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2026 Summary of Benefits
Saint Alphonsus Health Plan Choice (PPO)

This is a summary of Medicare health care and prescription drug coverage for 
Saint Alphonsus Health Plan Choice (PPO).

January 1 – December 31, 2026

Saint Alphonsus Health Plan Choice (PPO) is 
a Medicare Advantage Local PPO plan with a 
Medicare contract. Enrollment in the Plan 
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 call 1-800-240-
3851 (TTY 711) and request the “Evidence of 
Coverage” or access it online at 
www.thpmedicare.org/saint-alphonsus/.

To join Saint Alphonsus Health Plan Choice 
(PPO), you must be entitled to Medicare Part 
A, be enrolled in Medicare Part B, and live in 
our service area. Our service area includes 
these counties in Idaho: Ada, Adams, Boise, 
Canyon, Elmore, Gem, Owyhee, Payette, Valley 
and Washington.

Find a provider at this link 
www.thpmedicare.org/saint-alphonsus/find-
a-provider.

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

This document is available in other formats 
such as large print or audio.

For more information, please call us at 1-800-
240-3851 (TTY users should call 711), 8 a.m. to 

8 p.m., 7 days a week, or visit us at 
www.thpmedicare.org/saint-alphonsus/.

https://www.medicare.gov/
https://www.thpmedicare.org/saint-alphonsus
https://www.thpmedicare.org/saint-alphonsus/find-a-provider
https://www.thpmedicare.org/saint-alphonsus/find-a-provider
https://www.thpmedicare.org/saint-alphonsus


Premiums and Benefits
This is a short list of benefits and cost sharing for our plan. For a complete list, see the Evidence of 
Coverage on our website at www.thpmedicare.org/saint-alphonsus/. 

Premiums and Benefits Saint Alphonsus Health Plan Choice (PPO)
Monthly Plan Premium (includes 
both medical and drugs)

You pay $0 each month.
You must continue to pay your Medicare Part B premium.

Part B Premium Buy-down Our plan will reduce your monthly Medicare Part B 
premium by $7.

Deductible You pay $0 for in- and out-of-network medical benefits.

You pay $250 for Part D prescription drugs on Tiers 3, 4, and 
5.

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

You pay no more than $6,100 for in- and out-of-network 
combined annually. 

Includes copays and other costs for in-and out-of-network 
medical services for the year.

Inpatient Hospital For in-network inpatient hospital stays, you pay:
$350 copay per day for days 1-5; $0 copay per day for days 
6-90.
For out-of-network stays, you pay:
30% of the total cost per stay.
May require prior authorization. 

Outpatient Hospital For services at an in-network outpatient hospital, you pay 
$350 copay.
For services at an out-of-network outpatient hospital, you 
pay 30% of the total cost. 

Ambulatory Surgical Center (ASC) You pay $350 copay in-network.
You pay 30% of the total cost out-of-network. 

https://www.thpmedicare.org/saint-alphonsus


Premiums and Benefits Saint Alphonsus Health Plan Choice (PPO)

Doctor Visits

•

  

Primary care provider You pay $0 copay in-network.
You pay $30 copay out-of-network.

• Specialists You pay $35 copay in-network.
You pay $60 copay out-of-network.

Preventive Care
(e.g., flu vaccine, diabetic 
screenings)

You pay $0 copay in- and out-of-network.

Emergency Care You pay $130 copay per visit. ER cost sharing is waived if 
you are admitted to the hospital within 48 hours for the 
same condition.
$130 copay for each emergency care visit outside of the 
United States and its territories. Worldwide ER services cost 
sharing is waived if you are admitted to the hospital within 
48 hours for the same condition.

Urgently Needed Services You pay $50 copay per visit.
$130 copay for each urgently needed care visit outside of 
the United States and its territories. 
$250 to $300 copay for each emergency/urgently needed 
care transportation service outside of the United States and 
its territories. 

Diagnostic Services /Labs 
/Imaging /Radiology

•

  

Diagnostic tests and 
procedures

You pay $30 copay in-network.
You pay 30% of the total cost out-of-network.

• Lab services You pay $5 copay in-network.
You pay $15 copay out-of-network.

• MRIs, CAT scans You pay $200 to $225 copay in-network.
You pay 30% of the total cost out-of-network.



Premiums and Benefits Saint Alphonsus Health Plan Choice (PPO)

• X-rays You pay $20 copay in-network.
You pay 30% of the total cost out-of-network.

• Therapeutic radiology 
services

You pay 20% of the total cost in-network.
You pay 30% of the total cost out-of-network.

May require prior authorization.

Hearing Services

•

  

Medicare-covered hearing 
exam

You pay $35 copay in-network.
You pay $60 copay out-of-network.

• Routine hearing exam You pay $0 copay in-network (1 exam every year).
You pay $60 copay out-of-network.

• Fitting and evaluation for 
hearing aids

You pay $0 copay in-network (unlimited visits every year).
You pay $60 copay out-of-network.

• Hearing aids You pay $599 to $899 copay in-network for prescription 
hearing aids – all types (2 hearing aids every year).

No out-of-network coverage. Must use TruHearing® provider 
to access this benefit.

Dental Services

•

  

Medicare-covered dental 
services

You pay $35 copay in-network.
You pay 30% of the total cost out-of-network.



Premiums and Benefits Saint Alphonsus Health Plan Choice (PPO)

• Preventive dental services

o 2 oral exams every year

2 cleanings every year

2 fluoride treatments 
every year

o

o

o 1 X-ray; x-ray benefit is 
for bitewing x-rays two 
to eight per calendar 
year, vertical bitewing x-
rays one per consecutive 
36 months, or one full 
mouth x-ray every 36 
consecutive months.

o 1 visit for other 
diagnostic dental 
services; intraoral 
tomosynthesis benefit is 
for two to eight x-rays 
per calendar year for 
bitewing and periapical, 
or 1 per consecutive 36 
months for 
comprehensive series.

o 1 visit for other 
preventive dental 
services; space 
maintainer benefit is for 
1 per consecutive 60 
months, re-cement or re-
bond of space 
maintainer is for 1 per 
consecutive 6 months, or 
removal of fixed space 
maintainer is unlimited.

$1,000 maximum plan coverage amount every year for 
combined in- and out-of-network diagnostic and preventive 
dental services. This amount is combined with the non-
Medicare-covered comprehensive dental services benefit.
You pay $0 copay in-network for an office visit. Services 
include exams, X-rays, other diagnostic dental services, 
cleanings, fluoride treatments, other preventive dental 
services.
You must use the Dental Benefit Providers, Inc. provider 
network to access this benefit.



Premiums and Benefits Saint Alphonsus Health Plan Choice (PPO)

• Comprehensive dental 
services:

Restorative Services: 1 visit; 
frequencies include 
unlimited, one per 
consecutive 6 months, one 
per consecutive 12 months, 
or one per consecutive 60 
months depending on 
service code.

Endodontics: 1 visit; 
frequencies include one per 
tooth per lifetime, two per 
tooth per lifetime, or 
unlimited depending on 
service code.

Periodontics: 1 visit; 
frequencies include 
unlimited, two per calendar 
year, two per consecutive 12 
months, one per consecutive 
36 months, or one per 
quadrant per consecutive 24 
or 36 months depending on 
service code.

Oral and Maxillofacial 
Surgery: 1 visit; frequency 
includes unlimited, 1 per site 
per visit, consecutive 36 
months, or lifetime, 1 per 
tooth per lifetime, 1 per 
consecutive 36 months, or 1 
biopsy per site per visit 
depending on service code.

Adjunctive General Services: 
1 visit; frequency is 
unlimited, 1 per consecutive 
6 months, or 2 per calendar 

•

•

•

•

•

$1,000 maximum plan coverage amount every year for 
combined in- and out-of-network non-Medicare-covered 
comprehensive dental services. This amount is combined 
with the diagnostic and preventive dental services benefit.
You pay 50% of the total cost in- and out-of-network for 
restorative services.
You pay 70% of the total cost in and out-of-network for 
endodontics services. 
You pay 70% of the total cost in and out-of-network for 
periodontics services. 
You pay 50% of the total cost in and out-of-network for oral 
and maxillofacial surgery services. 
You pay $0 copay in and out-of-network for adjunctive 
general services. 
You must use the Dental Benefit Providers, Inc. provider 
network to access this benefit.



Premiums and Benefits Saint Alphonsus Health Plan Choice (PPO)

year depending on the 
service code.

  

Vision Services

•

  

Medicare-covered benefits You pay $35 copay in-network for an eye exam to diagnose 
and treat diseases and conditions of the eye.
You pay $50 copay out-of-network.
You pay $0 copay in-network for one pair of eyeglasses or 
contact lenses after cataract surgery.
You pay 30% of the total cost out-of-network.

• Routine eye exams You pay $0 copay in-network (1 exam every year).
You pay $50 copay out-of-network.

• Routine eyewear $125 maximum plan coverage amount every year for all in- 
and out-of-network non-Medicare-covered eyewear.
No out-of-network coverage. Must use Spectera, Inc. 
provider to access this benefit. 

Mental Health Services

•

  

Outpatient therapy with a 
psychiatrist

You pay $35 copay in-network for individual sessions.
You pay $60 copay out-of-network.
You pay $35 copay in-network for group sessions.
You pay $60 copay out-of-network.

• Outpatient therapy with a 
mental health care 
professional (non-
psychiatrist)

You pay $35 copay in-network for individual sessions.
You pay $60 copay out-of-network.
You pay $35 copay in-network for group sessions.
You pay $60 copay out-of-network.

Skilled Nursing Facility (SNF) For in-network SNF stays, you pay:
$0 copay per day for days 1-20; $218 copay per day for days 
21-60; $0 copay per day for days 61-100.
For out-of-network stays, you pay:
30% of the total cost per stay.



Premiums and Benefits Saint Alphonsus Health Plan Choice (PPO)

Physical Therapy You pay $35 copay in-network.
You pay $60 copay out-of-network.

Ambulance You pay $250 copay in- and out-of-network for ground 
ambulance services.
You pay $300 copay in- and out-of-network for air 
ambulance services.
May require prior authorization.

Transportation Not covered.

Medicare Part B Drugs You pay $35 copay in- and out-of-network for Medicare Part 
B insulin drugs.
You pay 20% of the total cost in-network for Medicare Part 
B chemotherapy and radiation drugs.*
You pay 30% of the total cost out-of-network.*
You pay 20% of the total cost in-network for other Medicare 
Part B drugs.*
You pay 30% of the total cost out-of-network.*
May require prior authorization or step therapy. 
*You may pay less for certain Part B rebatable drugs. If the 
drug price has increased at a rate faster than the rate of 
inflation, the amount you pay will be based on a lower, 
inflation-adjusted price.

Podiatry Services You pay $35 copay in-network for Medicare podiatry 
services. 
You pay $60 copay out-of-network for Medicare podiatry 
services. 

Durable Medical Equipment You pay 20% of the total cost in-network durable medical 
equipment. 
You pay 30% of the total cost out-of-network durable 
medical equipment. 
May require prior authorization.



Premiums and Benefits Saint Alphonsus Health Plan Choice (PPO)

Prosthetic Devices (braces, 
artificial limbs, etc.)

Prosthetic devices: 
You pay 20% of the total cost for in-network devices.
You pay 30% of the total cost for out-of-network devices.

Related medical supplies: 
You pay 20% of the total cost for in-network supplies.
You pay 30% of the total cost for out-of-network supplies.

May require prior authorization. 

Diabetic Supplies and Services Diabetic supplies: 
You pay $0 copay for in-network supplies. 
You pay 30% of the total cost for out-of-network supplies.
Diabetes self-management training: 
You pay $0 copay in- and out-of-network.
Therapeutic shoes or inserts: 
You pay 20% of the total cost for in-network shoes.
You pay 30% of the total cost for out-of-network shoes.
May require prior authorization. 

Fitness Benefit You pay $0 copay for the fitness benefit. One Pass® must be 
used for this benefit.

Meal Benefit You pay $0 copay for the meal benefit. 
The benefit consists of 2 meals per day for 7 days, 
immediately following a qualifying discharge. There is no 
annual limit on occurrences. Benefit is combined in and 
out-of-network. GA Foods must be used for in-and out-of-
network meals benefit.



Part D Prescription Drugs
This is a summary of Part D prescription drug coverage and cost sharing for our plan. For more 
information, see the Evidence of Coverage on our website at www.thpmedicare.org/saint-
alphonsus/. 

Part D Prescription Drugs

Part D Insulin Coverage You won’t pay more than $35 for a one-month 
supply of each covered insulin product 
regardless of the cost-sharing tier.

ED Drug Coverage Included! Call for details.

Deductible You will pay a yearly deductible of $250 on Tier 
3, Tier 4, and Tier 5 drugs. You must pay the 
full cost of your Tier 3, Tier 4, Tier 5 drugs 
until you reach this amount. For all other drugs, 
including insulin, you will not have to pay any 
deductible.

https://www.thpmedicare.org/saint-alphonsus
https://www.thpmedicare.org/saint-alphonsus


Initial Coverage You pay the following until your total yearly drug costs reach 
$2,100. Total yearly drug costs are the drug costs paid by both you 
and our Part D plan.

30-Day Supply
Standard Retail Rx
30-day supply

Preferred Retail Rx
30-day supply

Mail Order Rx
30-day supply

Tier 1: Preferred Generic $10 $0 $0

Tier 2: Generic $20 $6 $0

Tier 3: Preferred Brand 25% of the total cost 25% of the total cost 25% of the total cost

Tier 4: Non-Preferred Drug 30% of the total cost 30% of the total cost 30% of the total cost

Tier 5: Specialty Tier 30% of the total cost 30% of the total cost 30% of the total cost

90-Day Supply
Standard Retail Rx
90-day supply

Preferred Retail Rx
90-day supply

Mail Order Rx
90-day supply

Tier 1: Preferred Generic $30 $0 $0

Tier 2: Generic $60 $18 $0

Tier 3: Preferred Brand 25% of the total cost 25% of the total cost 25% of the total cost

Tier 4: Non-Preferred Drug 30% of the total cost 30% of the total cost 30% of the total cost

Tier 5: Specialty Tier A long-term supply is 
not available for 
drugs in Tier 5.

A long-term supply 
is not available for 
drugs in Tier 5.

A long-term supply 
is not available for 
drugs in Tier 5.

Catastrophic Coverage You enter the Catastrophic Coverage Stage when your out-of-
pocket costs have reached the $2,100 limit for the calendar year. 
During this payment stage, you pay nothing for your covered Part D 
drugs. ED drugs will have the Tier 2 copay in the catastrophic stage 
for 2026.

Your cost-sharing may be different if you use a Long-Term Care pharmacy, or an out-of-network 
pharmacy or if you purchase a long-term supply (up to 90 days) of a drug. Please call us or see the 
plan’s Evidence of Coverage on our website www.thpmedicare.org/saint-alphonsus/ for complete 
information about your costs or covered drugs. 

https://www.thpmedicare.org/saint-alphonsus


Additional Benefits
This plan provides additional benefits. For more information, see the Evidence of Coverage on our 
website at www.thpmedicare.org/saint-alphonsus/. 

Additional Benefits

Flexible Benefit Card- Including 
Member Rewards/Incentive 
and Supplemental 
Vision/Hearing Allowance

Included! You receive a $250  annual allowance on your card 
you can use towards plan-covered vision and hearing services. 
This benefit does not carry over to the next plan year. 
You can receive $50 annually added to your Flexible Benefit 
Card in your Member Rewards wallet when you complete an 
Annual Wellness Visit and fill out the necessary attestation. 

Over the Counter (OTC) 
Allowance

$0 copay. 
$50 maximum plan coverage amount every 3 months for OTC 
items. No out-of-network coverage. Must utilize Over the 
Counter Health Solutions (OTCHS) to access this benefit. This 
benefit does not carry over to the next plan year. 
Unused portion does not carry over to the next period.

24 Hour Nurse Advice Line + 
Virtual Care Visits

$0 copay. No out-of-network coverage.  You must call 1-855-
638-5842 to access this benefit.

Visitor Travel Allowance $1,500
Travel allowance does not carry over to the next plan year.
May require prior authorization. 

Acupuncture $20 copay, 6 visits every year, for in-network services. 
$60 copay, for out-of-network services. 

May require prior authorization. 

https://www.thpmedicare.org/saint-alphonsus


Optional Supplemental Benefits
This plan offers some extra benefits that are not covered by Original Medicare and not included in 
its benefits package. These extra benefits are called Optional Supplemental Benefits. If you want 
these optional supplemental benefits, you must sign up for them. For more information, see the 
Evidence of Coverage on our website at www.thpmedicare.org/saint-alphonsus/. 

Optional Supplemental Benefits

Optional Dental Silver The premium for the Dental Silver benefit is $20 per month. 
You pay this monthly premium in addition to your Medicare 
Part B premium and plan premium (if applicable).

• There is an annual maximum benefit limit of $1,500.

$0 copay for diagnostic and preventive services, 
emergency palliative treatment and X-rays. 

50% coinsurance for extractions, endodontic services, 
periodontic services and other oral surgery.

0% - 50% coinsurance for restorative services. 

•

•

•

Optional Dental Gold The premium for the Dental Gold benefit is $49 per month. 
You pay this monthly premium in addition to your Medicare 
Part B premium and plan premium (if applicable).

• There is an annual maximum benefit limit of $2,000.

$0 copay for diagnostic and preventive services, 
emergency palliative treatment and X-rays. 

50% coinsurance for extractions, endodontic services, 
periodontic services and other oral surgery. 

0% - 50% coinsurance for restorative services. 

50% coinsurance for crowns, bridges and dentures.

•

•

•

•

 

https://www.thpmedicare.org/saint-alphonsus


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 customer service representative at 
800-964-4525 (TTY: 711).

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 
www.thpmedicare.org/saint-alphonsus/for-members/plan-documents or call 800-964-4525 
(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 new doctors.

Review the Pharmacy 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

 In addition to your monthly plan premium, you must continue to pay your Medicare Part B 
premium. This premium is normally taken out of your Social Security check each month.

Benefits, premiums and/or copayments/coinsurance may change on January 1, 2027.

Our plan allows you to see providers outside of our network (non-contracted providers). 
However, while we will pay for covered services, the provider must agree to treat you. Except 
in an emergency or urgent situation, non-contracted providers may deny care. In addition, you 
will pay a higher copay for services received by non-contracted providers.





https://www.thpmedicare.org/saint-alphonsus/for-members/plan-documents


 Effect on Current Coverage: Your current health care coverage will end once your new
Medicare coverage starts. For example, if you have a different Medicare plan, you will no
longer receive benefits from that plan once your new coverage starts.

We’re Here for You

If you have any questions about your Saint Alphonsus Health Plan benefits, we are a phone call or 
click away. You can reach us at 800-240-3851 (TTY: 711), 8 a.m. – 8 p.m., 7 days a week. On certain 
holidays, your call will be handled by our automated phone system. You may also visit our 
website, www.thpmedicare.org/saint-alphonsus/ Medicare is also available at 1-800-MEDICARE, 
24 hours a day, 7 days a week. We look forward to serving you!

https://www.thpmedicare.org/saint-alphonsus


Saint Alphonsus Health Plan (HMO/PPO) is a Medicare Advantage organization with a Medicare 
contract. Enrollment in Saint Alphonsus Health Plan depends on contract renewal. Benefits vary 
by county.

This document is available in other alternate formats.

 ATTENTION: If you speak Spanish, language assistance services, free of charge, are available to 
you. Call 1-800-240-3851 (TTY: 711). 

ATENCIÓN: Si habla español, hay servicios de traducción, libre de cargos, disponibles para usted. 
Llame al 1-800-964- 4525 (TTY: 711).

 Saint Alphonsus Health Plan Choice (PPO) is a local PPO plan with a Medicare contract. 
Enrollment depends on contract renewal. This information is not a complete description of 
benefits. Contact the plan for more information. Limitations, copayments, and restrictions may 
apply. Benefits, premiums and/or copayments/coinsurance may change on January 1 of each 
year. You must continue to pay your Medicare Part B premium. The formulary, pharmacy network, 
and/or provider network may change at any time. You will receive notice when necessary. Please 
call our Member Services number or see your “Evidence of Coverage” for more information, 
including the cost-sharing that applies to out-of-network services. Health coverage is offered by 
Mount Carmel Health Plan Of Idaho, Inc.

NOTICE INFORMING INDIVIDUALS ABOUT NONDISCRIMINATION, AVAILABILITY OF LANGUAGE 
ASSISTANCE, AUXILIARY AIDS, AND ACCESSIBILITY SERVICES

Trinity Health understands that we all have different lived experiences, needs, identities, customs, 
and abilities. We are committed to providing quality, accessible, equitable care and services that 
are responsive to the needs of the diverse communities served. 

Saint Alphonsus Health Plan Choice (PPO) welcomes all individuals who come to us for care, 
treatment, and services. We comply with all Federal civil right laws and do not exclude anyone or 
treat them differently because of their age, race, color, ethnicity (including limited English 
proficiency and primary language), national origin, religion, culture, language, physical or mental 
disability, socioeconomic status (including ability to pay or participation in Medicaid, Medicare or 
Children’s Health Insurance Program), sex (including sex at birth or legal sex), sex characteristics 
(including intersex traits), pregnancy or related conditions, sex stereotypes, sexual orientation, 
gender identity or expression, veteran status, or any other category protected by law.  

As a sponsored ministry of the Catholic Church, we provide healthcare services guided by the 
moral principles described in the Ethical and Religious Directives for Catholic Healthcare Services 
published by the U.S. Conference of Catholic Bishops. 



Saint Alphonsus Health Plan Choice (PPO) provides free auxiliary aids and communication services, so 
that people can communicate effectively with us, such as:

• Qualified sign language interpreters 
Written information in other formats (large print, audio, accessible electronic formats, 
other formats)
Free language assistance services to people whose primary language is not English, such 
as:

•

•

• Qualified interpreters
Information written in other languages.•

If you need these services, contact

Language Assistance Services at 1-800-240-3851
Telecommunications Relay Service (TRS): 7-1-1

Saint Alphonsus Health Plan Choice (PPO) allows service animals that are trained to do work or 
perform tasks for the benefit of individuals with a disability.  

If you need another type of reasonable modification or accessibility services, please discuss it with 
your provider or the Section 1557/Americans with Disabilities Act Coordinator:  
ATTN: Member Services Manager
3100 Easton Square Place, Suite 300
Columbus, OH 43219
Phone:
1-800-240-3851 (TTY 711)

Fax:
1-833-802-2200 

Email:
medigoldappeals@mchs.com 

If you believe that Saint Alphonsus Health Plan Choice (PPO) has failed to provide these services or 
discriminated in another way, you can file a grievance with:

Member Services
3100 Easton Square Place Suite 300
Columbus, OH 43219
1-800-240-3851
medigoldappeals@mchs.com

mailto:medigoldappeals@mchs.com
mailto:medigoldappeals@mchs.com
tel:1-800-240-3851


You can also file a civil rights complaint with the U.S. Department of Health and Human Services, 
Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available 
at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf 

Or by mail or phone at:
U.S. Department of Health and Human Services
200 Independence Avenue SW
Room 509F, HHH Building
Washington, DC 20201
800–368–1019, 800–537–7697 (TDD)
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html 

This notice is available at  the Saint Alphonsus Health Plan Choice (PPO) website: 
www.thpmedicare.org/saint-alphonsus/
 

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
https://www.thpmedicare.org/saint-alphonsus
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