MINNESOTA - Medical with Part D
Medica Prime Solution® (Cost) Plans

Summary of Benefits
January 1, 2027 — December 31, 2027

This is a summary of drug and health services covered by Medica Prime Solution Standard w/Rx, Thrift
w/Rx, and Basic w/RXx.

This booklet gives you a summary of what we cover and what you pay. It doesn’t list every service that we
cover or list every limitation or exclusion. To get a complete list of services we cover, call us and ask for the
Evidence of Coverage.

You have choices about how to get your Medicare benefits

One choice is to get your Medicare benefits through Original Medicare (fee-for-service Medicare). Original
Medicare is run directly by the Federal government.

Another choice is to get your Medicare benefits by joining a Medicare Cost plan (such as Medica Prime
Solution Standard w/Rx, Thrift w/Rx, or Basic w/Rx).

Tips for comparing your Medicare choices
This Summary of Benefits booklet gives you a summary of what Medica Prime Solution plans cover and

what you pay. If you want to compare our plan with other Medicare health plans, ask the other plans for
their Summary of Benefits booklets. Or, use the Medicare Plan Finder on www.medicare.gov.

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

Sections in this booklet

® Things to Know About Medica Prime Solution Plans

¢ Monthly Premium, Deductible, and Maximums on How Much You Pay for Covered Services
e (Covered Medical and Hospital Benefits

e Part D Prescription Drug Benefits

¢ Additional Benefits and Services

This document is available in other formats such as braille and large print. This document may be available
in a non-English language. For additional information, call us at 1 (800) 918-2143 (toll-free) (TTY: 711).
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Things to Know About Medica Prime Solution Plans

Hours of Operation
¢ From Oct. 1 — March 31, you can call us from 8 a.m. — 8 p.m. CT, 7 days a week.
* From April 1 — Sept. 30, you can call us from 8 a.m. — 8 p.m. CT, Monday — Friday.

Medica Prime Solution Phone Numbers and Website

e [fyou are a member of this plan, call 1 (800) 234-8755 (toll-free) (TTY: 711).

e If you are not a member of this plan, call 1 (800) 918-2143 (toll-free) (TTY: 711).
®  QOur website: Medica.com/Medicare

Who Can Join?

To join Medica Prime Solution plans, you must be enrolled in Medicare Part B (or have both Medicare
Part A and Medicare Part B), and live in our service area.

Our service area includes the following counties in Minnesota: Aitkin, Carlton, Cook, Goodhue, Itasca,
Kanabec, Koochiching, Lake, Le Sueur, McLeod, Meeker, Mille Lacs, Pine, Pipestone, Rice, Rock, Sibley,
St. Louis, Stevens, Traverse, and Yellow Medicine.

Which doctors, hospitals, and pharmacies can I use?

Medica Prime Solution plans have a network of doctors, hospitals, pharmacies, and other providers. If you
use the providers in our network, you may pay less for your covered services. But if you want to, you can
also use providers that are not in our network.

Out-of-network/non-contracted providers are under no obligation to treat Plan members, except in
emergency situations. Please call our customer service number or see your Evidence of Coverage for more
information, including the cost sharing that applies to out-of-network services.

You must generally use network pharmacies to fill your prescriptions for covered Part D drugs. You may
search for network providers and pharmacies on our website at Medica.com/GetMyDocs. Or, call us and we
will send you a copy of the provider and pharmacy directories.

What do we cover?

Medica Prime Solution plan members get all of the benefits covered by Original Medicare. For some of
these benefits, you may pay more in our plan than you would in Original Medicare. For others, you may pay
less.

We cover Part D drugs. In addition, we cover Part B drugs such as chemotherapy and some drugs
administered by your provider. You can see the complete plan formulary (list of Part D prescription drugs)
and any restrictions on our website, Medica.com/GetMyDocs. Or, call us and we will send you a copy of the
formulary.
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SUMMARY OF BENEFITS
January 1, 2027 — December 31, 2027

Out-Of-Pocket
Responsibility (does
not include

$7,150 annually for
services you receive
from in-network

$7,150 annually for
services you receive
from in-network

Standard w/Rx Thrift w/Rx Basic w/Rx
($90.60) ($91.00) ($242.10)
MONTHLY PREMIUM, DEDUCTIBLE, AND MAXIMUMS ON HOW MUCH YOU PAY FOR
COVERED SERVICES
Monthly Plan Premium | $90.60 $91.00 $242.10
Medical Deductible $200 per year $50 per year No deductible
Maximum You pay no more than You pay no more than You pay no more than

$5,900 annually for
services you receive
from in-network

prescription drugs) providers providers providers
Standard w/Rx Thrift w/Rx Basic w/Rx
($90.60) ($91.00) ($242.10)
COVERED MEDICAL AND HOSPITAL BENEFITS
Inpatient Hospital $425 copay per day for | $350 copay per day for | $200 copay per day for
Coverage days 1 through 5 days 1 through 5 days 1 through 5
$0 copay for days 6 $0 copay for days 6 $0 copay for days 6
through 90 through 90 through 90
$0 copay for unlimited | $0 copay for up to 60 $0 copay for unlimited
extra days. Medicare-covered extra days.
lifetime reserve days.
Outpatient Hospital $0 - $500 copay for $0 copay - 20% of the | $0 - $300 copay for
Coverage outpatient surgery total cost for outpatient | outpatient surgery
surgery
$500 copay per stay for | 20% of the total cost $300 copay per stay for
observation services per stay for observation | observation services
services
Ambulatory Surgery $0 - $400 copay $0 copay - 20% of the | $0 - $250 copay
Center total cost




Standard w/Rx
($90.60)

Thrift w/Rx
($91.00)

Basic w/Rx
($242.10)

COVERED MEDICAL AND HOSPITAL BENEFITS

Doctor Visits

Preventive Care (e.g.,
flu and pneumonia
vaccines, diabetic
screenings, colorectal
cancer screenings)

Emergency Care

Urgently Needed
Services

Diagnostic and
Therapeutic Services/
Labs/Imaging

Primary Care
Provider:
$15 copay

Specialist:
$60 copay

Primary Care
Provider:
20% of the total cost

Specialist:
20% of the total cost

$0 copay

Primary Care
Provider:
$0 copay

Specialist:
$25 copay

Other preventive services are available. There are some covered services that

$130 copay
(worldwide)

Copay is waived if you
are admitted to a
hospital within 24 hours
(U.S. only).

$50 copay for
convenience care/retail
clinic and traditional
urgent care center

Diagnostic Radiology
Services:
$300 copay

Diagnostic
Therapeutic
Radiology Services:
$80 copay

Diagnostic Tests and
Procedures:

$15 copay for services
received during a
primary care doctor
office visit.

$60 copay for services
received at a
specialist’s office or
outpatient facility.

have a cost.

$130 copay
(U.S. only)

$25 copay for
convenience care/retail
clinic and traditional
urgent care center

Diagnostic and
Therapeutic
Radiology Services:
20% of the total cost

Diagnostic Tests and
Procedures, and
X-rays:

20% of the total cost

$130 copay
(worldwide)

Copay is waived if you
are admitted to a
hospital within 24 hours
(U.S. only).

$20 copay for
convenience care/retail
clinic and traditional
urgent care center

Diagnostic Radiology
Services:
$200 copay

Diagnostic
Therapeutic
Radiology Services:
$25 copay

Diagnostic Tests and
Procedures:

$0 copay for services
received during a
primary care doctor
office visit.

$25 copay for services
received at a
specialist’s office or
outpatient facility.



Standard w/Rx Thrift w/Rx Basic w/Rx
($90.60) ($91.00) ($242.10)
COVERED MEDICAL AND HOSPITAL BENEFITS
X-rays: X-rays:
$60 copay $25 copay

Hearing Services

Hearing Services
(Continued)

Dental Services —
Medicare-Covered

Lab Services:
$0 copay

Exam to Diagnose and
Treat Hearing and
Balance Issues:

$60 copay

Lab Services:
$0 copay

Exam to Diagnose and
Treat Hearing and
Balance Issues:

20% of the total cost

Lab Services:
$0 copay

Exam to Diagnose and
Treat Hearing and
Balance Issues:

$0 copay for primary
care doctor visits and
$25 copay for specialist
visits.

Routine Hearing Exam — Services from EPIC® Hearing Providers:
Limited to 1 visit per calendar year.

$0 copay

Fitting Evaluation(s) for Prescription Hearing Aids — Services from

EPIC® Hearing Providers:

One hearing aid fitting-evaluation is available with the purchase of private
label Silver, Gold, or Platinum level hearing aids. Additional fitting-
evaluation(s) available based on hearing-aid level.
$0 copay per fitting-evaluation for hearing aid.

Hearing Aids - All Types of Hearing Aids from EPIC® Hearing

Providers:

Unlimited hearing aids every year.
$549 copay per Silver level hearing aid, $799 copay per Gold level hearing
aid, $1,299 copay per Platinum level hearing aid, and $999 copay per pair of
non-prescription (OTC) hearing aids.

$15 copay for primary
care doctor visits and
$60 copay for specialist
visits for Medicare-
covered dental services.

20% of the total cost for

Medicare-covered
dental services.

$0 copay for primary
care doctor visits and
$25 copay for specialist
visits for Medicare-
covered dental services.



Standard w/Rx Thrift w/Rx Basic w/Rx
($90.60) ($91.00) ($242.10)
COVERED MEDICAL AND HOSPITAL BENEFITS
Dental Services —
Preventive (e.g.,
exams, routine
cleanings, and certain
X-1ays)
Orthodontic services
are not covered.
In-network | $0 copay Not covered $0 copay

Out-of-network

Vision Services

50% of the total cost

Exam to Diagnose and
Treat Diseases and
Conditions of the Eye:
$15 copay for primary
care doctor visits and
$60 copay for specialist
visits.

Refraction related to
Medicare-covered eye
service (1 each
calendar year):

$0 copay

Medicare-covered
Glaucoma and
Diabetic Retinopathy
Screening:

$0 copay

Routine eye exam (1
exam and 1 refraction
each calendar year):
$0 copay

Medicare-covered
Eyeglasses or Contact
Lenses After Cataract
Surgery:

$45 copay

Not covered

Exam to Diagnose and
Treat Diseases and
Conditions of the Eye:
20% of the total cost

Medicare-covered
Glaucoma and
Diabetic Retinopathy
Screening:

20% of the total cost

Medicare-covered
Eyeglasses or Contact
Lenses After Cataract
Surgery:

20% of the total cost

50% of the total cost

Exam to Diagnose and
Treat Diseases and
Conditions of the Eye:
$0 copay for primary
care doctor visits and
$25 copay for specialist
visits.

Refraction related to
Medicare-covered eye
service (1 each
calendar year):

$0 copay

Medicare-covered
Glaucoma and
Diabetic Retinopathy
Screening:

$0 copay

Routine eye exam (1
exam and 1 refraction
each calendar year):
$0 copay

Medicare-covered
Eyeglasses or Contact
Lenses After Cataract
Surgery:

$30 copay



Standard w/Rx Thrift w/Rx Basic w/Rx
($90.60) ($91.00) ($242.10)
COVERED MEDICAL AND HOSPITAL BENEFITS
Contact Lenses,
Eyeglasses (Frames
and Lenses):
Our plan will reimburse
up to $100 for non-
Medicare-covered
eyewear per calendar
year.
Mental Health Services | Inpatient Visit: Inpatient Visit: Inpatient Visit:
(including inpatient) $425 copay per day for | $350 copay per day for | $200 copay per day for
days 1 through 5 days 1 through 5 days 1 through 5
$0 copay for days $0 copay for days $0 copay for days
6 through 90 6 through 90 6 through 90

$0 copay for up to an
additional 60 lifetime
reserve days.

For Services Provided
by a Psychiatrist:

$60 copay for group
therapy visits.

$60 copay for
individual therapy
visits.

For Services Provided
by Other Mental
Health Care
Providers:

$35 copay for group
therapy visits.

$35 copay for
individual therapy
visits.

$0 copay for up to an
additional 60 lifetime
reserve days.

For Services Provided
by a Psychiatrist or
Other Mental Health
Care Providers:

20% of the total cost for
group therapy visits.

20% of the total cost for
individual therapy
Visits.

$0 copay for up to an
additional 60 lifetime
reserve days.

For Services Provided
by a Psychiatrist:

$15 copay for group
therapy visits.

$15 copay for
individual therapy
visits.

For Services Provided
by Other Mental
Health Care
Providers:

$0 copay for group
therapy visits.

$0 copay for individual
therapy visits.



Standard w/Rx Thrift w/Rx Basic w/Rx
($90.60) ($91.00) ($242.10)
COVERED MEDICAL AND HOSPITAL BENEFITS
Skilled Nursing $0 copay for days 1 $0 copay for days $0 copay for days 1
Facility (SNF) through 20 1 through 20 through 20
$221 copay per day for | $221 copay per day for | $100 copay per day for
days 21 through 100 days 21 through 100 days 21 through 100
Our plan covers up to Our plan covers up to Our plan covers up to
100 days in a SNF 100 days in a SNF 100 days in a SNF
Outpatient Physical or Speech Physical, Speech, or Physical, Speech, or
Rehabilitation Services | Therapy Visit: Occupational Therapy | Occupational Therapy
$60 copay Visit: Visit:
20% of the total t 25
Occupational Therapy /o of the total cos $25 copay
Visit:
$45 copay
Ambulance Services $350 copay per ground | 20% of the total cost $200 copay per ground
trip per trip trip

Transportation
(non-emergency)

Medicare Part B Drugs

20% of the total cost
per air trip

20% of the total cost

Part B rebatable drugs
may be subject to a
lower coinsurance.

For Part B insulin
furnished through an
external insulin pump,
you will pay up to a $35
copay per a one-month
supply.

Deductibles do not

apply.

Not covered

20% of the total cost

Part B rebatable drugs
may be subject to a
lower coinsurance.

For Part B insulin
furnished through an
external insulin pump,
you will pay up to a $35
copay per a one-month
supply.

Deductibles do not

apply.

20% of the total cost
per air trip

20% of the total cost

Part B rebatable drugs
may be subject to a
lower coinsurance.

For Part B insulin
furnished through an
external insulin pump,
you will pay up to a $35
copay per a one-month
supply.



Standard w/Rx Thrift w/Rx Basic w/Rx
($90.60) ($91.00) ($242.10)
PART D PRESCRIPTION DRUG BENEFITS
Deductible Stage Tier 1 = $0 All Tiers = $700 Tier 1 = $0
Tiers2,3,4, & 5= Tiers2,3,4, & 5=
You pay the full cost of $ ;%rg T $ é%rg T
your drugs until you
reach this amount. The medical deductible | The medical deductible
. does not apply to does not apply to
The deductible does Part D. Part D.

not apply to covered
insulin products and
most adult Part D
vaccines, including
shingles, tetanus, and
travel vaccines. You
will start receiving
coverage immediately.

Initial Coverage Stage

You will stay in this stage until your yearly out-of-pocket drug costs reach

$2,400.

In this stage you will pay up to a $35 copay for a one-month (30-day) supply
or up to a $105 copay for a three-month (90-day) supply for insulin.




Standard w/Rx Thrift w/Rx Basic w/Rx
($90.60) ($91.00) ($242.10)
STANDARD RETAIL COST SHARING
Tiers 1-Month 1-Month 1-Month

(30-day) supply

(30-day) supply

(30-day) supply

Tier 1 (Preferred $0 copay $0 copay $0 copay
Generic)

Tier 2 (Generic) $15 copay $10 copay $6 copay

Tier 3 (Preferred 15% of the total cost 19% of the total cost 13% of the total cost
Brand)

Tier 4 (Non-Preferred 25% of the total cost 45% of the total cost 25% of the total cost
Drug)

Tier 5 (Specialty Tier) 28% of the total cost 25% of the total cost 25% of the total cost

Insulin

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

Standard w/Rx
($90.60)

Thrift w/Rx
($91.00)

Basic w/Rx
($242.10)

PREFERRED MAIL-ORDER COST SHARING

Tiers 3-Month (90-day) 3-Month (90-day) 3-Month (90-day)
supply supply supply

Tier 1 (Preferred $0 copay $0 copay $0 copay

Generic)

Tier 2 (Generic) $45 copay $30 copay $18 copay

Tier 3 (Preferred 15% of the total cost 19% of the total cost 13% of the total cost

Brand)

Tier 4 (Non-Preferred 25% of the total cost 45% of the total cost 25% of the total cost

Drug)

Tier 5 (Specialty Tier) NA NA NA

Insulin

You won’t pay more than $105 for a three-month supply of each covered
insulin product regardless of the cost-sharing tier.
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Standard w/Rx
($90.60)

Thrift w/Rx
($91.00)

Basic w/Rx
($242.10)

STANDARD MAIL-ORDER COST SHARING

Tiers 3-Month (90-day) 3-Month (90-day) 3-Month (90-day)
supply supply supply

Tier 1 (Preferred $30 copay $30 copay $30 copay

Generic)

Tier 2 (Generic) $75 copay $60 copay $48 copay

Tier 3 (Preferred 15% of the total cost 19% of the total cost 13% of the total cost

Brand)

Tier 4 (Non-Preferred 25% of the total cost 45% of the total cost 25% of the total cost

Drug)

Tier 5 (Specialty Tier) NA NA NA

Insulin

You won’t pay more than $105 for a three-month supply of each covered
insulin product regardless of the cost-sharing tier.
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Standard w/Rx
($90.60)

Thrift w/Rx
($91.00)

Basic w/Rx
($242.10)

PART D COVERAGE STAGES

Catastrophic
Coverage Stage

After your yearly out-of-pocket drug costs (including drugs purchased
through your retail pharmacy and through mail order) reach $2,400, the plan

pays the full cost for your covered Part D drugs. You pay nothing.

Standard w/Rx
($90.60)

Thrift w/Rx
($91.00)

Basic w/Rx
($242.10)

ADDITIONAL BENEFITS AND SERVICES

20% of the total cost for
Medicare-covered
chiropractic services.

Chiropractic Services $15 copay for
Medicare-covered

chiropractic services.

Medicare-covered Abbott FreeStyle® (InsuLinx,
Lite, Optium EZ, Optium Neo, Precision Neo,
or Precision Xtra) and Ascensia Contour® (Next
or Plus) test strips, diabetic testing supplies,
and blood glucose monitors (BGMs) and
Abbott FreeStyle Libre and Dexcom continuous
glucose monitors (CGMs):
$0 copay for CGMs when obtained at a retail
pharmacy or 20% of the total cost when obtained
from a medical supplier and for Medica-approved
non-preferred manufacturer exceptions.

Diabetic Testing
Supplies

$0 copay for BGMs when obtained at a retail
pharmacy or 20% of the total cost when obtained

12

$15 copay for
Medicare-covered
chiropractic services.

Medicare-covered
Abbott FreeStyle®
(InsuLinx, Lite,
Optium EZ, Optium
Neo, Precision Neo, or
Precision Xtra) and
Ascensia Contour®
(Next or Plus) test
strips, diabetic testing
supplies, and blood
glucose monitors
(BGMs) and Abbott
FreeStyle Libre and
Dexcom continuous
glucose monitors
(CGMs):

$0 copay for CGMs
when obtained at a
retail pharmacy or 20%
of the total cost when
obtained from a
medical supplier and
for Medica-approved
non-preferred
manufacturer
exceptions.

$0 copay for BGMs
when obtained at a



Standard w/Rx
($90.60)

Thrift w/Rx
($91.00)

Basic w/Rx
($242.10)

ADDITIONAL BENEFITS AND SERVICES

eVisits by Amwell®

Visitor/Traveler
Benefit

Foot Care (podiatry
services)

Health and Wellness
Education Programs

Home Health Care

Medical Equipment/
Supplies (Durable
medical equipment,
diabetes supplies,
prosthetic devices and
related medical
supplies)

from a medical supplier and for Medica-approved
non-preferred manufacturer exceptions.

20% of the total cost for test strips and diabetic
testing supplies and for Medica-approved non-
preferred manufacturer exceptions.

$0 copay

Not covered

retail pharmacy or 20%
of the total cost when
obtained from a
medical supplier and
for Medica-approved
non-preferred
manufacturer
exceptions.

$0 copay for test strips
and diabetic testing
supplies and for
Medica-approved non-
preferred manufacturer
exceptions.

$0 copay

Visitor/Traveler benefit allows you to stay enrolled in the plan while you’re
temporarily and continuously outside of your plan’s service area (and within
the U.S. and its territories) for not more than 12 consecutive months. You
may receive all plan covered services at in-network cost sharing when using

$60 copay for
Medicare-covered
podiatry services.

HealthAdvocateS™
24-hour NurseLine:
$0 copay

One Pass™
Fitness Program:
$0 annual fee

30% of the total cost for
durable medical
equipment, prosthetic
devices and related
medical supplies, unless
noted below.

the Visitor/Traveler benefit.

20% of the total cost for
Medicare-covered
podiatry services.

HealthAdvocateS™
24-hour NurseLine:
$0 copay

One Pass™
Fitness Program:
Not covered

$0 copay

20% of the total cost for
durable medical
equipment, prosthetic
devices and related
medical supplies, unless
noted below.
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$25 copay for
Medicare-covered
podiatry services.

HealthAdvocateS™
24-hour NurseLine:
$0 copay

One Pass™
Fitness Program:
$0 annual fee

20% of the total cost for
durable medical
equipment, prosthetic
devices and related
medical supplies, unless
noted below.



Standard w/Rx Thrift w/Rx Basic w/Rx
($90.60) ($91.00) ($242.10)
ADDITIONAL BENEFITS AND SERVICES
$0 copay for surgical $0 copay for surgical $0 copay for surgical

Outpatient Substance
Use Disorder Services

Over-The-Counter
(OTC) Drugs and
Supplies

Health and wellness
products from OTC
item catalog

Renal Dialysis

supplies, splints or
casts.

30% of the total cost for
Medicare-covered
diabetic footwear and
inserts.

Up to a $35 copay for a
one-month supply of
insulin furnished
through an external
insulin pump. The
deductible does not

apply.

Group Therapy Visit:
$30 copay

Individual Therapy
Visit:
$30 copay

You are eligible for a
$25 semi-annual
allowance to be used
toward the purchase of
OTC health and
wellness products from
the item catalog.

supplies, splints or
casts.

20% of the total cost for
Medicare-covered
diabetic footwear and
inserts.

Up to a $35 copay for a
one-month supply of
insulin furnished
through an external
insulin pump. The
deductible does not

apply.

Group Therapy Visit:
20% of the total cost

Individual Therapy
Visit:
20% of the total cost

Not covered

20% of the total cost
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supplies, splints or
casts.

20% of the total cost for
Medicare-covered
diabetic footwear and
inserts.

Up to a $35 copay for a
one-month supply of
insulin furnished
through an external
insulin pump.

Group Therapy Visit:
$15 copay

Individual Therapy
Visit:
$15 copay

You are eligible for a
$35 semi-annual
allowance to be used
toward the purchase of
OTC health and
wellness products from
the item catalog.



Notice of Availability of Language Assistance Services and Auxiliary Aids
and Services

-

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 1-800-952-3455 (TTY: 711) for Medica, call
1-877-317-2410 (TTY: 711) for Dean Health Plan/Prevea360 Health Plan, or speak to your
provider. )

Spanish: ATENCION: Si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia de
idiomas. También estan disponibles de forma gratuita asistencia y servicios auxiliares apropiados para
proporcionar informacién en formatos accesibles. Llame al 1-800-952-3455 (TTY: 711) para Medica,
llame al 1-877-317-2410 (TTY: 711) para Dean Health Plan/Prevea360 Health Plan o hable con su
proveedor de atencién médica.

Vietnamese/Viét: LUU Y: N&u quy vi ndi tiéng Viét, ching téi cung cap mién phi cac dich vu ho trg
ngdn ngir. Cac hd tro dich vu phu hop dé cung cap thong tin theo cac dinh dang dé tiép can cling dugc
cung cap mién phi. Vui long goi theo s6 1-800-952-3455 (TTY: 711) d6i véi Medica, goi theo s6 1-877-
317-2410 (TTY: 711) d&i v&i Dean Health Plan/Prevea360 Health Plan hodc trao d6i vdi nha cung cap
dich vu cta quy vi.

Chinese Traditional: )+ & * #IFRAERFC » T LA TSR IR EE S B - th el LR
LEEEEN TRE AR - DRSS Fe & - 5558 1-800-952-3455 (TTY: 711) 4
Medica > £¢{Z8 1-877-317-2410 (TTY: 711) 5:4% Dean Health Plan/Prevea360 Health Plan » S ELATY
fRpEET R -

Hmong/Lus Hmoob: LUS CEEV: Yog hais tias koj hais Lus Hmoob ces muaj kev pab txhais lus pub dawb
rau koj. Muaj khoom siv thiab muaj kev saib xyuas pab uas tsim nyog los npaj kom muaj cov ntaub

ntawv uas siv tau dawb. Hu rau 1-800-952-3455 (TTY: 711) rau Medica, hu rau 1-877-317-2410 (TTY:
711) rau Dean Health Plan/Prevea360 Health Plan, los sis tham rau koj tus kws kuaj mob.

German/Deutsch: ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose
Sprachassistenzdienste zur Verfligung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung von
Informationen in barrierefreien Formaten stehen ebenfalls kostenlos zur Verfligung. Rufen Sie 1-800-
952-3455 (TTY: 711) fur Medica bzw. 1-877-317-2410 (TTY: 711) fiir Dean Health Plan/Prevea360
Health Plan oder sprechen Sie mit lhrem Gesundheitsdienstleister.

Cushitic-Oromo: XIYYEEFFANNOO: Ingiliffaa dubbattu taanaan, tajaajilli deggersa afaan bilisaa ni jira.
Tajaajilli deggersa bu’ura dhiheessii odeeffannoo kaffaltii tokko malee ni jira. Lakkoofsa bilbilaa 1-800-
952-3455 (TTY: 711) Tajaajila Fayyaaf, lakkoofsa Medica 1-877-317-2410 (TTY: 711), Dean Health
Plan/Prevea360 Health Plan, ykn dhiheessaa keessan dubbisaa.
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Plan/Prevea360 Health Plan

Y0088 1015697 C  H9096 1015697 C  H8019 1015697 C  H5264 1015697 C
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Russian/PyccKuii: Ecam Bbl roBOpMTe NO-PYCCKM, Bam AOCTYMNHbl 6ecniaTHble YCAyrn A3bIKOBOM
noanep*Kkn. CooTBeTCTBYOLLME BCNOMOraTe/IbHble CPEACTBA U YCIYTM NO NPeAoCTaBAEHNIO
MHPOPMaLMM B [OCTYNHbIX GOPMATax TaKKe NpeaocTaBaATca 6becnnatHo. Mo3BoHUTe No TenedoHy
1-800-952-3455 (TTY: 711) oTHocutenbHo Medica, no3BoHuTe no TenedoHy 1-877-317-2410 (TTY: 711)
oTHocuTenbHo Dean Health Plan/Prevea360 Health Plan nnu obpatutech K cBoemy NOCTaBLLUKY YCAYT.

Laos/ 290: 2001cd91als: HarancdIwIZnnro, 2:503ngoecanwagaccuuticgean luiaw.
VONDIND rScioggoecSy oy
O3PauccuLBicTMIES LB lwzuvIsLCCLLRIZIWIOCEICT O oeLcTBE. macs 1-800-952-
3455 (TTY: 711) 3930 Medica, v 1-877-317-2410 (TTY: 711) $950 Dean Health Plan/Prevea360
Health Plan § 3u5uEloivdniveegui.

French/ Frangais: 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 1-800-952-3455 (TTY :
711) pour Medica, appelez le 1-877-317-2410 (TTY : 711) pour le régime de santé Dean Health
Plan/Prevea360, ou parlez a votre prestataire de santé.

Serbo-Croatian: PAZNJA: Ako govorite srpski, dostupne su vam besplatne usluge tumaca. Odgovarajuéa
dodatna pomagala i usluge za pruzanje informacija u pristupacnim formatima su takode dostupne
besplatno. Za Medica zdravstveno osiguranje pozovite 1-800-952-3455 (TTY: 711), za Dean/Prevea360
zdravstveno osiguranje pozovite 1-877-317-2410 (TTY: 711) ili razgovarajte sa svojim pruzaocem
usluga.

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 1-800-952-3455 (TTY: 711) para
sa Medica, tumawag sa 1-877-317-2410 (TTY: 711) para sa Dean Health Plan/Prevea360 Health Plan, o
makipag-usap sa iyong tagapagbigay ng serbisyo.
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@ Medica.

Medica is a Cost plan with a Medicare contract. Enrollment in Medica depends on contract renewal.

© 2026 Medica
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