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Plan Availability

Some of the plans included in this brochure are available only in certain counties. Check the chart
below to find out which are offered where you live.
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2020 Monthly Costs if You Are Eligible

for Medicare (Excluding Premium Assistance)

SINGLE COVERAGE 2-PERSON COVERAGE
Highmark Freedom Blue PPO $243 $486
Capital BlueCross BlueJourney PPO $246 $492
Aetna Medicare V02 PPO $177 $354
UPMC for Life HMO $257 $514

2020 Monthly Costs if You Are NOT Eligible

for Medicare (Excluding Premium Assistance)

‘ SINGLE COVERAGE ‘ 2-PERSON COVERAGE
Highmark PPOBIlue (80-70 Plan) $1,754 $4.551
Capital BlueCross PPO $1,264 $2,528
Aetna Premier Open Choice PPO $1,682 $3,256
UPMC Health Plan EPO $1,383 $2,766
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2020 Plan Options if You Are Eligible for Medicare

HOW MUCH YOU

MEDICAL PLAN In-Network Out-of-Network
Annual Deductible $0 $0

Annual Out-of-Pocket Maximum $3,400 (combined)
Hospitalization $0 $0

Doctor Visits $10 PCP; $15 specialist $10 PCP; $15 specialist
Preventive Care $0 $0

Emergency Room $50 (waived if admitted) $50 (waived if admitted)
Urgent Care Facility $40 $40

Outpatient Surgery $0 $0

Diagnostic Testing $0 $0

Outpatient Therapy $15 $15

Durable Medical Equipment 15% 20%

Outpatient Mental Health $15 $15

Inpatient Mental Health $0 $0

Physical Exams
Ob/Gyn Exams
Mammograms

Skilled Nursing Facility

Hearing Aids

Dental Care
(subject to frequency limitations)

Vision Exam/Hearing Exams

Prescription Lenses

$0 (office visit copay may apply)

$0 (office visit copay may apply)

$0

$0 up to 100 days per Medicare Benefit
Period

$0 after annual $499 copay per aid for
TruHearing Advanced; $799 per aid for
TruHearing Premium; $500 allowance per
year for other aids through TruHearing
$20 for exam & cleaning and $20 for
X-rays every 6 months; 50% for
restorative services and dentures

$0 vision; $15 hearing

100% after a $100 benefit maximum per
calendar year for standard eyeglass lenses
or contact lenses; Davis Vision Fashion
Collection frames and standard lenses
covered in full (annually)

$0 (office visit copay may apply)

$0 (office visit copay may apply)

$0

$0 up to 100 days per Medicare Benefit
Period

100% after a $500 allowance for hearing
aids every three years from any other
provider or TruHearing

50% for periodic exams, cleanings,
X-rays, fillings as needed and dentures

$50 vision; 20% hearing
100% after a $100 benefit maximum

per calendar year for standard eyeglass
frames, eyeglass lenses, or contact lenses

Retail Pharmacy Mail Order
PRESCRIPTION DRUGS (31-day supply) (90-day supply)*
Annual Deductible $0 $0

Initial Coverage Up to a Total Drug Cost

Preferred generic drugs (Tier 1)
Non-preferred generic drugs (Tier 2)
Preferred brand-name drugs (Tier 3)

Non-preferred brand-name drugs (Tier 4)

Specialty drugs (Tier 5)
Coverage Gap to TrOOP Maximum of $6

Generic drugs (Tiers 1 & 2)

Brand-name drugs (Tiers 3 & 4)

Specialty drugs (Tier 5)

Catastrophic Coverage
Generic drugs
Brand-name drugs

of $4,020

$5 preferred pharmacy;

$10 standard pharmacy

$5 preferred pharmacy;

$10 standard pharmacy

$25 preferred pharmacy;
$30 standard pharmacy

$55 preferred pharmacy;
$60 standard pharmacy

33%

350

$5 preferred pharmacy;

$10 standard pharmacy

Preferred Pharmacy: 20% (plan pays 10%
and manufacturer discounts 70%)

Standard Pharmacy: 25% (plan pays 5% and
manufacturer discounts 70%)

25% (plan pays 5% and manufacturer

$12.50 preferred pharmacy only
$12.50 preferred pharmacy only
$62.50

$137.50

Not covered

$12.50 preferred pharmacy only

20% (plan pays 10% and manufacturer
discounts 70%)

Not covered

discounts 70%)

The greater of 5% or $3.60
The greater of 5% or $8.95

* Must obtain mail order supply using Express Scripts/ESI.




HOW MUCH YOU
WILL PAY IN 2020 CAPITAL BLUECROSS BLUEJOURNEY PPO*

MEDICAL PLAN

In-Network

Out-of-Network

Annual Deductible

Annual Out-of-Pocket Maximum
Hospitalization

Doctor Visits

Preventive Care
Emergency Room
Urgent Care Facility
Outpatient Surgery

Diagnostic Testing

Outpatient Therapy

Durable Medical Equipment
Outpatient Mental Health
Inpatient Mental Health
Physical Exams

Ob/Gyn Exams

Mammograms

Skilled Nursing Facility
Hearing Aids
(once every 36 months)

Dental Care

Vision Exam/Hearing Exams

Prescription Lenses
(once every 24 months)

$0
$3,400 (excludes Part D drugs and
hearing)

$0
$5 PCP; $0 virtual care; $15 specialist

$0

$50 (waived if admitted)

$35 urgent care; $0 virtual care

$0

$10 lab services; $25 high-tech imaging;
15% therapeutic radiology; all other $0
$15

15%

$15

$0

$0 (annual wellness exam)

$0 preventive screenings
(once every 24 months)
$0 preventive screenings
(once every 12 months)

$0 days 1-10; $25 days 11-100
100% after $500 allowance

$15 office visit; cleaning and X-rays
covered; 50% other services; $1,500 max
per calendar year (in- and out-of-network
combined)

$15 copay for Medicare-covered

hearing service

100% after $40 allowance for frames

$0
$3,400 (excludes Part D drugs and
hearing)

20%

$5 PCP; $15 specialist; virtual care not
covered

20%

$50 (waived if admitted)

$35 virtual care not covered

20%

$10 lab services; $25 high-tech imaging;
15% therapeutic radiology, $0 all other
$15

15%

$15

20%

20%

20%

20%
20%
100% after $500 allowance

50%; $1,500 max per calendar year
(in- and out-of-network combined)

$15 copay for Medicare-covered services

Lenses: 100% after dollar limit**
Frames: 100% after $40 limit

Preferred generic drugs (Tier 1)

Non-preferred generic drugs (Tier 2)
Preferred brand-name drugs (Tier 3)
Non-preferred brand-name drugs (Tier 4)
Specialty drugs (Tier 5)

Generic drugs (Tiers 1 & 2)

Brand-name drugs (Tiers 3 & 4)

Specialty drugs (Tier 5)

Catastrophic Coverage
Generic drugs
Brand-name drugs

Coverage Gap to TrOOP Maximum of $6

$4 preferred pharmacy;
$12 standard pharmacy

$4 preferred pharmacy;
$12 standard pharmacy

$38
$90
33%
350
25%

Retail Pharmacy Mail Order
PRESCRIPTION DRUGS (30-day supply) (90-day supply)
Annual Deductible $0 $0
Initial Coverage Up to a Total Drug Cost of $4,020

$12 preferred pharmacy;
$36 standard pharmacy

$12 preferred pharmacy;
$36 standard pharmacy

$114
$270
Not covered

| 25%
25%

(plan pays 5% and manufacturer discounts 70%)

25% (plan pays 5% and manufacturer
discounts 70%)

‘ Not covered

The greater of 5% or $3.60

The greater of 5% or $8.95

* Capital BlueCross BlueJourney PPQ is not available in Delaware or Maryland.
** Single lenses $36 allowance; Bifocal lenses $48 allowance; Trifocal lenses $58 allowance.




HOW MUCH YOU
WILL PAY IN 2020 AETNA MEDICARE V02 PPO*

(subject to frequency limitations)
Vision Exam/Hearing Exams
Prescription Lenses

Not covered
$0

MEDICAL PLAN In-Network Out-of-Network
Annual Deductible $300 $500

Annual Qut-of-Pocket Maximum $6,700 $10,000
Hospitalization $200 copay/day for days 1-7 30%

Doctor Visits $15 PCP; $40 specialist 30%

Preventive Care $0 30%

Emergency Room $90 (waived if admitted) $90 (waived if admitted)
Urgent Care Facility $50 $50

Outpatient Surgery $185 30%

Diagnostic Testing $35; $200 complex imaging 30%

Outpatient Therapy $40 30%

Durable Medical Equipment 20% 30%

Outpatient Mental Health $40 30%

Inpatient Mental Health $200 copay/day for days 1-7 30%

Physical Exams $0 30%

Ob/Gyn Exams $0 30%
Mammograms $0 30%

Skilled Nursing Facility $0 days 1-20; $172 days 21-100 30%
(}i)i?:gnegvg\?%ﬁ months) 100% after $500 allowance
Dental Care

Not covered
30%

100% after $100 allowance (once every 24 months)

Non-preferred generic drugs (Tier 2)

Preferred brand-name drugs (Tier 3)
Non-preferred brand-name drugs (Tier 4)
Specialty drugs (Tier 5)

Preferred generic drugs (Tier 1)

Non-preferred generic drugs (Tier 2)

Brand-name drugs (Tiers 3 & 4)

Specialty drugs (Tier 5)
Catastrophic Coverage

Generic drugs

Brand-name drugs

Coverage Gap to TrOOP Maximum of $6,

$20 standard pharmacy
$40 preferred pharmacy; $47 standard

33%
350

$2 preferred pharmacy;
$15 standard pharmacy

$10 preferred pharmacy;
$20 standard pharmacy

25%
25%

Retail Pharmacy Mail Order
PRESCRIPTION DRUGS (30-day supply) (90-day supply)
Annual Deductible $0 $0
Initial Coverage Up to a Total Drug Cost of $4,020
. . $2 preferred pharmacy; $4 preferred pharmacy;
Preferred generic drugs (Tier 1) $15 standard pharmacy $30 standard pharmacy
$10 preferred pharmacy; $20 preferred pharmacy;

$40 standard pharmacy
$80 preferred pharmacy; $94 standard

35% preferred pharmacy; 50% standard

| 33% (limited one-month supply)

$4 preferred pharmacy;
$30 standard pharmacy

$20 preferred pharmacy;
$40 standard pharmacy

25%
25%

The greater of 5% or $3.60
The greater of 5% or $8.95

* Aetna is available only in Pennsylvania, New Jersey and some counties in Florida, Maryland, and New York.




HOW MUCH YOU
WILL PAY IN 2020 UPMC FOR LIFE HMO*

Hospitalization

Doctor Visits

Preventive Care
Emergency Room

Urgent Care Facility
Outpatient Surgery
Diagnostic Testing
Outpatient Therapy
Durable Medical Equipment
Outpatient Mental Health
Inpatient Mental Health
Physical Exams

Ob/Gyn Exams
Mammograms

Skilled Nursing Facility
Hearing Aids

Dental Care

Vision Exam/Hearing Exams

Prescription Lenses
(once every 24 months)

MEDICAL PLAN In-Network
Annual Deductible $0
Annual Out-of-Pocket Maximum $3,400

$0 inpatient; $0 outpatient

$5 PCP; $20 specialist

$0

$120 (waived if admitted within 3 days)

$20

$0

$0 labs; $10 X-rays; $30 advanced imaging
$20

15%

$20

$0

$0 routine

$0 routine

$0 routine

$0 per day days 1-15; $50 per day days 16-100
100% after $1,500 allowance (once every 36 months)
Routine dental not covered

$0 routine vision (once every two years);
$20 routine hearing (once every year)

100% after $250 allowance

Specialty drugs (Tier 5)

Preferred generic drugs (Tier 1)
Non-preferred generic drugs (Tier 2)
Brand-name drugs (Tiers 3 & 4)

Specialty drugs (Tier 5)

Catastrophic Coverage
Generic drugs
Brand-name drugs

Coverage Gap to TrOOP Maximum of $6,350

Retail Pharmacy Mail Order
PRESCRIPTION DRUGS (30-day supply) (90-day supply)
Annual Deductible $0 $0
Initial Coverage Up to a Total Drug Cost of $4,020
, : $0 preferred pharmacy;
Preferred generic drugs (Tier 1) $15 standard pharmacy $0 standard
: : $10 preferred pharmacy;

Non-preferred generic drugs (Tier 2) $20 standard pharmacy $20 standard

Preferred brand-name drugs (Tier 3) $47 preferred or standard pharmacy $105 standard

Non-preferred brand-name drugs (Tier 4) | $100 preferred or standard pharmacy $285 standard

33% Not covered

$0 preferred pharmacy;

$15 standard pharmacy $0 standard

$10 preferred pharmacy;

$20 standard pharmacy $20 standard
25%

(plan pays 5% and manufacturer discounts 70%)

25% (plan pays 5% and manufacturer

discounts 70%) Not covered

The greater of 5% or $3.60

The greater of 5% or $8.95

* UPMC is available in all South East, South West Pennsylvania counties and some North Central Pennsylvania counties.




2020 Plan Options if You Are NOT Eligible for Medicare

HOW MUCHYOU HIGHMARK PPOBLUE
WILL PAY IN 2020 (80-70 PLAN)
MEDICAL In-Network Out-of-Network
Annual Deductible %;88;}2%:/'?“3' %?950[{69?$Y;]?|l;a|
Annual Out-of-Pocket Maximum $10,000 No maximum
Hospitalization 20% 30%
Doctor Visits %ig%:z:i spggéialist 30%
. . 2o

Foventie G s2oisi e e
Emergency Room $100 (waived if admitted) $100 (waived if admitted)
Urgent Care Facility $40 30%
Outpatient Surgery 20% 30%
Diagnostic Testing 20% 30%
Outpatient Therapy $40/visit; 60-visit maximum* 30% to 60-visit maximum*
Durable Medical Equipment 20% 30%
Outpatient Mental Health 0%; no deductible 30%
Inpatient Mental Health 20% 30%
Physical Exams $20/visit PCP; $40/ visit specialist Not covered
Ob/Gyn Exams $40/visit 30% routine (no deductible)
Mammograms 20% 30%
Skilled Nursing Facility 20%; 100 visits per calendar year 30%,; 100 visits per calendar year
(}i)%?:gnegvérlgaﬁ months) Not covered Not covered
Dental Care Not covered Not covered
Vision Exam/Hearing Exams Not covered Not covered
(P Jﬁgglﬁ’g?y ZLE Tr?gﬁth S| Not covered Not covered
PRESCRIPTION DRUGS
Annual Deductible $0 Not covered
Annual Maximum No maximum Not covered
Retail Pharmacy

Generic drugs 30% (mandatory generic)** Not covered

Brand-name drugs 50%** Not covered
Mail Order (90-day supply)

Generic drugs 30% (mandatory generic) Not covered

Brand-name drugs 50% Not covered

* Combined in- and out-of-network maximum

** 34-day supply.




HOW MUCH YOU

WILL PAY IN 2020 CAPITAL BLUECROSS PPO

MEDICAL In-Network Out-of-Network
- $100/individual $500/individual
Annual Deductible $300/family $1,500/family
. $3,000/individual .

Annual Qut-of-Pocket Maximum $6.000/family No maximum
Hospitalization 20% 30%

Doctor Visits $10/PCP visit; $25/specialist visit 30%

Preventive Care $10/visit 20%

$100; no deductible
(waived if admitted)

$40: no deductible

$100; no deductible
(waived if admitted)

30%:; no deductible

Emergency Room

Urgent Care Facility

Outpatient Surgery 20% 30%
Diagnostic Testing 20% 30%
Outpatient Therapy $40/visit; no deductible 30%
Durable Medical Equipment 20% 30%
Outpatient Mental Health $40/visit; no deductible 30%
Inpatient Mental Health 20% 30%
Physical Exams gégﬁzgil\gsn; $25/specialist visit; no 20%

Ob/Gyn Exams $0; no deductible 30%, no deductible

Mammograms $0; no deductible 30%, no deductible
Skilled Nursing Facility $0; limit 100 days 50%; limit 100 days
Hearing Aids

(once every 36 months) Not covered Not covered

Dental Care Not covered Not covered

Vision Exam/Hearing Exams

Prescription Lenses
(once every 24 months)

Not covered

Not covered

Not covered

Not covered

PRESCRIPTION DRUGS

Annual Deductible

Annual Maximum

Retail Pharmacy
Generic drugs

Brand-name drugs

Mail Order (90-day supply)
Generic drugs

Brand-name drugs

$300/individual
$600/family

$2,500 benefit period maximum on
lifestyle drugs

30%*
30%/preferred;*
50%/non-preferred

30%
30%/preferred;
50%/non-preferred

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

* Specialty generic drugs are covered at 30%, Specialty brand preferred drugs are covered at 50%, and Specialty brand

non-preferred drugs are not covered.
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HOW MUCH YOU
WILL PAY IN 2020

MEDICAL

UPMC HEALTH PLAN EPO*

In-Network Only

Annual Deductible

Annual Out-of-Pocket Maximum

Hospitalization

Doctor Visits

Preventive Care
Emergency Room

Urgent Care Facility
Outpatient Surgery
Diagnostic Testing
Outpatient Therapy
Durable Medical Equipment
Outpatient Mental Health
Inpatient Mental Health
Physical Exams

Ob/Gyn Exams
Mammograms

Skilled Nursing Facility

Hearing Aids
(once every 36 months)

Dental Care
Vision Exam/Hearing Exams

Prescription Lenses
(once every 24 months)

$500/individual
$1,000/family

$4,000/individual
$8,000/family

20%

$20/visit PCP; $40/visit specialist
$0

$100 copay (waived if admitted)
$40

20%

20%

$40/visit; 30-visit maximum

20%

$40/visit

20%

$0 routine

$0 routine

$0 routine

20%; 120 days per benefit period

Not covered

Not covered
Not covered

Not covered

PRESCRIPTION DRUGS

Annual Deductible

Annual Maximum

Retail Pharmacy
Generic drugs

Brand-name drugs

Mail Order (90-day supply)
Generic drugs

Brand-name drugs

$0

No maximum

$8 (mandatory generic)

$38/preferred;
$76/non-preferred and specialty

$16 (mandatory generic)

$76/preferred;
$152/non-preferred

* UPMC is not available in all counties.




HOW MUCH YOU
WILL PAY IN 2020

MEDICAL

AETNA PREMIER OPEN CHOICE PPO*

In-Network Only

Out-of-Network

Annual Deductible

Annual Out-of-Pocket Maximum

Hospitalization
Doctor Visits
Preventive Care

Emergency Room

Urgent Care Facility
Outpatient Surgery
Diagnostic Testing
Outpatient Therapy

Durable Medical Equipment
Outpatient Mental Health
Inpatient Mental Health
Physical Exams

Ob/Gyn Exams
Mammograms

Skilled Nursing Facility

Hearing Aids
(once every 36 months)

Dental Care
Vision Exam/Hearing Exams

Prescription Lenses
(once every 24 months)

$300/individual
$600/family

$6,600/individual
$13,200/family

$200/day to $1,000/admission maximum
$15/visit PCP; $40/visit specialist
$0; no deductible

$75; no deductible
(waived if admitted)

$50; no deductible

$150

$35 X-ray/lab; $150 complex

$40

20%

$40; all other mental health $0
$200/day to $1,000/admission maximum
0%; no deductible; routine

0%; no deductible; routine

0%:; no deductible; routine

$100/day to $500, then $0; after
deductible; 100-day limit

100% after $1,000 allowance

Not covered

Vision: $0; 1 exam/12 months;
Hearing: $40; 1 exam/24 months

100% after $100 allowance

$500/individual
$1,000/family

$10,000/individual
$20,000/family

30%

30%

30%

$75; no deductible
(waived if admitted)

30%
30%
40%
30%
30%
30%
30%
30%
30%
30%

30%
30%

Not covered
30%

100% after $100 allowance

PRESCRIPTION DRUGS

Annual Deductible

Annual Maximum
Retail Pharmacy
Generic drugs

Brand-name drugs

Mail Order (90-day supply)
Generic drugs

Brand-name drugs

$200/individual
$600/family

Combined with medical

30%
30%-formulary
50%-non-formulary

30%
30%-formulary
50%-non-formulary

$200/individual
$600/family

Combined with medical

50% after applicable copay
50% after applicable copay

Not covered

Not covered

* Aetna is available only in New Jersey, Pennsylvania and some counties in Florida, Maryland and New York.

"
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Pennsylvania Public School Employees’ Retirement System (PSERS)

Notice of Nondiscrimination

The Pennsylvania Public School Employees’ Retirement System (PSERS) Health Options
Program complies with applicable federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex. The Pennsylvania Public School
Employees’ Retirement System (PSERS) Health Options Program does not exclude people or
treat them differently because of race, color, national origin, age, disability, or sex.

The PSERS Health Options Program:

e Provides free aids and services to people with disabilities to communicate effectively with
us, such as:

— Qualified sign language interpreters

— Written information in other formats (large print, audio, accessible electronic formats,
other formats)

e Provides free language services to people whose primary language is not English,
such as:

— Qualified interpreters
— Information written in other languages
If you need these services, contact Peter Camacci, Director, Health Insurance Office.

If you believe that the PSERS Health Options Program has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability, or sex,
you can file a grievance with:

Peter Camacci, Director, Health Insurance Office

Public School Employees’ Retirement System

5 N bth Street

Harrisburg, PA 17101-1905

Phone: 1-888-773-7748; TTY use: 711; Fax: 717-772-3860; Email: pcamacci@pa.gov

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance,
Peter Camacci is available to help you.

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

1-800-368-1019, 1-800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.


mailto:pcamacci@pa.gov
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

Attention: Free Language Assistance

This chart displays, in various languages, the phone number to call for free language
assistance services for individuals with limited English proficiency.

Language Message About Language Assistance

Spanish ATENCION: si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia
linglistica. Llame al 1-800-773-7725; TTY: 711.

Chinese AR MREEREET - BB EGESRIRE - HEE
1-800-773-7725; TTY: 711 »

French ATTENTION : Si vous parlez frangais, des services d’aide linguistique vous sont
proposés gratuitement. Appelez le 1-800-773-7725; TTY: 711.

Italian ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Chiamare il numero 1-800-773-7725; TTY: 711.

German ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfugung. Rufnummer: 1-800-773-7725; TTY: 711.

Vietnamese CHU Y Néu ban néi Tiéng Viét, c6 cac dich vu hd trg' ngdn ngt mién phi danh cho ban.
Goi s0 1-800-773-7725; TTY: 711.

Tagalog PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng
tulong sa wika nang walang bayad. Tumawag sa 1-800-773-7725; TTY: 711.

Arabic a8 el laally @l a6 A salll sae Lusal) iledd 8 sl S31 A jall Caaai i€ 1) 2Ads sala

TTY: 711; 1-800-773-7725

Korean =2 Bt=0E AtEotAl= S, A KIE MHIAE 22 0IEota ==
USLICEH 1-800-773-7725; TTY: 711 H 2 HMatoll =& AIL.

Russian BHVMAHWE: Ecnu Bbl roBopuTe Ha pycckom s3bIke, TO BaM JOCTYMHbI becnnaTHble
ycnyrv nepesoga. 3sonute 1-800-773-7725; TTY: 711.

Polish UWAGA: Jezeli mowisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowe;.

Zadzwon pod numer 1-800-773-7725; TTY: 711.

Serbo-Croatian

OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezitke pomoéi dostupne su vam
besplatno. Nazovite 1-800-773-7725; TTY: 711.

Gujarati YUsall: A dN %A dlcdcll &, A AlAAs eUnl Usla At dAHIRL HIER
Guas 9. Slot 50 1-800-773-7725; TTY: 711.

Ukrainian YBATA! AKLLO BM pO3MOBNSETE YKPATHCHKOI MOBOLO, BU MOXETE 3BEPHYTUCS 40 OE3KOLWTOBHOI
cnyx6u MoBHOI nigTpuMKK. TenedoHyiite 3a Homepom 1-800-773-7725; TTY: 711.

Cambodian

[was WaismhynASunw meanigs, iwhbigwinamen hwisannym
AMOWNISAINUOTHAY Ul §iadE) 1-800-773-7725; TTY: 7114

French Creole

ATANSYON: Si w pale Kreyol Ayisyen, gen sevis éd pou lang ki disponib gratis pou ou.

(Haitian) Rele 1-800-773-7725; TTY: 711.

Portuguese ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis.
Ligue para 1-800-773-7725; TTY: 711.

Greek MPOZOXH: Av piAaTe eAAnvIKa, oTn d1GBeoT) 00g BpiokovTal UTTNPETiEG YAWOOIKNAG

UTTOOTAPIENG, O 0TToiEG TTapEXOVTal dwpeav. KaAéoTte 1-800-773-7725; TTY: 711.

Dutch

Pennsylvania

Wann du [Deitsch (Pennsylvania German / Dutch)] schwetzscht, kannscht du mitaus
Koschte ebber gricke, ass dihr helft mit die englisch Schprooch. Ruf selli Nummer uff: Call
1-800-773-7725; TTY: 711.
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This brochure provides only a summary of benefits under these plans.

It does not provide details about what is covered or limitations that

may apply. More information is included in the Evidence of Coverage
(for a Medicare Advantage plan) or the Benefit Description (for a plan

for non-Medicare-eligible members). In addition, you can call the HOP
Administration Unit at 1-800-773-7725 and request an information packet
for any of these plans.
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