Prescription Drug Benefits

This insert will accompany the Medicare-
Coordinating Plans Member Handbook for
enrollees who are eligible for and have elected
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IMPORTANT NOTICE

This insert describes the outpatient prescription drug benefits that You have under the
Commonwealth of Virginia Retiree Health Benefits Program if You are enrolled in a plan that
includes this coverage. Plans including these outpatient prescription drug benefits are
Advantage 65, Advantage 65 with Dental/Vision, Medicare Supplemental/Option II, and
Medicare Supplemental/Option Il with Dental/Vision. This program is an enhanced Medicare
Part D Plan, approved by Medicare and administered by Express Scripts. The plan is called
Express Scripts Medicare for the Commonwealth of Virginia Retiree Health Benefits Program.
Materials from Express Scripts will reflect this plan name.

Throughout this insert, there are words that begin with capital letters. In most cases, these are
defined terms. See the “Definitions” sections of Your Medicare-Coordinating Plans Member
Handbook and/or this insert for the meaning of these words.

Your outpatient prescription drug coverage is generally limited to the drugs that are listed on the
plan's Formulary. However, drugs that are not on the plan's Formulary but have been approved
through the Exception or appeal process are also covered. Usually, drugs that are excluded by
Medicare will not be granted an Exception. Drugs covered by Medicare Part B, as prescribed
and dispensed, are not covered. Generally, only drugs that are covered under the Medicare
Prescription Drug Benefit (Part D) and that are included on this plan’s Formulary are covered.
To obtain Formulary information, You may to go www.express-scripts.com/drugs or call
800-572-4098.

Some of the drugs covered under this plan have coverage limits as indicated in the Formulary.
This could include, but is not limited to, restricting the amount of medication covered within a
period of time (Quantity Limits), requiring Prior Authorization and/or requiring Step Therapy. If
You have questions about complying with any coverage limits, contact Express Scripts
Medicare Customer Service at 800-572-4098.

There are some rules and information that apply to all benefits (medical, dental, vision and/or
prescription drugs as applicable to Your own coverage), including “General Rules Governing
Benefits”, “Exclusions”, “Basic Plan Provisions”, “Definitions” and “Eligibility”, which are included
in Your Commonwealth of Virginia Retiree Health Benefits Program Medicare-Coordinating
Plans Member Handbook. Any rules or information that applies specifically to these outpatient
prescription drug benefits will be included in this insert. In addition, Your Evidence of Coverage,
provided by Express Scripts Medicare together with any riders and amendments that may be
sent to You by Express Scripts Medicare, describe rules governing Medicare Part D plans. You
may obtain a copy of the Evidence of Coverage by visiting the website at express- scripts.com
or request a copy by calling Express Scripts Medicare Customer Service at 800-572-4098.




USING YOUR PRESCRIPTION DRUG BENEFITS

You must use a Network Pharmacy to receive benefits under this plan. Except in certain limited
circumstances, failure to use a Network Pharmacy will result in denial of benefits. See Your
Evidence of Coverage, provided by Express Scripts Medicare, for more information. To identify
a Network Pharmacy, contact Express Scripts Medicare Customer Service at 800-572-4098, go
to www.express-scripts.com/pharmacies or consult Your pharmacy directory, which is based
on Your zip code of record. The pharmacy network can change at any time. Be sure to confirm
participation before filling any prescription.

This plan also offers a home delivery pharmacy service. This service is generally used to fill
prescriptions for maintenance drugs (drugs that You take on a regular basis for chronic or long-
term medical conditions). The drugs available through the home delivery service are indicated
on your Formulary. Usually, home delivery service will get your order to you in no more than 10
days. However, sometimes your home delivery may be delayed. Make sure you have at least a
14-day supply of Your medication on hand. For more information, contact Express Scripts
Medicare Customer Service.



WHO TO CONTACT FOR ASSISTANCE

Outpatient Prescription Drug Plan/Claims Administration/Customer
Service

Customer Service: Express Scripts Medicare
P. O. Box 14570
Lexington, KY 40512
800-572-4098 / TTY/TDD 800-716-3231
24 hours a day, 7 days a week
Web Address: www.Express-Scripts.com

Coverage Determinations and Prior Authorizations:
Express Scripts
Attn: Medicare Reviews
P. O. Box 66571
St. Louis, MO 63166-6571
1-844-374-7377 | TTY/TDD 800-716-3231

Refer to your Evidence of Coverage for complete contact information for appeals and
complaints.

State Program Eligibility and Enrollment

If You Are A: Contact This Benefits Administrator
Virginia Retirement System The Virginia Retirement System
Retiree/Survivor or VSDP Long Term 888-827-3847

Disability Program Participant www.varetire.org

Local or Optional Retirement Plan Retiree | Your Pre-Retirement Agency Benefits
or Survivor or non-VSDP LTD Participant Administrator

The Department of Human Resource
Management
(see page 4)

Non-Annuitant Survivor (No VRS Survivor
benefit)




Program Administration

Department of Human Resource Management

Web Address www.dhrm.virginia.gov

E-Mail ohb@dhrm.virginia.gov
Medicare

Web Address www.medicare.gov

By Phone 800-MEDICARE


mailto:ohb@dhrm.virginia.gov
http://www.medicare.gov/

GENERAL RULES GOVERNING BENEFITS

All applicable “General Rules Governing Benefits” listed in the Medicare-Coordinating Plans
Member Handbook also apply to the outpatient prescription drug benefits described in this
insert.

When Benefits End

You may terminate the benefits described in this insert prospectively by submitting an
enrolliment form to Your Benefits Administrator indicating Your request to terminate coverage.
There are some situations that would require Your disenrollment from this coverage. Generally,
Your enrollment in another Medicare Part D plan or any disenrollment sent by Medicare would
result in disenrollment from the Commonwealth of Virginia Retiree Health Benefits Program's
Medicare Part D coverage described in this insert. Please refer to Your Evidence of Coverage,
provided by Express Scripts Medicare, for more information about disenrollment from this or
other Medicare Prescription Drug Plans.

Appeals
Except as described below, the Appeals section of “General Rules Governing Benefits” in Your

Medicare-Coordinating Plans Member Handbook does not apply to this Medicare Prescription
Drug Plan. Refer to Your Evidence of Coverage, provided by Express Scripts Medicare, for a
complete description of the appeals and grievance process available to You. Since this is a
Medicare-approved plan, there is no claim appeals process available through the Department of
Human Resource Management, the Program Administrator. However, You may appeal
administrative decisions that are based strictly on the policies and procedures of the
Department by writing to the Director of the Department of Human Resource Management and
including Your name, identification number and a full description of the administrative matter.
(See Your Medicare- Coordinating Plans Member Handbook for more information about Your
appeal rights to the Department of Human Resource Management). The Department will not
adjudicate appeals unrelated to its own policies and procedures.

Coordination of Benefits

See Your Evidence of Coverage, provided by Express Scripts Medicare, for more information
about having other prescription drug coverage in addition to this Medicare Part D plan.
Participants may not be enrolled in more than one Medicare Prescription Drug Plan at any time.

Your Rights and Responsibilities under a Medicare Prescription Drug Plan
Your Evidence of Coverage, provided by Express Scripts Medicare, describes Your rights,
protections, and responsibilities as a participant in a Medicare Prescription Drug Plan.




PRESCRIPTION DRUG BENEFITS

Following are the provisions of this Medicare prescription drug plan. Consult Your Evidence of
Coverage (provided by Express Scripts Medicare) for additional information. You may obtain a
copy of the Evidence of Coverage by visiting the website at express- scripts.com or request a

copy by calling Express Scripts Medicare Customer Service at 800-572-4098.

Formulary - Generally, only drugs included on the plan's Formulary will be covered. (However,
participants may apply for a Formulary Exception by requesting a Coverage
Determination/Decision-see Your Evidence of Coverage for complete information).

To determine whether a drug is included on the plan's Formulary and its coverage tier, contact
Express Scripts Medicare Customer Service or go to the Express Scripts Medicare Web site at
www.express-scripts.com/drugs. Some of the drugs covered under this plan have coverage
limits. This could include restricting the amount of medication covered within a period of time,
requiring Prior Authorization, or requiring Step Therapy.

Starting in 2019, Express Scripts Medicare, may immediately remove a brand-name drug on the
drug list if, at the same time, the brand-name drug is replaced with a new generic drug with the
same or fewer restrictions. Also, when adding the new generic drug, the brand-name drug may
remain on the drug list, but immediately move to a different cost-sharing tier or added new
restrictions. This means if you are taking the brand-name drug that is being replaced by the new
generic (or the tier or restriction on the brand-name drug changes) you will no longer receive
advance notice 60 days prior to the effective change nor will you be able to get a 60-day refill of
your brand-name drug at a network pharmacy. You will still receive information on the specific
change(s) made, but the notice may arrive after the change has become effective.

Also, effective 2019, prior to Express Scripts making any other formulary changes during the

year that will require advance notice to you if you're taking a drug, Express Scripts will provide
you with notice 30 days rather than 60, days before the change is made or they will give you a
one-month supply, rather than a 60-day, refill of your brand-name drug at a network pharmacy.

Members in long-term care (LTC) facilities who may be affected by a formulary change will be
allowed to receive up to a 31- day temporary supply of medication rather than a 90 to 98 day
supply. This is a change from the range provided in 2018. During the time when you are getting
a temporary supply of a drug, you should talk with your provider to decide your next course of
action when your temporary supply is complete. You can either switch to another drug covered
by the plan or request a formulary exception. (To learn more about when you can get a
temporary supply and how to ask for one, contact Customer Service at 1-800-572-4098, TTY
users call 1-800-716-3231.

Drugs that are excluded for Medicare Part D coverage as determined by Medicare will not be
included on the Formulary.



Tier - Drugs included on the Formulary are placed in tiers. The co-payment or coinsurance
amount that You pay for any covered drug depends on its tier. Charts describing the type of

drug in each tier and your co-payment or coinsurance are included in this insert.

Coverage Stages

Deductible Stage - A $415 plan year (January 1-December 31) deductible will apply to all
covered drugs except Generics. There will be no deductible for covered Generics. This means
that participants must pay the first $415 of actual drug cost for covered Brand Name Drugs.
Once the deductible has been met, the applicable co-payment or coinsurance will apply.

Initial Coverage Stage — Once your deductible has been met for covered Brand Name Drugs
(and immediately for covered Generics), your co-payments/coinsurance will remain as follows

until your total covered drug cost reaches $3,820.

Initial Coverage Stage - Covered Tier 1 (Generic) Drugs Co-payment
Per one-month (up to 34-day) supply at a retail Network Pharmacy $7
Per up to a 90-day supply through the home delivery service $7
Initial Coverage Stage - Covered Tier 2 (preferred Brand) Drugs Co-payment
Per one-month (up to 34-day) supply at a retail Network Pharmacy $25
Per up to a 90-day supply through the home delivery service $50

Initial Coverage Stage - Covered Tier 3 (non-preferred Brand) Drug:

Coinsurance

Per one-month (up to 34-day) supply at a retail Network Pharmacy

You pay 75%

Per up to a 90-day supply through the home delivery service

You pay 75%

Initial Coverage Stage - Covered Tier 4 (specialty) Drugs

Coinsurance

Per one-month (up to 34-day) supply at a retail Network Pharmacy

You pay 25%

Per up to a 90-day supply through the home delivery service

You pay 25%

If your doctor prescribes less than a full month’s supply, you may not have to pay
the cost of an entire month’s supply - Typically, you pay a copayment or coinsurance to cover

a full month’s supply (up to a 34-day supply) of a covered drug. However, your doctor can

prescribe less than a full month’s supply. There may be times when you want to ask your doctor
about prescribing less than a full month’s supply of a drug (for example, when you are trying a
medication for the first time that is known to have serious side effects). If your doctor agrees to
prescribe less than a full month’s supply, you will not have to pay for the full month’s supply for
certain drugs. |If the drug is in a tier that has a copayment (instead of coinsurance), your

7




copayment will be based on the number of days of the drug that you receive. The amount of
copayment you pay each day for a month’s supply will be calculated, and you will pay the “daily
cost-sharing rate,” (If the drug is in a tier that has coinsurance, you will pay a percentage of the
total cost of the drug, so you are already paying based on the actual number of days prescribed.)

Coverage Gap Stage — Once your total drug cost exceeds $3,820, you move into the Coverage
Gap Stage. In most cases, the amount you pay in the Coverage Gap Stage will not be different
from the amount you paid in the Initial Coverage Stage (after any deductible was met). The way
that your claim is paid changes. You receive the benefit of the Medicare Coverage Gap
Discount Program, which pays 50% of the cost of any covered brand drug manufactured by a
program participant. The discount is applied to the cost of the drug, and your co-payment or
coinsurance, based on the tier of the drug, is applied. The plan pays the remaining cost. You will
not have to pay more than 30% of the cost of covered brand name drugs in this coverage stage.
Also, while Generic drugs are not a part of the Medicare Coverage Gap Discount Program, your
cost for covered Generics will not exceed 37% in this stage. Both the manufacturer’s discount
and your out-of-pocket cost will count toward reaching the Catastrophic Coverage Stage.

Catastrophic Coverage Stage- If your annual out-of-pocket drug expense (including Your
deductible, co-payments, coinsurance, the contribution from the Medicare Coverage Gap
Discount Program, but not including the cost of non-covered or excluded drugs) reaches
$5,100, you will pay the greater of either 5% coinsurance or a co-payment of $3.40 (covered
Generics or drugs treated as Generics) or $8.50 (covered Brand Name Drugs). You will remain
in this stage for the remainder of the year.

Explanation of Benefits — To help You track your coverage stage, You will receive an
Explanation of Benefits (or EOB), which is a statement of what You have spent on Your
prescription drugs and the total amount that the plan has paid for any month during which You
use Your coverage. You may also be able to receive a copy electronically by visiting Express
Scripts website @, express-scripts.com, or by contacting Express Scripts Medicare Customer
Service at 1-800-572-4098.

Medication Therapy Management Programs - These programs are offered at no additional
cost for participants who have multiple medical conditions, are taking many prescription drugs,
or who have high drug costs. These programs were developed by a team of pharmacists and
doctors and help in providing better coverage for participants. They help the plan to ensure that
participants are using appropriate drugs to treat their medical conditions and help identify
possible medication errors. If You are identified as meeting specific criteria for these programs,
You may be contacted. While You are not required to participate, You are encouraged to do so.
There is no cost for these programs.




EXCLUSIONS

All applicable “Exclusions” listed in the Medicare-Coordinating Plans Member Handbook apply
to the outpatient prescription drug benefits described in this insert. Also, any exclusions or
limitations listed in Your Evidence of Coverage, provided by Express Scripts Medicare, will

apply.

BASIC PLAN PROVISIONS

All applicable “Basic Plan Provisions” listed in the Member Handbook also apply to the
outpatient prescription drug benefits described in this insert.

PAYMENT OF MONTHLY PREMIUMS

For the coverage described in this insert, Your premium is due on the first of the coverage
month. See Your Evidence of Coverage, provided by Express Scripts Medicare, for more
information about paying premiums under a Medicare Prescription Drug Plan. Your prescription
drug premium is a part of your total Medicare-Coordinating Plan premium. Coverage limited to
only prescription drugs is not available under the State Retiree Health Benefits Program.

Failure to pay your total monthly premium can result in termination of coverage, including this
prescription drug coverage. Your Medicare-Coordinating Plans Member Handbook discusses
premium payments under the state program.

If you qualify for the Low-Income Subsidy or “Extra Help”, your premium will be reduced based
on the subsidy level determined by Social Security. Your Evidence of Coverage provides
additional information.



Eligibility

Applicable eligibility information listed in the Medicare-Coordinating Plans Member Handbook,
as well as eligibility information in the Evidence of Coverage, provided by Express Scripts
Medicare, also applies to the outpatient prescription drug benefits described in this insert.
However, new retiree group participants who are eligible for Medicare or existing retiree group
participants who become eligible for Medicare and then elect a plan that does not include this
prescription drug coverage, may not elect prescription drug coverage in the future under the
state program. If this prescription drug coverage is terminated at any time under the state
program by electing a state program plan that does not include outpatient prescription drug
coverage, by enrolling in Medicare Part D coverage outside of the state program, or if Medicare
terminates this coverage at any time, it may not be elected/added again in the future under the
State Retiree Health Benefits Program.

Participants must be eligible for Medicare Part D to be eligible for the coverage described in this
insert. All requirements of Medicare, as described in Your Evidence of Coverage, provided by
Express Scripts Medicare, apply to this coverage. If You lose eligibility for Medicare Part D
coverage, as determined by Medicare, including moving out of the plan's Service Area, You are
no longer eligible for the benefits described in this insert. The Service Area for this plan includes
all 50 states, the District of Columbia, and Puerto Rico. Participants living abroad are not eligible
for these benefits since they are not considered to reside in the Service Area of this plan.
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DEFINITIONS

All applicable “Definitions” listed in the Medicare-Coordinating Plans Member Handbook also
apply to the outpatient prescription drug benefits described in this insert.

Brand Drug(s)/Brand Name Drug(s) — A prescription drug that is manufactured and sold by
the pharmaceutical company that originally researched and developed the drug. Brand Name
Drugs have the same active-ingredient formula as the Generic version of the drug. However,
Generic drugs are manufactured and sold by other drug manufacturers and are generally not
available until after the patent on the Brand Drug has expired.

Centers for Medicare & Medicaid Services (CMS) — The Federal agency that runs Medicare.

Coverage Determination/Decision — The decision made about the prescription drug benefits
You are entitled to get under this coverage, and the amount that You are required to pay for the
drug. See Your Evidence of Coverage, provided by Express Scripts Medicare, for more
information.

Evidence of Coverage — The document provided by Express Scripts Medicare that explains
Medicare Prescription Drug Coverage.

Exception — A type of Coverage Determination that, if approved, allows You to get a drug that
is not on Your Formulary (a Formulary Exception), or get a non-preferred drug at the preferred
cost-sharing level (a tiering Exception). You may also request an Exception if Your plan requires
You to try another drug before receiving the drug You are requesting, or the Plan limits the
guantity or dosage of the drug You are requesting (a Formulary Exception).

Formulary — The list of drugs covered by this plan.

Generics/Generic Drug(s) — A prescription drug that is approved by the Food and Drug
Administration (FDA) as having the same active ingredient(s) as the Brand Drug. Generally,
Generic drugs cost less than Brand Name Drugs.

Low-Income Subsidy/Extra Help — A Medicare program to help people with limited income
and resources pay Medicare prescription drug program costs, such as premiums, deductibles,
and coinsurance. Your Evidence of Coverage provides additional information.

Medicare — The federal health insurance program for people 65 years of age or older, some
people under age 65 with certain disabilities, and people with End-Stage Renal Disease
(generally those with permanent kidney failure who need dialysis or a kidney transplant).
Medicare Part D provides outpatient prescription drug coverage.
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Medicare Coverage Gap Discount Program — A program that provides discounts on most
covered Part D Brand Name Drugs to Part D enrollees who have reached the Coverage Gap
stage and who are not already receiving Extra Help. Discounts are based on agreements
between the federal government and certain drug manufacturers. For this reason, most, but not
all, Brand Name Drugs are discounted.

Network Pharmacy — A pharmacy where participants in this Plan can get their prescription drug
benefits. We call them “Network Pharmacies” because they contract with this Plan.

Prior Authorization — Approval in advance to get certain drugs on our Formulary. Some drugs
are covered only if Your doctor or other provider gets Prior Authorization. Covered drugs that
need Prior Authorization are designated on the Formulary.

Quantity Limits — A management tool that is designed to limit the use of selected drugs for
guality, safety, or utilization reasons. Limits may be on the amount of the drug that is covered
per prescription or for a defined period of time.

Service Area — The geographic area approved by the Centers for Medicare & Medicaid
Services (CMS) within which an eligible individual may enroll in a certain plan, and in the case
of network plans, where a network must be available to provide services. The service area for
this plan includes all 50 states, the District of Columbia and Puerto Rico.

Step Therapy — A utilization tool that requires you to first try another drug to treat your medical
condition before the drug your physician may have initially prescribed is covered.
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Get Help in Your Language

Curious to know what all this says? We would be too. Here’s the English version:

This notice has important information about your application or benefits. Look for important dates. You
might need to take action by certain dates to keep your benefits or manage costs. You have the right to
get this information and help in your language for free. Call the Member Services number on your ID
card for help. (TTY/TDD: 711)

Spanish

Este aviso contiene informacion importante acerca de su solicitud o sus beneficios. Busque fechas
importantes. Podria ser necesario que actle para ciertas fechas, a fin de mantener sus beneficios o
administrar sus costos. Tiene el derecho de obtener esta informacion y ayuda en su idioma en forma
gratuita. Llame al nimero de Servicios para Miembros que figura en su tarjeta de identificacion para
obtener ayuda. (TTY/TDD: 711)

Ambharic

LV TNFOEP ANTIPANFP DLI° PPT) PPOTP MPo, a0l 8 AAD-: ANLAL PTTT LLAT: TP PPPTPY
ATISPT MLI° NEPLPTT APSNMC (WP 7 A1E hCIPE D18 PALAP BUPGA: LUTY a°28 WG hH NL 1P
012 09975 a1t AdP T ARTH NP FORPP AL PAD-T PAOA A1ANAT ¢7C eLm-tex (TTY/TDD: 711)

Arabic

&) zlind 8 degall de ) gall aifi o Gasal el dasiall Ul o el g dage Cilalae o el 138 (s sing
Slialy sac Lusall 5 Cila glaall 038 e J gandl @ll oy 48K 5 oY ol L) el Jalaia S soass ue ) go Ji o) ja) A3
e lusall @l dalall Cay peill d8lay e 0 g sall sliac Y1 Gladd &8 50 Juai) o 5) Ul

(TTY/TDD:711)

Bassa

B3i-po-po nia ke bédé b3 kpade ba ni de-ma-difédé moo kpana-dg bé m ké dyée dyi. M me md wé kpade
bé dyi. Bé ni kpana-dé bé ké m xwa se moo bé m ké pid xwa béin nyee, 0 mu wéin bé m kéd de bé ti k3
nyuin. M bédé dyi-bedein-dgd bé m ké b3 nia ke k& gbo-kpa-kpa dyé dé m bidi-wudulin b6 pidyi. Da Méba
j& gbo-gmd Kpog ndba nia ni Dyi-dyoin-bé3 kde, bo gbo-kpa-kpa dyé jé. (TTY/TDD: 711)

Bengali

AFAE @ N REE @ 93 Fesffe swed o Iuml 8% efFsfa
O (| AN RIS IO MNF Ty T AFE 7T FAF G g iRy
AMTANF PIA PO (O AN TAR[EDr 93 05 NSV 3 A ST R FAT AP AAA
| SRS Sy ST SN2 FE NPT 0y A FHEF T Fepor |

(TTY/TDD: 711)

Chinese

A A SR B B FHRE Y EE A - s B H I - ErIREREALRE H BARTERA TEI A4S
THIRmBE B - AR EHEES B ESZ AR R - SBHEHTER 1D | LAY B IR ESRIS =
K8 o (TTY/TDD: 711)
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Farsi
\)é;@\uﬁ:_.J..}.'\Sglgﬁm\)uqyLJ.J..}.'\SL.?\;\)deg\yuwde@\@\ﬁ\uaﬁ&l.@i,u\j‘si)g)d.\.ﬁ:\_}
) o e 4 SaS il 1 (gl p i€ by Gl A Ly 4 &y A Cale Sal )l 48 &y yla
el 4 BERTIBTREY 203 QA b4 OB S s a ) P S )
J:I):\g\..\u.uw‘m\meJJOU@LL&mQ)LSLSJJ)T\A\SGw‘Qu.\i

(TTY/TDDZ?ll)

French

Cette notice contient des informations importantes sur votre demande ou votre couverture. Vous y
trouverez également des dates a ne pas manquer. Il se peut que vous deviez respecter certains délais
pour conserver votre couverture santé ou vos remboursements. Vous avez le droit d'accéder
gratuitement a ces informations et a une aide dans votre langue. Pour cela, veuillez appeler le numéro
des Services destinés aux membres qui figure sur votre carte d’'identification. (TTY/TDD: 711)

German

Diese Mitteilung enthalt wichtige Informationen zu lhrem Antrag oder Ihren Beihilfeleistungen. Priifen Sie
die Mitteilung auf wichtige Termine. Méglicherweise missen Sie bis zu einem bestimmten Datum
Malnahmen ergreifen, um lhre Beihilfeleistungen oder Kostenzuschisse aufrechtzuerhalten. Sie haben
das Recht, diese Informationen und Unterstitzung kostenlos in lhrer Sprache zu erhalten. Rufen Sie die
auf lhrer ID-Karte angegebene Servicenummer fur Mitglieder an, um Hilfe anzufordern. (TTY/TDD: 711)

Hindi

SH HIAT # 394 3HTdeeT AT oIHl & IR H HAgeaqul ATdRT &1 HAgeaqor fafar

ST | YA T §TT TW@A IT AN I T8 It & T, 3mger AfRaa fafdat a=
PRATS Fld FI FTWT & ohdl g1 TP IH I§ SAhRT 3R A 39+ amwr &

AP # 9o e & SR §| Aeg & U U D HE W FEET ¥ el
$IcT | (TTY/TDD: 711)

Igbho

Okwa a nwere ozi di mkpa gbasara akwukwo anamachoihe ma o bu elele gi. Chogharia ubochij ndi di
mkpa. | nwere ike ime ihe n'ufodu ubochij iji dowe elele gi ma ¢ bu jikwaa gnuego. | nwere ikike inweta ozi
a yana enyemaka n’asusu gi n’efu. Kpoo nomba Oru Onye Otu di na kaadi NJ gi maka enyemaka.
(TTY/TDD: 711)

Korean
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Russian

HacTtosiwee yBegomMneHme COAEPKUT BaXKHYH MHCpOPMaLMIO O BaLLEM 3asiBIIEHUMW UIK BbinnaTax.
O6paTtuTe BHMMaHMe Ha KOHTPOMbHbIE AaThl. [ coOXpaHeHUs npaBa Ha nony4vyeHue BbinmaT unm
MOMOLLIM C pacxofamMu OT Bac MOXET NoTpeboBaTbCA BbINOMHEHME ONpeaeNeHHbIX AENCTBUN B
yKa3aHHble CPpOKU. Bbl MMeeTe npaBo Nony4mTb JaHHYH MHOPMaLMIO 1 MOMOLLb Ha BaLLEM SA3blKe
6ecnnatHo. [1ns nonyyeHns NOMOLLM 3BOHUTE B OTAEN OOCNYXMBAHUSA y4aCTHUKOB MO HOMEPY,
yKa3aHHOMY Ha Ballen naeHTUMUKaLNoHHONM KapTe.

(TTY/TDD: 711)
Tagalog

May mahalagang impormasyon ang abisong ito tungkol sa inyong aplikasyon o mga benepisyo. Tukuyin
ang mahahalagang petsa. Maaaring may kailangan kayong gawin sa ilang partikular na petsa upang
mapanatili ang inyong mga benepisyo o0 mapamahalaan ang mga gastos. May karapatan kayong makuha
ang impormasyon at tulong na ito sa ginagamit ninyong wika nang walang bayad. Tumawag sa numero
ng Member Services na nasa inyong ID card para sa tulong. (TTY/TDD: 711)

Urdu

Lol . aeSa ot U sl - o Jiie y Claglas il (e 2 Dl S 5308 L ol 53 0 (Sl G858 0
G Ok ) S Gl o B Gy (S DS Al (g U e Sl o S S plase S gRY
JE 5S jaai (g s dsase n3 S 63 O ) ) _Sase. o Ga K pan _Sate )5l il slea o)) i
- S

(TTY/TDD:711)
Vietnamese

Théng bao nay cé théng tin quan trong vé don dang ky hodc quyén lgi bao hiém cutia quy vi. Hay tim cac
ngay quan trong. Quy vi cé thé can phéi c6 hanh déng trwdc nhirng ngay nhét dinh dé duy tri quyén loi
bao hiém hoadc quan ly chi phi cia minh. Quy vi cé quy&n nhan mién phi théng tin nay va su tro gidp
bang ngdn nglr ctia quy vi. Hay goi cho Dich Vu Thanh Vién trén thé ID cta quy vi dé dwoc gitp dé.
(TTY/TDD: 711)

Yoruba

Akiyési yii ni iwifan pataki nipa ibééreé tabi awon anfani re. Wa déeéti pataki. O le ni lati gbé igbésé ni
dééti kan pato lati toju awon anfani tabi sakéso iye owd re. O ni &td lati gba iwifan yii ki o si séranwd ni
ede re I6féé. Pe Nomba awon ipésé omo-egbé 16ri kaadi idanim¢ re fan iranwé. (TTY/TDD: 711)
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	Co-payment
	Initial Coverage Stage - Covered Tier 1 (Generic) Drugs
	$7
	Per one-month (up to 34-day) supply at a retail Network Pharmacy
	$7
	Per up to a 90-day supply through the home delivery service
	Co-payment
	Initial Coverage Stage - Covered Tier 2 (preferred Brand) Drugs
	$25
	Per one-month (up to 34-day) supply at a retail Network Pharmacy
	$50
	Per up to a 90-day supply through the home delivery service
	Coinsurance
	Initial Coverage Stage - Covered Tier 3 (non-preferred Brand) Drugs
	You pay 75%
	Per one-month (up to 34-day) supply at a retail Network Pharmacy
	You pay 75%
	Per up to a 90-day supply through the home delivery service
	Coinsurance
	Initial Coverage Stage - Covered Tier 4 (specialty) Drugs
	You pay 25%
	Per one-month (up to 34-day) supply at a retail Network Pharmacy
	You pay 25%
	Per up to a 90-day supply through the home delivery service
	If your doctor prescribes less than a full month’s supply, you may not have to pay  the cost of an entire month’s supply - Typically, you pay a copayment or coinsurance to cover a full month’s supply (up to a 34-day supply) of a covered drug. However,...

