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2026 Summary of Benefits

ConnectiCare Flex Plan 3 H3528-011-001

January 1, 2026 - December 31, 2026.

ConnectiCare, Inc. is an HMO-POS plan with a Medicare contract. Enrollment in ConnectiCare depends on contract
renewal.

The benefit information provided does not list every service that we cover or list every limitation or exclusion. To
get a complete list of services we cover, please access the “Evidence of Coverage” at Connecticare.com/Medicare.

To join ConnectiCare Flex Plan 3 you must be entitled to Medicare Part A, be enrolled in Medicare Part B, and
live in our service area. Our service area includes the following counties in Connecticut: Hartford, Litchfield,
Middlesex, Tolland Counties.

Except in emergency or urgent situations, if you use providers that are not in our network, we may not pay for
these services.

For coverage and costs of Original Medicare, look in your current “Medicare & You” handbook. View it online
at Medicare.gov or get a copy by calling 1-800-MEDICARE (1-800-633-4227) available 24 hours, 7 days a week
including some federal holidays. TTY/TDD users should call 1-877-486-2048.

Have questions? Please call ConnectiCare Member Services Department at (800) 224-2273, TTY: 711,
Hours are October 1 — March 31, 8 a.m. to 8 p.m. local time, 7 days a week. From April 1 — September
30, Monday — Friday, 8 a.m. to 8 p.m. local time. or visit our website at Connecticare.com/Medicare.



https://Connecticare.com/Medicare
https://Medicare.gov
https://Connecticare.com/Medicare

Premium & Benefits ConnectiCare Flex Plan 3

Monthly Plan Premium

You must keep paying your Medicare Part B premium.

Deductible

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

This is the most you will pay out-of-pocket for
your covered Part A and Part B services.

Inpatient Hospital

Outpatient Hospital

Ambulatory Surgery Center

$41

No deductible

In-Network: $6,750 annually
Out-of-Network: $10,000 annually

After you reach the maximum out-of-pocket limit, we
will pay the full cost of covered Part A and Part B
services for the rest of the year.

In-Network

Days 1-5: $495 copay per day.

$0 copay per day for each additional day, for each
inpatient stay. Unlimited days.

Out-of-Network
40% of the total cost for each inpatient stay. Unlimited
days.

Services may require authorization.

In-Network

$325 copay

$0 for diagnostic colonoscopy
Out-of-Network

40% of the total cost

Services may require authorization.
Limitations may apply. See your Evidence of
Coverage (EOC) for details.

In-Network

$200 copay

$0 for diagnostic colonoscopy
Out-of-Network

40% of the cost

Services may require authorization.

Limitations may apply. See your Evidence of
Coverage (EOC) for details.



Premium & Benefits ConnectiCare Flex Plan 3

Doctor Visits

e Primary care providers In-Network
$5 per visit
Out-of-Network

40% of the cost per visit

» Specialist In-Network
$50 per visit

Out-of-Network

40% of the cost per visit

Preventive Care $0 copay
Other preventive services are available.

» Flu vaccine, diabetic screenings, etc.

Emergency Care $130 copay
Copayment waived if admitted to the hospital within

1 day.

Urgent Care $50 copay

Diagnostic Services/Labs/Imaging

¢ Diagnostic tests and procedures In-Network
$25 copay
Out-of-Network
40% of the total cost
e Lab services In-Network

$0 at physician’s office or independent facility, $15
all other locations

Out-of-Network

40% of the cost

» Diagnostic radiology (e.g. MRIs, CAT scans) In-Network

$275 copay

$0 for diagnostic mammograms
Out-of-Network

40% of the cost

e X-rays In-Network

$45 copay
Out-of-Network
40% of the cost

Services may require authorization.




Premium & Benefits ConnectiCare Flex Plan 3

Hearing Services

e Medicare-covered hearing exam In-Network
$50 copay per visit
Out-of-Network
40% of the cost
* Routine hearing exam In-Network
(One per year) $0 copay per visit
Out-of-Network
40% of the cost
e Hearing aid fittings and evaluations Not Covered
(One per year)
e Hearing aid Not Covered

Dental Services

¢ Medicare-covered dental services In-Network
$50 copay per visit
Out-of-Network
40% of the cost
e Preventive dental
e Oral exams In-Network
e X-rays You pay $0
¢ Cleanings Covers up to one oral exam, one cleaning, and fluoride

treatment every six months.

Covers one standard x-ray every six months and one
complete series (panorex x-rays) every 36 months.

Limitations may apply. See your Evidence of
Coverage (EOC) for details.

e Comprehensive dental Not Covered

You can purchase comprehensive dental services as
an Optional Supplemental Benefit (see below).




Premium & Benefits ConnectiCare Flex Plan 3

Optional Supplemental Dental Benefits
POS Option:

e Comprehensive Dental Services

Minor Restorative Services: fillings.

Major Restorative Services: (Endodontics,
Periodontics, Prosthodontics and Oral

and Maxillofacial Surgery) — Includes Root
Canal Therapy, Periodontal Scaling and Planing,
Periodontal Surgery Crowns, Fixed
Bridgework, Partial and Full Dentures,

Denture Adjustments, Repairs to Fixed

Bridges, Re-Cement of Fixed Bridges, Crowns,
and Inlays, Extractions and Oral Surgery,
Implants, and Maintenance.

Indemnity Option:

» Preventive and comprehensive dental services:
Vision Services

¢ Medicare-covered eye exams

» Medicare-covered eyewear

¢ Routine eye exam
(One exam per year)

e Eyewear allowance

* $33 monthly premium
$100 calendar year deductible
$2,000 annual benefit maximum
or
$39 monthly premium
$100 calendar year deductible
$3,000 annual benefit maximum

In-Network
20% of the cost after the $100 calendar-year
deductible is met.

50% of the cost after the $100 calendar-year
deductible is met.

Out-Of-Network

In addition to the in-network cost-shares listed above,
you pay the difference between the out-of-network
allowance and the total amount billed by the dentist.

Services may require authorization.

Limitations may apply. See your Evidence of
Coverage (EOC) for details.

e $157 monthly premium
$3,500 annual benefit maximum
You pay 50% of the cost for all covered services.

$50 copay
$0 copay
$0 copay

Up to $200 per year

Limitations may apply. See your Evidence of
Coverage (EOC) for details.



Premium & Benefits ConnectiCare Flex Plan 3

Mental Health Services

* Inpatient Visit In-Network
$2,290 per admission.

Out-of-Network
40% of the cost

Our plan covers up to 90 days per inpatient mental
health admission. Our plan also covers 60 “lifetime
reserve days” as long as the stay is covered under the
plan. Our plan covers up to 190 days in a lifetime for
inpatient mental health services in a psychiatric
hospital.

The 190-day limit does not apply to mental health
services provided in a psychiatric unit of a general
hospital. The cost-sharing applies each time you are
admitted inpatient to a psychiatric facility.

¢ Outpatient individual therapy In-Network

$40 copay per visit
Out-of-Network
40% of the cost

¢ Outpatient group therapy In-network

$40 copay per visit
Out-of-network
40% of the cost

Services may require authorization.

Skilled Nursing Facility (SNF) Our plan covers up to 100 days in a SNF per benefit
period.

In-Network

$0 copay

per day for days 1 - 20
$214 copay

per day for days 21 - 100

Out-of-Network

40% of the cost per day for days one through 100 per
benefit period.

Services may require authorization.

Physical Therapy In-Network

$40 copay per visit
Out-of-Network
40% of the cost




Premium & Benefits ConnectiCare Flex Plan 3

Ambulance (Ground) In-Network
$325 copay
Out-of-Network
$325 copay

Services may require authorization.

Ambulance (Air) In-Network

20% of the cost
Out-of-Network
20% of the cost

Services may require authorization.
Transportation Not covered

Medicare Part B Drugs Prior authorization may be required for certain drugs.

Step Therapy may be required for certain drugs.

¢ Chemotherapy drugs 20% coinsurance unless capped by Inflation Reduction
Act (IRA) rules.

¢ Other Part B drugs 20% coinsurance unless capped by Inflation Reduction
Act (IRA) rules.

e Part B insulin drugs 20% coinsurance unless capped by Inflation Reduction
Act (IRA) rules.

Your Part B insulin cost share will not exceed $35 for
a one-month supply of any insulin on our formulary.




Outpatient Prescription Drugs

ConnectiCare Flex Plan 3
11-001

Part D Deductible
(Tiers 2 to 5)

Part D Insulins
Tier 3 — Preferred Brand

Initial Coverage

You are in the Initial Coverage
Phase until your year-to-date
“out-of-pocket costs” (your
payments) reach a total of $2,100
Tier 1 — Preferred Generic
Tier 2 — Generic

Tier 3 — Preferred Brand

Tier 4 — Non-Preferred Brand
Tier S — Specialty Tier

Tier 6 — Select Care

Catastrophic Coverage

You are in this stage after your
year-to-date “out-of-pocket costs”
(your payments) reach a total of
$2,100

$185

Retail Rx 31-day supply

$35 copay

$1 copay

$10 copay

25% of the cost
27% of the cost
30% of the cost
$0 copay

Mail Order 100-day supply

$105 copay

$2 copay

$20 copay

25% of the cost
27% of the cost
Not available
$0 copay

During this stage, the plan will pay for the full cost of your covered

Part D drugs.

Once you are in the Catastrophic Coverage Stage, you will stay in this
payment stage until the end of the calendar year (through December

31, 2026).

Cost-Sharing may change depending on the pharmacy you choose and when you enter a new phase of the

Part D benefit.



Extra Benefits ConnectiCare Flex Plan 3

Acupuncture
¢ Medicare-covered acupuncture In-Network
$50 copay per visit
Out-of-Network
Not Covered
Services may require authorization.
Additional Telehealth Services You pay a $5 - $50 copayment for certain telehealth

services including:

e Cardiac Rehabilitation Services
e Primary Care Physician Services
¢ Chiropractic Services

¢ Occupational Therapy Services
 Physician Specialist Services

 Individual Sessions for Mental Health Specialty
Services

¢ Group Sessions for Mental Health Specialty
Services

¢ Podiatry Services

e Other Health Care Professional
 Individual Sessions for Psychiatric Services
* Group Sessions for Psychiatric Services

 Physical Therapy and Speech-Language Pathology
Services

¢ Opioid Treatment Program Services

 Individual Sessions for Outpatient Substance
Abuse

¢ Group Sessions for Outpatient Substance Abuse.

Chiropractic Services

e Medicare-covered chiropractic care In-Network

$15 copay per visit
Out-of-Network
40% copay per visit

Durable Medical Equipment (DME) In-Network

10% - 20% of the cost
Out-of-Network

40% of the cost

Services may require authorization.




Extra Benefits ConnectiCare Flex Plan 3

Over-the-Counter (OTC) Items
(Supplemental)

Podiatry Services

Wellness Programs - Fitness
Worldwide Emergency Care
e Urgent Care

e Emergency Room

e Emergency Transportation

You get $50 every 3 months for OTC items, available
through catalog purchase only.

Unused allowance does not carry over to the next
month.

In-Network

$50 copay per visit
Out-of-Network
40% of the cost

$0 copay

You are covered for worldwide emergency, urgent
care, and ground ambulance services up to $50,000
each year.

$0 copay
$0 copay
$0 copay

10



Notice of Availability

We offer free interpreter and translation services to help you understand your health or
drug plan. This includes support from someone who speaks your language.

We also provide free aids and services—such as sign language interpreters and written
materials in alternative formats—to ensure everyone can access the information they
need. To request these services, please call Member Services at the number listed on your
Member ID card.

English

ATTENTION: If you speak English, free language assistance services are
available to you. Appropriate auxiliary aids and services to provide information
in accessible formats are also available free of charge. Call the Member
Services number on the back of your ID card or speak to your provider.

Spanish

ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos para
asistirle en su idioma.

También dispone de ayudas y servicios auxiliares gratuitos para proporcionar
informacion en formatos accesibles.

Llame al numero del Departamento de Servicios para Miembros que figura en
el reverso de su tarjeta de identificaciéon o hable con su proveedor.

Simplified Chinese

AR MR P BINNREBABREMESMENRS - ML RTRIR S I EHED
TENRS - LIEREEBEIIERER - M8 ID FEENEFPRFSHRZERHRSRE
e -

u]

Traditional Chinese
R IRIEER 55, TUM AT DL R b B 3E S MBI ARS . Hh T LAst B An i i i
By T B BURS, LU SR AL RN, GEHEFT A ID R385 A e BIRES H E Rh oS sk
AR AR TR UL
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Russian

BHUMAHWE! Ecnu Bbl rOoBOPUTE HA PYCCKOM, BaM AOCTYMNHbI 6ecniaTHble YyCAyrn A3bIKOBOW
nopaep>xku. CooTBeTCTBYHOLLME BCMOMOraTenbHble CpeacTBa 1 ycnyru no
npenocTaBneHuto MHGopMaumm B OCTYNHbIX dopMaTax Takke 6ecnnaTtHbl. [103BOHUTE NO
HoMepy cny>kbbl NoaaepP>KKU KNTMEHTOB, yKa3aHHOMY Ha 0bpaTHOW CTOpOHe Ballen
NAEeHTUOUKALMOHHOWM KapTbl, Un obpaTtntecb K CBOEMY MOCTaBLUMKY YCYT.

Haitian Creole

ATANSYON: Si w pale Kreyol Ayisyen, gen sevis €d aladispozisyon w gratis pou lang ou pale
a. Ed ak sévis siplemanté apwopriye pou bay enfomasyon nan foma aksesib yo disponib
gratis tou. Rele nimewo Sevis Manm ki sou do kat ID ou a oswa pale ak pwofesyonel swen
sante ou a.

Korean

Zo|:5h20] B ARSI E Z2 & olo] X AMH| A5 0| 851 £ &Lk o8
bt oR MR EHBSHE HEB EE Y| T Y MulAE 2R 2 HZELCHID
7te Sletof 9 318 ME| A M S 2 Mttt ME| A M B YA of 22sHlAlL,

Italian

ATTENZIONE: Se parla italiano, sono disponibili servizi di assistenza linguistica gratuiti.
Sono inoltre disponibili gratuitamente strumenti ausiliari e servizi adeguati per fornire
informazioni in formati accessibili. Si prega di contattare il numero del Servizio peri
membri riportato sul retro della propria tessera identificativa o di rivolgersi al proprio
fornitore.

Yiddish
[IN DT'R UPOND 1T INQ M9 DXI'DIVIN JUIUT DUDHINYD 921 INIQW T DTUT 1R AR 2IDIN
DUT DIN .NXD1I2 M9 YN [VIVUT JUAINTDRIING JU7DMDIX 'R UINKDINGIIN [2UDIX NG DAIITNA
AVUZULYIN [T D' DT WTNR 200K 1D [UT 19 PP 'R WNID V2T T30

Bengali

NN e T S Q181 e, OIR0eA SN G [[{ATCes OISy SRl
AT ST ICACR | SHICHACIIT BINIE O ARNS GN) AL AR
STRCITOT 38 ARTIAMS RATYCAT Soretdh IR | AN RS FIG PR A
ST ARTIRT VS F61 SN WA WG QAP AL FA F |

Polish

UWAGA: Osoby mowigce po polsku mogg skorzysta¢ z bezptatnej pomocy jezykowe;.
Dodatkowe pomoce i ustugi zapewniajgce informacje w dostepnych formatach sg rowniez
dostepne bezptatnie. Zadzwon pod numer Dziatu Obstugi Klienta podany na odwrocie
Twojej karty identyfikacyjnej lub porozmawiaj ze swoim dostawca.
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Arabic

il gal 861 LS Ulaa el dalic 4 salll sacLisall chladd () 55 (o g A jall Chaai ¢S 13 -4
Aty Jaai) A5 A0 () 50 (e L) J a1 (S0 oancay e laall il dpiilie i) Cledd 5 Bac Luse
laddl) asie ) dhass ol el ga Ay jeda e o saall a8 e sliac ) cileas

French

ATTENTION : Si vous parlez frangais, des services d’assistance linguistique gratuits sont a
votre disposition. Des aides et services auxiliaires appropriés sont également mis a votre
disposition gratuitement pour vous fournir les informations dans des formats accessibles.
Appelez les Services aux adhérents au numéro figurant au dos de votre carte d’adhérent,
ou adressez-vous a votre prestataire.

Urdu

9l

L:JLO}lM B ij..u@)l_‘) (.;L“‘J J)LQ g uhlw.) Olods L;L»J Cadn d 2 g_,\TjS CON é—b?ﬁ@‘ k_"JT;‘ L}'\jlﬁ)ﬂ 4}-‘9)
Gl Az SHEID &l 55 g pve -om Olded Caie g2 Slods 9l slel Oglas olio W § 35S 0y
S S o 0diiS wplid Al b (0,8 JS 3 el S929e

Tagalog

PAUNAWA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyo ng
tulong sa wika. Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at
serbisyo upang magbigay ng impormasyon sa mga accessible na format. Tawagan ang
numero ng Mga Serbisyo sa Miyembro sa likod ng ID card mo o makipag-usap sa iyong
provider.

Greek

MPOZOXH: Edv piAdte EAANvIKA, uTtdpxouy dlabeoipeg dwpedv UTINPECIEG LTTIOOTAPLENG OTN
OUYKEKPLPEVN YAwooa. AlatiBevtal dwpedv kKataAnAa Bonbnuata kat uttnpeoieg yla
Ttapoxn mAnpodoplwyv oe tpocBacipeg popdEg. Kaléote Ttov aplBpo Twy UTINPECLWY
Mé&Aoug Ttou BpioKeTal 0To oW PEPOC TNG KAPTAC avayvwpLloTikoU oag i arevBbuvbeite
oTOoV Ttapox0 oac.

Albanian

VINI RE: Nése flisni anglisht, shérbimet falas t& ndihmés gjuhésore jané té disponueshme
pér ju. Gjithashtu, disponohen falas ndihma té pérshtatshme dhe shérbime shtesé pér té
siguruar informacion né formate té aksesueshme. Telefononi Shérbimet ndaj Anétaréve né
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numrin gé ndodhet né pjesén e pasme té kartés suaj té identitetit ose flisni me ofruesin
tuaj té shérbimit.

German

HINWEIS: Wenn Sie Sprache einfligen sprechen, stehen lhnen kostenlose
Sprachassistenzdienste zur Verfugung. Geeignete Hilfsmittel und Dienste flr die
Ubermittlung von Informationen in zugénglicher Form sind ebenfalls kostenlos verfiigbar.
Rufen Sie die Nummer des Mitgliederservices auf der Rlickseite Ihres Ausweises an oder
sprechen Sie mit lhrem Anbieter.

Pennsylvania Dutch

GEB ACHT: Wann du Pennsylvanisch Deitsch schwetzscht, Schprooch Helfe Services sin
meeglich mitaus Koscht. Appropriate Auxiliary Aids un Services un Services Information zu
gewwe in helfreiche Formats sin aa meeglich mitaus Koscht. Ruf die Member Services
Nummer uff die Rickseit vun dei ID Kaart odder Schwetz mit dei Provider.

Viethamese

LUU Y: N&u quy vi néi tiéng Viét, ching téi c6 sdn cac dich vu hd trg ngdn ngir mién phi danh cho
quy vi. Ngoai ra, chung toi con c6 cac dich vu va phuong tién hd trg khac phiu hgp, hoan toan mién
phi dé cung cap théng tin theo cac dinh dang dé str dung. Vui long goi dén sé dién thoai ctia b
phan Dich vu thanh vién c6 trén mat sau thé ID clia quy vi dé trao di v6i nha cung cdp dich vu cla
quy vi.

Somali

FIIRO GAAR AH: Haddii aad ku hadasho Soomaali, adeegyada caawimaada luugada oo
bilaash ah ayaad heli kartaa.

Agabka kaalmaatiga oo sax ah iyo adeegyada xogta ku bixiya qaab la heli karo ayaa sidoo
kale lagu heli karaa lacag la'aan.

Wac lambarka Adeegyada Macaamiisha ee ku goran dhabarka danbe ee kaarkaaga
agoonsiga ama la hadal dhakhtarkaaga.

Japanese
TR BREZEINDGEE. BHOFEXEY—ERZTFAVEETEY., 70t
AFARELGHEA TEREZIRET A2 -O0BULGHMZIEOLY—EXLEH T IRAL
TFE 9T, DA—FORAICHISEY—ERBFICEFEIT oM. TONS F—ITTHEH
{fZ&ly,

Ukrainian

YBATA! AKLL0 BN pO3MOBAAETE YKPAIHCbKOKO MOBOHO, BaM AOCTYMNHi 6€3KOLUTOBHI MOBHi
nocnyru. BignoBigHi 4onoMi>kHi 3acobu 1 nocnyrm 3 HagaHHA iHbopMauii B AOCTYMHUX
dopmMaTax TakoXX NPONoOHyTbCA 6€3KOLITOBHO. 3aTeniepOoHyNTE Ha HOMEP Cy>X6m
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NiATPUMKM YY4aCHUKIB, yKa3aHMI Ha 3BOPOTi BaLLIOro noceigydeHHA ocobum, abo 3BepHiTbcA
[0 CBOro nocravanbHUKa NOCAyr.

Romanian

ATENTIE: Daca vorbiti romana, aveti la dispozitie servicii gratuite de asistenta lingvistica.
Sunt disponibile gratuit ajutoare si servicii auxiliare adecvate pentru furnizarea informatiilor
in formate accesibile. Contactati Serviciul pentru Membri la numarul de telefon inscris pe
verso-ul cardului de identificare sau adresati-va furnizorului dumneavoastra.

Ambharic

MAFOAT ATCE PIRTI4 NPT 19 PRI BI& R1ATT AACNP 2544 AR UFIRINRT T
$COTT LB AT/ +1N, PARCE £IET AT A1ATIATT N19 54K NID NCLP ECN AL
NA@ PANAT ATA%1FF ®MC LLMA MEITD APLNPT P14

Thai

wnuwie: naalsmen e infvinsanutismdasunung uenani
fuilindasfiouananmstnmasiielwdoyalusuuuuiihdds lasliiduenToany Tusadasonunuias
Hhuusmsamndniissulishundninsuszandvasnnvdonnausul THusmsvsina

Persian

-----

Samoan

FAAMATALAGA: Afai e te tautala faa-Samoa, o loo i ai gagana fesoasoanii gaganae Le
totogia mo oe. Fesoasoani fa’aopopo talafeagai ma auaunaga ina ia tuuina atu ai
faamatalaga e maua | limits e faigofie ona maua o loo maua foi e le totogia. Vala’au le
Auaunaga a Sui Auaiile numera oitaua o lau ID card pe talanoa i lauvrautua.

llocano

PAKAAMMO: No agsasaoka iti [locano, magun-odam dagiti libre a serbisio ti tulong iti
pagsasao. Libre met laeng a magun-odan dagiti maitutop a katulongan ken serbisio a
mangipaay iti impormasion kadagiti format a nalaka a ma-access. Tawagam ti numero ti
Serbisio para Kadagiti Miembro iti likudan ti ID card-mo wenno makisaritaka iti provider-
mo.
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Gujarati

€2 ot WU %) i A2l elladl €l dl Hsd HINLSIY HSlUdL Ad A dHRL UL Gudoy
8. ALY W (563 A WA WsARIME sTHeHi HilSdl Yl ulsdl Hids{l Ad il usl
[coll HEA GUEsH 8. dHIRL ID S51Sefl Uleyn A UE L A6 A1) «ied UR 516 53 edl
dHIRL Ueldl 419 did 520,

Portuguese

ATENGCAO: se fala portugués, tem & sua disposicao servigos de assisténcia linguistica
gratuitos. Também estao disponiveis, de forma gratuita, ajudas e servigos auxiliares
apropriados para fornecer informagdes em formatos acessiveis. Ligue para o numero dos
Servigos de apoio aos membros que se encontra no verso do seu cartao de identificagao
ou fale com o seu prestador de servigos de saude.

Hindi

& < fg oy Y Sierd €, <1 simues fore 3:X[esh | WeTaaT ard Iuasy gt o | gau
TRl § TSR UaH $-- & o I0gad Gead e SR Jand off -3 suas g
30 1D TS & Ule QU T W HaT ARk W BHid B AT 30 YTl I &1d B |

Khmer

WBWARGESAN S (UASIOHASUNW M AniS/ NSy S SWwman
SNESSIAISUENIULSY S8W SHiuhsgiRutmmMISwSnnuiy]
SHAMIZUOISISMUSBRIBUMSTGUNDCNUOTS SNGIFROS
INWSSSASIGRHETEN wigiunishiusiuhuBuenlmiSiS N mMwmMs D
IUNIHA ySunwisimSEAR U INIUNEmM

Laotian

c§VR90: TIILCEMWITT 290, 9:503NIVFoBTIVWITICLLLCTBSI LTI, ScdHogg0e Ccay
nWO3NIVccLLLCTBITICTLES LB lZLLIVSLCLLTIZIWIOCEICTNT.
LmIcGO3INMWTELIFNETIWTHIOOUrHIG0299u § SVHVE IBTOINIVLLIUIL.

Pg O’%SCD'ISOPOO@'L@'II C\D'ICT.)C\)'DCDPC\)'DQ)I
O’)'IG'LO)'I'LU)'IG'L C\)'IS’B@'I SBU)P C\)'I(YJO’)I’.)
1 C\)'I(TJSI‘G'L':?'IS’B'LO\O)U)(OES C\)'I(TJC\)TSUJESC\)'I’JO?'L (\)'Ic?()'l(\)l. 008

¢

|
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MQIOTOIOTIONTET I2A00IDHPOTCDT I3DOSAIIIPP0S (ID) sz0p32001 90201 0000138
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Swalhili

KUMBUKA: Ikiwa wewe huzungumza Kiswahili, msaada na huduma za lugha bila malipo
unapatikana kwako. Vifaa vya usaidizi vinavyofaa na huduma bila malipo ili kutoa taarifa
katika mifumo inayofikiwa zinapatikana pia bila malipo. Piga simu kwa nambari ya Huduma
za Wanachama iliyo nyuma ya kadi yako ya kitambulisho au zungumza na mtoa huduma
wako.

Serbian

PAZNJA: Ukoliko govorite Srpski, dostupne su vam besplatne usluge jezi¢ke podrske.
Dostupne suvam i besplatne odgovaraju¢e pomodéi i usluge za pruzanje informacija u
formatima za lak pristup.

Pozovite broj za usluge za ¢lanove koji se nalazi na poledini vase ID kartice ili se obratite
pruzaocu usluge.

Croatian

PAZNJA: Ako priate Hrvatski, na raspolaganju su vam besplatne usluge pomodi za jezik.
Odgovaraju¢a pomocéna sredstva i usluge za pruzanje informacija u pristupa¢nim
formatima takoder su dostupne besplatno.

Nazovite broj Sluzbe za ¢lanove na poledini vase osobne iskaznice ili razgovarajte sa svojim
pruzateljem usluga.

Nepali

HTGYT: TATS UTeh U Siedg=a A dured] ATl (H:3edh HIite Tgridl daee Suas
B Ug9aNY Qe H STH®RI Y& T SUgdd Jeridl X dge uiH (- 3eh Iuds
B ID DHISH! UBIMSUTS ARITDI Member Services THIRAT B @Y, THT STFITT
B TR

Yoruba

AKIYESI: Bi 0 ba 1 so &dé Yoruba, awon isé iranléwé &dé ofé wa fin 0. Awon ohun élod
iranlowd ati awon isé t6 ye lati pése alayé ni awon ona té rorun 16 wa l6féé. Pe némba Awon
isé Omo egbé t6 wa ni eyin kaadi idanimo re tabi ba olupése re soro.
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Tamil

FHeUenl1H& 6 LD: HIG6T SO CLIGLIAIT 6T60TMIT6V, 2_hI5EH &G @)6VeUdF
QUMY 2 F6NF CFemealsH6T B & @GLD. 3601560 UFH&HCHMHM

QU1Q QUTBIGH 660 & 85616016V GULNMHIG IS M TET HGHS, Sa(h GV 2 s
I|IDFHIGEBHLD CFMEUTHEHLD Fnl &L L 6oor LOl60TN & B 60L& (G LD. 2_HIG 6T
QIPMIGHILLD GUEF, 2_MIS6T 819 SHITT160T L6t LI eTer 2 miliNeoriy
GF MU 6MLO LI 6TE00TE0)600T 3 6MLP&H &6 LD.

Navajo

SHOOH: Diné bizaad yinitti’, t’a4 jiik’ehgo saad bee dka’anida’awo’igii '4a hadoohkaat niha
kéé’ holg. T’aa ajitii iiyisi at’éego niha at’éego bee haz’anigii d66 t’aa adahodooniigii biniiyé
t’44 jiik’eh niha kéé’ holg Member Services béésh bee hane’i bikaa’ dah naaznil doo ID card
ni’ dooleet nd’adoolwotigii bikaa’ niha at’é.

Shoshone

NENKAHI: Uuiss en taikw Sosohni, yu yowk taikwa tuwahntsawaiyn mahhpittsiyahnkuuk
en. To kwain tuwahntsawaiyn tes tuwahntsawaiyn uut uutinantuuinkehn uukuup tsa taw
natehpop suwait mampittsiyankunk yuyowk nai nimeht. Nimai suun suhmah
tuwahntsawaiyn tetehtsep piinak tehpop en nuwaiyn en taikw uhmah natsu tainepeh tes
waipeh.

Choctaw

KULLOSHI: Chi Chahta anumpa ish anumpuli hosh, aiittola towa la hosh chi chiahullo li.
Himona, achukma utish anumpuli hinla ia, il im anumpuli holisso kapvchi shulush ishtia,
towa la hosh chi. Chi ID holisso okpulo bok aiittola na isht ia hosh pisa, il chiishtiaisht
iachi pisa.

Punjabi

o e A 3Ht Uardt 9&< 3, 31 3913 B8t HE3 s AuTfest Aerel Qus gy J&ain|
UJudI Sl T ATl YTTs 9ds BE B Yda AJTEd s W3 A< A Hes3 fg
Suzgy I3t 313 1D I3 = g &3 Heg Aafefia &89 '3 9% 93 A 3T Y&
RG]

Syriac

<hamin hu AR5 A <ielh hadinis huw . el (adaha (ol M5 (& I=imal
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Ready to enroll or have questions?
Call (844) 241-9950, TTY: 711

Current Members Call:
(800) 224-2273, TTY: 711

Hours are October 1 —March 31, 8 a.m. to 8 p.m. local time, 7 days a week. From April 1 — September
30, Monday — Friday, 8 a.m. to 8 p.m. local time.

ConnectiCare
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