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2026 Summary of Benefits
Mount Carmel MediGold Premium Choice (PPO)

This is a summary of Medicare health care and prescription drug coverage for
Mount Carmel MediGold Premium Choice (PPO).

January 1 - December 31, 2026

Mount Carmel MediGold Premium 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/mount-carmel/.

To join Mount Carmel MediGold Premium
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 Ohio: Adams,
Auglaize, Brown, Butler, Champaign,

Clark, Clermont, Clinton, Coshocton, Darke,
Delaware, Fairfield, Fayette, Franklin, Gallia,
Greene, Guernsey, Hamilton, Harrison,
Highland, Hocking, Holmes, Jackson, Knox,
Licking, Logan, Madison, Meigs, Miami,
Monroe, Montgomery, Morgan, Muskingum,
Noble, Perry, Pickaway, Pike, Preble, Richland,
Ross, Shelby, Union, Vinton, Warren and
Washington.

Find a provider at this link
www.thpmedicare.org/mount-carmel/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/mount-carmel/.
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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/mount-carmel/.

Premiums and Benefits

Monthly Plan Premium (includes
both medical and drugs)

Mount Carmel MediGold Premium Choice (PPO)

You pay $14 each month.
You must continue to pay your Medicare Part B premium.

Deductible

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

You pay $200 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 $5,700 for in-network and no more
than $8,950 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:
$395 copay per day for days 1-5; S0 copay per day for days
6-90.

For out-of-network stays, you pay:
40% 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 40% of the total cost.

Ambulatory Surgical Center (ASC)

You pay $350 copay in-network.
You pay 40% of the total cost out-of-network.

Doctor Visits

e Primary care provider

You pay $0 copay in-network.
You pay $25 copay out-of-network.
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Premiums and Benefits

Mount Carmel MediGold Premium Choice (PPO)

e Specialists

You pay $40 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 $45 copay per visit.
$130 copay for each urgently needed care visit outside of
the United States and its territories.

$275 to $325 copay for each emergency/urgently needed
care transportation service outside of the United States and
its territories.

Diagnostic Services [Labs
/Imaging /Radiology

e Diagnostic tests and
procedures

You pay $60 copay in-network.
You pay 40% of the total cost out-of-network.

e Labservices

You pay $10 copay in-network.
You pay $20 copay out-of-network.

e MRIs, CAT scans

You pay $225 copay in-network.
You pay 40% of the total cost out-of-network.

e X-rays

You pay $50 copay in-network.
You pay 40% of the total cost out-of-network.




Premiums and Benefits

Mount Carmel MediGold Premium Choice (PPO)

e Therapeutic radiology
services

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

You pay 40% of the total cost out-of-network.

May require prior authorization.

Hearing Services

e Medicare-covered hearing
exam

You pay $40 copay in-network.
You pay $60 copay out-of-network.

e Routine hearing exam

You pay $0 copay in-network (1 exam every year).

You pay $60 copay out-of-network.

e Fitting and evaluation for
hearing aids

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

e Hearingaids

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

e Medicare-covered dental
services

You pay $40 copay in-network.
You pay 40% of the total cost out-of-network.




Premiums and Benefits Mount Carmel MediGold Premium Choice (PPO)

e Preventive dental services $1,000 maximum plan coverage amount every year for
combined in- and out-of-network diagnostic and preventive

o 2oral exams every year . . i ¢ -
dental services. This amount is combined with the non-

o 2cleanings every year Medicare-covered comprehensive dental services benefit.
o 2fluoride treatments You pay $0 copay in-network for an office visit. Services
every year include exams, X-rays, other diagnostic dental services,
o 1X-ray; x-ray benefit is clearnngs, fluoride treatments, other preventive dental
services.

for bitewing x-rays two
to eight per calendar You must use the Dental Benefit Providers, Inc. provider
year, vertical bitewing x-  network to access this benefit.

rays one per consecutive
36 months, or one full
mouth x-ray every 36
consecutive months.

o 1lvisit 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 1visit 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.




Premiums and Benefits

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

Mount Carmel MediGold Premium Choice (PPO)

$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

year depending on the
service code.

Mount Carmel MediGold Premium Choice (PPO)

Vision Services

e Medicare-covered benefits

You pay $40 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 40% of the total cost out-of-network.

e Routine eye exams

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

e Routine eyewear

$150 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

e OQutpatient therapy with a
psychiatrist

You pay $40 copay in-network for individual sessions.
You pay $60 copay out-of-network.

You pay $40 copay in-network for group sessions.
You pay $60 copay out-of-network.

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

You pay $40 copay in-network for individual sessions.
You pay $60 copay out-of-network.

You pay $40 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; SO copay per day for days 61-100.

For out-of-network stays, you pay:
50% of the total cost per stay.




Premiums and Benefits

Mount Carmel MediGold Premium Choice (PPO)

Physical Therapy You pay $40 copay in-network.
You pay $60 copay out-of-network.
Ambulance You pay $275 copay in- and out-of-network for ground

ambulance services.

You pay $325 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 $40 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

Mount Carmel MediGold Premium 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/mount-
carmel/.

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 $200 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.
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Initial Coverage

30-Day Supply
Tier 1: Preferred Generic
Tier 2: Generic
Tier 3: Preferred Brand
Tier 4: Non-Preferred Drug

Tier 5: Specialty Tier

90-Day Supply
Tier 1: Preferred Generic
Tier 2: Generic
Tier 3: Preferred Brand
Tier 4: Non-Preferred Drug

Tier 5: Specialty Tier

Catastrophic 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.

Standard Retail Rx
30-day supply

$0
$5
25% of the total cost
40% of the total cost
30% of the total cost

Standard Retail Rx
90-day supply

$0
$15
25% of the total cost

40% of the total cost

Mail Order Rx
30-day supply

$0
$0
25% of the total cost
40% of the total cost
30% of the total cost

Mail Order Rx
90-day supply

$0
$0
25% of the total cost

40% of the total cost

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

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

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/mount-carmel/ for complete
information about your costs or covered drugs.
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Additional Benefits

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

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.

$75 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.
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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/mount-carmel/.

Optional Supplemental Benefits

Optional Dental Silver The premium for the Dental Silver benefit is $15 per month.
You pay this monthly premium in addition to your Medicare
Part B premium and plan premium (if applicable).

e Thereis an annual maximum benefit limit of $1,500.

e S0 copay for diagnostic and preventive services,
emergency palliative treatment and X-rays.

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

e (0% -50% coinsurance for restorative services.

Optional Dental Gold The premium for the Dental Gold benefit is $43 per month.
You pay this monthly premium in addition to your Medicare
Part B premium and plan premium (if applicable).

e Thereis an annual maximum benefit limit of $2,000.

e 50 copay for diagnostic and preventive services,
emergency palliative treatment and X-rays.

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

e (0% - 50% coinsurance for restorative services.

e 50% coinsurance for crowns, bridges and dentures.
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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

U 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/mount-carmel/for-members/plan-documents or call 800-964-4525
(TTY:711) to view a copy of the EOC.

O 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.

U 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.

U Review the Formulary to make sure your drugs are covered.

Understanding Important Rules

O 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.

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

O 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/mount-carmel/for-members/plan-documents

O 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 Mount Carmel MediGold 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/mount-carmel/ Medicare is also available at 1-800-MEDICARE, 24
hours a day, 7 days a week. We look forward to serving you!
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Mount Carmel MediGold (HMO/PPO) is a Medicare Advantage organization with a Medicare
contract. Enrollment in Mount Carmel MediGold 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).

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

Mount Carmel MediGold Premium 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 Insurance Company

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.

Mount Carmel MediGold Premium 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.



Mount Carmel MediGold Premium Choice (PPO) provides free auxiliary aids and communication
services, so that people can communicate effectively with us, such as:

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

Mount Carmel MediGold Premium 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 Mount Carmel MediGold Premium 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
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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 Mount Carmel MediGold Premium Choice (PPO) website:
www.thpmedicare.org/mount-carmel/
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Noti f 2 ibili

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 1-800-240-3851 (TTY: 711) or speak to your provider.

Spanish: Espariol

ATENCION: Si habla espafiol, dispone de servicios gratuitos de asistencia lingiistica. También
dispone de recursos y servicios auxiliares gratuitos para proporcionar informacion en formatos
accesibles. Llame al 1-800-240-3851 (TTY: 711) o hable con su proveedor.

Simplified Chinese: 1
VER: WRESh L, FRNTE Rt u S P (G 5 PR 55 . FRATIA G T S (ks Y r A L HA R
%, DLLCEEH RS E,. B0h 1-800-240-3851 (W AHE: 711) =& EMRS MR,

Vietnamese: Viét

LU'U Y: Néu ban noi tiéng Viét, chung téi cung cap mién phi cac dich vu hé tror ngdn ngtr. Cac
hé tror dich vu phu hop dé cung cap théng tin theo cac dinh dang dé tiép can ciing duoc cung
cap mién phi. Vui 1ong goi theo sé 1-800-240-3851 (Ngwoi khuyét tat: 711) hoac trao dbi voi
nguwdi cung cap dich vu cda ban.”

Albanian: SHQIP

VINI RE: Nése flisni shgip, shérbime falas té ndihmés s& gjuhés jané né dispozicion pér ju. Ndihma té
pérshtatshme dhe shérbime shtesé pér té siguruar informacion né formate té pérdorshme jané gjithashtu
né dispozicion falas. Telefononi 1-800-240-3851 (TTY: 711) ose bisedoni me ofruesin tuaj té shérbimit.”

Korean: =04

Fo: R0 E AMETA =BT FE O XY MU~ E 0| Z514 += A SLCL 0|8 7tsE
AR HHEEHZS=HESEZ 7| 2 Myl A FE2 HZE L CL 1-800-240-3851 (TTY:
711 He 2 HelsbAH L ME| A~ H 22 Aol 22|t A2

Bengali: 918=Tl

NCACHIST ey W ST Q121 T OI=0E SR Gy [Tt orEr ST=sel Af[{Eam
GHNeTdh AT | SOTESICIST FING OAT AT Gl BN TS SRS TIN50 8
AFCIAMS [T SoreTah AR | 1-800-240-3851 (TTY: 711) NIH Fel S WA HIAE
ARNBIAE ST B I

Polish: POLSKI

UWAGA: Osoby mowigce po polsku moga skorzystac z bezptatne] pomocy jezykowe]. Dodatkowe pomoce i
ustugi zapewniajace informacje w dostepnych formatach sa réowniez dostepne bezptatnie. Zadzwon pod
numer 1-800-240-3851 (TTY: 711) lub porozmawiaj ze swoim dostawcag”.



German: Deutsch

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose
Sprachassistenzdienste zur Verfigung. Geeignete Hilfsmittel und Dienste zur
Bereitstellung von Informationen in barrierefreien Formaten sind ebenfalls kostenlos
verfigbar. Rufen Sie 1-800-240-3851 (TTY: 711) an oder wenden Sie sich an Ihren
Anbieter.

Italian: Italiano

ATTENZIONE: Se parli Italiano, sono disponibili servizi di assistenza linguistica
gratuiti. Sono inoltre disponibili gratuitamente ausili e servizi adequati per fornire
informazioni in formati accessibili. Chiama il numero 1-800-240-3851 (TTY: 711) o
parla con il tuo fornitore.

Japanese: HAZE

F BAREZESIIGE. EHOSEXEY—EREZHAWETET . 7RV TILGELAF
BTELLSRESN) BER THEREZIRHE T 52O 0B LM X EOY—E XL EHTTHA
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Russian: PYCCKMI

BHUMAHWE: Ecnuv BbI TOBOPMTE Ha PYCCKMK, Bam AOCTYMHLI 6ecnaaTHble YCIYTW A3bIKOBOM NOAAE DKM,
CoOTBeTCTBYHOLLME BCNOMOraTe/lbHble CpecTBa U YCIYTW N0 NpefocTaBNeHunio MHbopmMmaLMm B LAOCTYMHbBIX
bopmatax Takxe npenoctasnawTca HecnnatHo. MNo3eoHuTe No TenedoHy 1-800-240-3851 (TTY: 711) unm
obpaTuTecs K CBOEMy NOCTaBLLMKY YCYT.

Croatian: hrvatski

PAZNJA: Ako govorite hrvatski, dostupne su vam besplatne usluge jeziéne pomoéi.
Odgovarajué¢a pomoéna sredstva i usluge za pruzanje informacija u pristupaénim formatima
takoder su dostupne besplatno. Nazovite 1-800-240-3851 (TTY: 711) ili razgovarajte sa svojim
davateljem usluga.

Serbian: Cpncku

MAXKHbA: Ako rosopuTe Cpnckn, 4ocTyrnHe ¢y Bam BecnnatHe yenyre jesndke nomMmohu.
Opgroeapajyha nomohHa cpeacTea v ycnyre 3a npyxame nHgopmaumja y nprucTynadHum
dopmaTma Takohe cy gocTynHK GecnnatHo. MNMososute 1-800-240-3851 (TTY: 711) unu
pasrosapajTte ca CBOjUM onepaTepom.

Tagalog: Tagalog

PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika.
Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang magbigay ng
impormasyon sa mga naa-access na format. Tumawag sa 1-800-240-3851 (TTY: 711) o makipag-usap sa
iyong provider.

Haitian: Kreyol Ayisyen

ATANSYON: Si w pale Kreydl Ayisyen, gen sévis &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 nan 1-800-240-
3851 (TTY: 711) oswa pale avek founisé w la.



mYiddish:
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Arabic: ‘u
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French: Francais

ATTENTION: Si vous parlez Francais, des services d’assistance linguistique gratuits
sont a votre disposition. Des aides et services auxiliaires appropriés pour fournir
des informations dans des formats accessibles sont également disponibles
gratuitement. Appelez le 1-800-240-3851 (ATS : 711) ou contactez votre
fournisseur.

Urdu: ardo

e e b Al ) QB -G il cilend (S a3 (S ) Cabe o S o Sl & sl Sla gl 81z las
3851-240-800-1 Uiz s e gs ladi gl 313 (g hae canie 0 € 3 S il b e len (TTY: 711) JIS
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Greek: EMnvika

MPOZOXH: Eav pAate eAhnvikd, uttdpyxouv StaBeaipeg dwpedv UTNPECIEC UTIOOTNPLENG OTN GUYKEKPLUEVT
yAwooa. AlatiBevtal dwpedv kataAAnAa fonBrjpata kal uninpedieg yia mapoyr mAnpodoplwy o
npoopacipec popdec. Karéote to 1-800-240-3851 (TTY: 711) | anevBuvBeite otov mapoyo oag.

Swabhili/Bantu: Kiswahili

MAKINIKA: 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 mifumao inayofikiwa pia
inapatikana bila malipo. Piga simu 1-800-240-3851 (TTY: 711) au zungumza na mtoa huduma wako.”

Farsi/Persian:
b

DI 513 lad e Aewd 50 0Bl (L) Glelis Wleds (S s Cumus 0b) 03, 3l S 1axg3
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Dutch: Nederlands

LET OP: Als u Nederlands, spreekt, kunt u gratis gebruikmaken van taalondersteuning. Ook zijn
er gratis hulpmiddelen en diensten beschikbaar om informatie in toegankelijke formaten te
verstrekken. Bel 1-800-240-3851 (TTY: 711) of neem contact op met uw provider.



UKranian: ykpaiHceka mosa

YBATA: AKLLO BM pO3MOBNAETE YKpaiHCBKa MOBa, BaM A0CTYNHI Oe3KOWTOBHI MOBHI Nnocayry. BignoseigHi
AONoMixHI 3acobmn Ta nocnyrk Ana HajgaHHAa iHbopmauii y 4ocTynHKUX hopmaTtax TaKoMX J0CTYMHI
BeskowToBHO. 3aTenedoHyiTe 3a Homepom 1-800-240-3851 (TTY: 711) abo 3BepHITLCA A0 CBOMO
nocTavyanbHUKa».

Romanian: Romania

ATENTIE: Daca vorbiti Romania, aveti la dispozitie servicii gratuite de asistenta lingvistica. De
asemenea, sunt disponibile gratuit materiale auxiliare si servicii adecvate pentru furnizarea de
informatii in formate accesibile. Sunati la 1-800-240-3851 (TTY: 711) sau discutati cu furnizorul
dumneavoastra.

Laotian: 090

cquIL: mmwcmw‘}m 299, 9% uuamuaoemuwﬁmccuuumem?mmm .,ucsmgqoe s
NIMOINIVCLLOCTBOBITCHVI smcwu?ma.uU?nauccuumﬁwﬁocmcm20 lwmaco 1-800-240-3851
(TTY: 711) & :vaucaﬂmuzamuaajmu.

Hindi: f&gl
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Thai: luo
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Somali: Soomaali

FIIRO GAAR AH: Haddii aad ku hadasho Soomaali, adeegyada kaalmada lugadda bilaashka ah ayaa
diyaar kuu ah. Kaalmooyinka iyo adeegyada ku habboon ee lagu bixiyo macluumaadka qaabab la
heli karo ayaa sidoo kale lagu heli karaa lacag la'aan. Wac 1-800-240-3851 (TTY: 711) ama la hadal
adeeg bixiyahaaga.

PRJ-2856
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