referrals from providers.
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(2 Covered Medical and Hospital Benefits

IN-NETWORK

MEDICAL EQUIPMENT/SUPPLIES

Durable medical equipment 0% of the cost
(like wheelchairs or oxygen)

Medical supplies 0% of the cost
Prosthetics (artificial limbs or 0% of the cost
braces)

Diabetes monitoring supplies 0% of the cost

OUTPATIENT SUBSTANCE ABUSE

Outpatient group and individual  $0 to $25 copay
substance abuse treatment
visits

OVER-THE-COUNTER ITEMS

$25 maximum benefit coverage amount per month for
over-the-counter (OTC) prepaid card to purchase eligible OTC health
and wellness products at participating retailers.

Unused funds carry over to the next month and expire at the end of
the plan year.

REHABILITATION SERVICES

Occupational and speech $0 to $15 copay

therapy

Cardiac rehabilitation $0 to $15 copay

Pulmonary rehabilitation $0 to $15 copay _

RENAL DIALYSIS

Renal dialysis $0 copay

Kidney disease education $0 copay

services

TELEHEALTH SERVICES (in addition to Original Medicare) e
Primary care provider (PCP) $0 copay

_S;cialist o $0 copay _
Urgent care services $0 copay

Substance abuse or behavioral $0 copay
health services

I’L Contrato Ntmego
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Note: A cost share range may display, depending on the service and where the service is provided. Some services
require prior authorization and referrals from providers.
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(> Covered Medical and Hospital Benefits

IN-NETWORK

FITNESS AND WELLNESS

SilverSneakers® is a total health and physical activity program that
provides access to exercise equipment, group fitness classes, and
social events.

' HEALTH EDUCATION SERVICES 4

Personal Health Coaching is an interactive inbound and outreach
on-line and telephonic wellness coaching for Medicare participants
who elect to participate, for wellness improvement, including weight
management, nutrition, exercise, back care, blood pressure
management, and blood sugar management.

MEAL BENEFIT

After a member's overnight inpatient stay in a hospital or skilled
nursing facility, members are eligible for nutritious meals delivered to
their door at no cost.

SMOKING CESSATION (ADDITIONAL)

A comprehensive smoking cessation program available online, email
and phone. Personal coaches assist via establishing goals and
providing articles and resources to aid in the effort to quit smoking.

HOSPICE
You must get care from o Medicare-certified hospice. You must consult with your plan before you select
hospice.

Note: A cost share range may display, depending on the service and where the service is provided. Some services
require prior authorization and referrals from providers.
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Important
At Humana, it is important you are treated fairly.

Humana and its subsidiaries do 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. Humana and its subsidiaries comply with applicable
federal civil rights laws. If you believe that you have been discriminated against by Humana or its
subsidiaries, there are ways to get help.

You may file a complaint, also known as a grievance:
Discrimination Grievances, P.O. Box 14618, Lexington, KY 40512-4618.
If you need help filing a grievance, call 1-866-773-5959 or if you use a TTY, call 711.

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, avaitable 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.
California residents: You may also call California Department of Insurance toll-free hotline number:
1-800-927-HELP (4357), to file a grievance.

Auxiliary aids and services, free of charge, are available to you.
1-866-773-5959 (TTY: 711)

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

Language assistance services, free of charge, are available to you.
1-866-773-5959 (TTY: 711)




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 1-866-773-5959
(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 1-866-773-5959 (TTY: 711). Alguien
que hable espafiol le podra ayudar. Este es un servicio gratuito.

Chmese Mandarin: 1R MU R BNEIRRS, EYERSXTERIBYRRENTMAER, WR
EERENEIRIRS, BRE 1-866-773-5959 (TTY: 711). ENMMFXTEARREEENE, X2
—Iﬁﬁﬁﬂﬁ %o

Chinese Cantonese: EHEMPNBBENERBOUEFEERB ALLEMIEHEENTERS
AR EEARTS EHE 1-866-773-5959 (TTY: 711) e EMIBHP XN AERBEEATIEHER - B2
—IB R EARTE

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
1-866-773-5959 (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
1-866-773-5959 (TTY: 711). Un interlocuteur parlant Francais pourra vous aider.
Ce service est gratuit.

Vietnamese: Ching tdi ¢ dich vu thdong dich mién phi dé tra i cac cau hoi vé
chuong strc khde va chuong trinh thudc men. Néu qui vi can théng dich vién xin
goi 1-866-773-5959 (TTY: 711) sé& ¢é nhan vién néi tiéng Viét gitp d& qui vj. Day la
dich vu mién phi. -

German: Unser kostenloser Dolmetscherservice beantwortet IThren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie
unter 1-866-773-5959 (TTY: 711). Man wird Ihnen dort auf Deutsch weiterhelfen.
Dieser Service ist kostenlos.

Korean: &A= 2| B Ei= ofF £ Iﬂ._?i ’é‘—E—Oﬂ choll Sa|nXt 22 S MH|AZ HZsin
UAELICH. Y MHIAE 0|25 T2 1-866- 595G (TTY: 711) HRE Eolall FHAIL .
$H2018 St HEXF Zot £ AYULICH, O] 1 HAE S22 2HEL|CH,

‘\\STRACIO,y

_MD

\ﬂ“ Y
/onﬁateﬂ'ﬁmm
Q}

Q '



Russian: Ecnm y BaC BO3HNKHYT BOMPOCLI OTHOCUTE/ILHO CTPaxoBOro Nau
MEeAVKAMEHTHOrO M1aHa, Bbl MOXETe BOCMNO/b30BaTLCS HALLMMKM HecrinaTtHbIMu
ycayramu nepeBoguymMKoB. YTo6b1 BOCNONb30BAaTLES YCnyramum nepeBojunika,
No3BoOHKTE Ham No Tenedony 1-866-773-5959 (TTY: 711). Bam okaxeT NOMOLLb
COTPYAHWK, KOTOPbIV FOBOPUT MO-pycckn. flaHHasa ycnyra 6ecnnaTHasi.

doually dlad dlieol 6‘ o& LW dilball 6J9‘°” @ yiall Olass anils L] :Arabic
Ly Jlaidl gguw clide yud ‘6)99 o>y Sle Jgant Lo dyg.3l Jg.\} of
oda .elineliuay doyoll Siaseny Lo oS g8 1-866-773-5959 ('|_|'Y 711) U.l.:_

Hindi: 89R =2 a1 a1 &Y FeHT & R 7 3imach fohdt off oer & Stara 3 & forg gam ura qua
IS TaTd Iuetey &, Tah gHIaT UTed &hsat & g, s 84 1-866-773-5959 (TTY: 711) W
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 1-866-773-5959 (TTY: 711). Un nostro incaricato che parla
Italianovi fornira l'assistenza necessaria. E un servizio gratuito.

Portugués: Dispomos de servicos de interpretacdo gratuitos para responder

a qualquer questdo que tenha acerca do nosso plano de saude ou de medicagéo.
Para obter um intérprete, contacte-nos atraves do nimero 1-866-773-5959

(TTY: 711). Ira 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 dwodg nou an. Pou jwenn yon entepret, jis rele
nou nan 1-866-773-5959 (TTY: 711). Yon moun ki pale Kreydl kapab ede w. Sa a se
yon sévis Ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktory
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekoéw. Aby skorzystac z pomocy tlumacza znajgcego jezyk polski, nalezy zadzwoni¢
pod numer 1-866-773-5959 (TTY: 711). Ta ustuga jest bezptatna.

Japanese: St OBERERFRBREEZGLAZETSVICHATICEMICEERTB7HIC. EBHOER
H—E2BBOETIVET, BRESHDICHBICIE. 1-866-773-5959 (TTY: 711) ICHEFELL K
IV, BERBEFIAELNZRVELET. CHIZEROY—ERXTY,
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@ Find out more

O You can see your plan's provider directory at Humana.com or call us at the
number listed at the beginning of this booklet and we will send you one.

Humana is a Medicare Advantage HMO plan with a Medicare contract. Enrollment in this Humana plan
depends on contract renewal.

If you want to compare our plan with other Medicare health plans, you can call your employer or union
sponsoring this plan to find out if you have other options through them.

If you want to know more about the coverage and costs of Original Medicare, look in your current "Medicare
& You" handbook. View it online at http://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.

Humana. ?% funaria com
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& Let's talk about the Humana Group
Medicare Advantage Rx Plan.

Find out more about the Humana Group Medicare Advantage Rx plan - including the
services it covers - in this easy-to-use guide.

The benefit information provided is a summary of what we cover and what you pay. It
doesn't list every service that we cover or list every limitation or exclusion. For a
complete list of services we cover, refer to the "Evidence of Coverage".
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Deductible

Pharmacy (Part D) deductible This plan does not have a deductible.

(& Prescription Drug Benefits

Initial coverage (after you pay your deductible, if applicable)

You pay the following until your total yearly drug costs reach $4,660. Total yearly drug costs are the total
drug costs paid by both you and our Part D plan.

Tier Standard Standard
Retail Pharmacy Mail Order

30-day supply

1 (Preferred Generic) $0 copay $0 copay

2 (Preferred Brand) $0 copay $0 copay

3 (Non-Preferred Drug) $5 copay $5 copay

& (Specialty Tier) 25% of the cost 25% of the cost

90-day supply

1 (Pref;erred’Géneric) $0 copay $0 copay

2 (Preferred Brand) $0 copay $0 copay

3 (Non-Preferred Drug) $10 copay $10 copay

4 (Specialty Tier) N/A N/A

**Some Insulin are covered at 100% for all members.

There may be generic and brand-name drugs, as well as Medicare-covered drugs, in each of the tiers. To
identify commonly prescribed drugs in each tier, see the Prescription Drug Guide/Formulary. To view the
most complete and current Drug Guide information online, visit www.humana.com/SearchResources,
locate Prescription Drug section, select www.humana.com/MedicareDrugList link; under Printable drug

lists, click Printable Drug lists, select future plan year, select Group Medicare under Plan Type and search
for GRP29.
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ADDITIONAL DRUG COVERAGE

Home Infusion Therapy If you take certain types of infusion drugs covered under our Medicare

Drugs Advantage Prescription Drug plans (MA/PD), you may qualify for this service,
which helps you and your doctor manage your care without ongoing
hospitalization. In some situations home infusion drugs will be covered based
on the tier of the drug at the same cost share amount as listed in the chart
above when you have reached a total yearly drug cost of $4,660. This service
includes coverage for the "Coverage Gap" portion of your plan. Drugs included
in this coverage are those that would be used as an alternative to inpatient
treatment. Your cost for the medication may be the same as it is before the
coverage gap sets in. Your out-of-pocket expenses while using this service
apply to your "true out-of-pocket" maximum, which is $7,400 for 2023.

Original Medicare Certain drugs excluded by Original Medicare are covered under this plan. You
excluded drugs pay the cost share associated with the tier level for certain Erectile
Dysfunction drugs. The amount you pay when you fill a prescription for these
drugs does not count towards qualifying you for the Catastrophic Coverage
stage.
Contact Humana Group Medicare Customer Care at the phone number on the
back of your membership card for more details.

Coverage Gap

Most Medicare drug plans have a coverage gap (also called the "donut hole"). 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 a portion of the plan's cost for covered brand name
drugs and covered generic drugs until your costs total $7,400, which is the end of the coverage gap. Not
everyone will enter the coverage gap.

Catastrophic Coverage

After your yearly out-of-pocket drug costs (including drugs purchased through your retail pharmacy and
through mail order) reach $7,400, you pay the greater of either:
$4.15 for generic (including brand drugs treated as generic) and a $10.35 copay for all other drugs,
OR
5% coinsurance

2023 -5- Summ0r§ of Benefits
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Important
At Humanag, it is important you are treated fairly.

Humana and its subsidiaries do 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. Humana and its subsidiaries comply with applicable
federal civil rights laws. If you believe that you have been discriminated against by Humana or its
subsidiaries, there are ways to get help.

You may file a complaint, also known as a grievance:
Discrimination Grievances, P.O. Box 14618, Lexington, KY 40512-4618.
If you need help filing a grievance, call 1-866-773-5959 or if you use a TTY, call 711.

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.
California residents: You may also call California Department of Insurance toll-free hotline number:
1-800-927-HELP (4357), to file a grievance.

Auxiliary aids and services, free of charge, are available to you.
1-866-773-5959 (TTY: 711)

Humana provides free auxiliary aids and services, such as qualified sign language interpreters, video
remote interpretation, 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.

Language assistance services, free of charge, are available to you.
1-866-773-5959 (TTY: 711)



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 1-866-773-5959
(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 1-866-773-5959 (TTY: 711). Alguien
que hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: iR E2ENENTRS, BYHEEEXTEEASYREHTAEE, NE
EBRBUIENFRS, FEEE 1-866-773-5959 (TTY: 711). ENMPIXTIEARBRRERENE, X2
—~IM R B RS.

Chinese Cantonese: SR R I ZENEYRBRAIEFERE SLERMRUEZENTZRE-
INEMBIEARTS > FHE 1-866-773-5959 (TTY: 711) - HFIBPNHNWAERELESTRMHUE - ER
—RR BT

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot
ang anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan
0 panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa
1-866-773-5959 (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
1-866-773-5959 (TTY: 711). Un interlocuteur parlant Francais pourra vous aider.

Ce service est gratuit.

Vietnamese: Chuing tdi ¢6 dich vu thdng dich mién phi dé tra 11 cac cau hdi vé
chuong sirc khéde va chuong trinh thuéc men. Néu qui vi can théng dich vién xin

goi 1-866-773-5959 (TTY: 711) s& ¢6 nhan vién néi tiéng Viét giup d& qui vi. Pay la
dich vu mién phi.

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie
unter 1-866-773-5959 (TTY: 711). Man wird Ihnen dort auf Deutsch weiterhelfen.
Dieser Service ist kostenlos.

Korean: &Ats 2|2 BHY = ofF Helof &
UELICH. EH MH|AE Igﬁfﬂﬁ s} 1-866-
ot=m0{E St "HEAE Zof EE HRULICEH. Of

8 I20| gof S2\DK 2 5% MHIAS AZokD
773-5959 (TTY: 711) 22 2o/a) FHAIR .
MH[AE BRE SHELICH
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Russian: Ecny y Bac BO3HUKHYT BONPOCbI OTHOCUTENLHO CTPAaxoBOro UK
MeAVKaMeHTHOro MNaaHa, Bbl MOXeTe BOCMONb30BaTbLCA HalWMMIK 6ecniaTHbIMK
ycnyramu nepesogumnkoB. YToObl BOCMO/Ib30BATHECS YC/Iyramuy NepeBoAvnKa,
NO3BOHMUTE HaM No TenegoHry 1-866-773-5959 (TTY: 711). Bam okaxeT MoMoLLb
COTPYAHWK, KOTOPbIA rOBOPUT NO-pYCCKUX. [laHHasa ycnyra becnnarHas.

dowally Bl aliol 6' o Al Aol Lg_)_g.ﬂ.” ez yaall Olaas auds L) ‘Arabic
LJ JLa.d[ R e LJ"“J ‘6.)99 P> 40 L,Lf— Jg,az.U Losad :ug.s}” Jg.so- 9|
030 . eline Luas doyoll Siasets b e 8o . 1-866-773-5959 (TTY: 711) e
Hindi: 89R W=y 91 a1 $i T & gR § 31udh fohdt off us & Srama 3 & forg g9 oy goa
TS TaTd IJueTe §. Toh IS T &< o folg, 99 88 1-866-773-5959 (TTY: 711) R
I . his ST<h 1T fgwa! SIeldT & SITUEhI FEE & Tchdl 8. I8 Ueh Yo JaT 8.
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 1-866-773-5959 (TTY: 711). Un nostro incaricato che parla
Italianovi fornira 'assistenza necessaria. E un servizio gratuito.

Portugués: Dispomos de servicos de interpretagao gratuitos para responder

a qualquer questdo que tenha acerca do nosso plano de saude ou de medicagdo.
Para obter um intérprete, contacte-nos através do numero 1-866-773-5959

(TTY: 711). Ira encontrar alguém gue 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 konsenan plan medikal oswa dwdg nou an. Pou jwenn yon entéepret, jis rele
nou nan 1-866-773-5959 (TTY: 711). Yon moun ki pale Kreyol kapab ede w. Sa a se
yon seévis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug tltumacza ustnego, ktory
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekéw. Aby skorzystaé z pomocy ttumacza znajacego jezyk polski, nalezy zadzwonic
_ pod numer 1-866-773-5959 (TTY: 711). Ta ustuga jest bezptatna.

Japanese: S OBRERRRCESUAZTSVICETZICEMICEER T30, BHOBER
H—EABHDETITVET, BRECEBICHDICIE. 1-866-773-5959 (TTY: 711) IcHBFEL
IV, ARBEEEIAESZRWVLES, ChREHOY—EXTT,



@ Find out more

You can see your plan's pharmacy directory at
https://'www.humana.com/finder/pharmacy/ or call us at the number listed at
the beginning of this booklet and we will send you one.
You can see your plan's drug formulary at
@ www.humana.com/medicaredruglist or call us at the number listed at the

beginning of this booklet and we will send you one.

Humana is a Medicare Advantage HMO, PPO organization and a stand-alone prescription drug plan with a
Medicare contract. Enrollment in any Humana plan depends on contract renewal.
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