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Section I: Introduction to Summary of
Benefits

January 1, 2024 — December 31, 2024

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 or go online to view 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 health plan (such as Johns Hopkins
Advantage MD Select (HMO).

Tips for comparing your Medicare
choices:

This Summary of Benefits booklet gives you a
summary of what Johns Hopkins Advantage
MD Select (HMO) covers 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 Johns Hopkins
Advantage MD Select (HMO)
* Monthly Premium, Deductible, and
Limits on How
Much You Pay for Covered Services
+ Covered Medical and Hospital Benefits
* Prescription Drug Benefits
This document is available in other formats,
such as braille, audio, and large print. For
additional information, call us at 1-800-970-
0499 (TTY: 711).

Things to Know About Johns Hopkins
Advantage MD Select (HMO):

Hours of Operation

From October 1 to March 31, you can call us 7
days a week from 8:00 a.m. to 8:00 p.m.
Eastern time.

From April 1 to September 30, you can call us
Monday through Friday from 8:00 a.m. to 8:00
p.m. Eastern time.

Johns Hopkins Advantage MD Select (HMO)
Phone Numbers and Website:

If you are a member of this plan, call toll-free 1-
877-293-4998

(TTY: 711). If you are not a member of this
plan, call toll-free

1-800-970-0499 (TTY: 711)

Our website:
https:/lwww.hopkinsmedicare.com/member
s/plan-benefits/

Who can join?

To join Johns Hopkins Advantage MD Select

(HMO), you must be entitled to Medicare Part
A, be enrolled in Medicare Part B, and live in

the plan’s service area. In addition, you must


https://www.hopkinsmedicare.com/members/plan-benefits/
https://www.hopkinsmedicare.com/members/plan-benefits/
http://www.medicare.gov
http://www.medicare.gov

also meet company retirement criteria or be a
spouse or dependent of an eligible retiree.
Our service area includes the following in
Virginia: Arlington County, Fairfax City, and
Falls Church City.

Which doctors, hospitals, and pharmacies
can |l use?

Johns Hopkins Advantage MD Select (HMO)
has 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. You must generally use network
pharmacies to fill your prescriptions for covered
Part D drugs. You can see our plan’s provider
and pharmacy directory at our website
(https://www.hopkinsmedicare.com/members/p
lan-benefits/). Or, call us and we will send you
a copy of the provider and pharmacy
directories.

What do we cover?

Like all Medicare health plans, we cover
everything that Original Medicare covers and
more. Our 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. Our plan members
also get more than what is covered by Original
Medicare. Our plans may offer supplemental
benefits in addition to Part C benefits and Part
D benefits. Some of the extra benefits are
outlined in this booklet.

We cover Part D drugs. In addition, we cover
Part B drugs, such as chemotherapy/radiation
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,
https://www.hopkinsmedicare.com/members/pl
an-benefits/. Or, call us and we will send you a
copy of the formulary.

How will | determine my drug costs?

Our plan groups each medication into one of
five “tiers.” You will need to use your formulary
to locate what tier your drug is on to determine
how much it will cost you. The amount you pay
depends on the drug'’s tier and what stage of
the benefit you have reached. Later in this
document we discuss the benefit stages that
occur: Initial Coverage, Coverage Gap, and
Catastrophic Coverage.


https://www.hopkinsmedicare.com/members/plan-benefits/
https://www.hopkinsmedicare.com/members/plan-benefits/
https://www.hopkinsmedicare.com/members/plan-benefits/
https://www.hopkinsmedicare.com/members/plan-benefits/

Section Il: Summary of Benefits

Benefits & Coverage Advantage MD Select (HMO)

MONTHLY PREMIUM, DEDUCTIBLE, AND LIMITS ON HOW MUCH YOU PAY FOR COVERED
SERVICES

Monthly Plan Premium
(including Part C and Part D
premium, combined)

$0 per month. In addition, you must keep paying your Medicare Part B
premium.

Deductibles, including plan
level and category level
deductible

This plan does not have any medical deductibles.

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

Like all Medicare health plans, our plan protects you by having yearly
limits on your out-of-pocket costs for medical and hospital care.

Your yearly limit(s) in this plan:
$7,500 for services you receive from in-network providers.

If you reach the limit on out-of-pocket costs, you keep getting covered
hospital and medical services and we will pay the full cost for the rest of
the year.

Please note that you will still need to pay your monthly premiums and
cost-sharing for your Part D prescription drugs.

Our plan has a coverage limit every year for certain benefits from any
provider.

Inpatient Hospital Coverage
(Please see the Evidence of
Coverage booklet for more
information.)

Our plan covers 90 days for each Medicare-covered inpatient hospital
stay. (Our plan also covers 60 lifetime reserve days.)

You pay a $350 copay each day for days 1-5 of a Medicare-covered
inpatient hospital stay.

You pay nothing each day for days 6-90 of a Medicare-covered
inpatient hospital stay.

Outpatient Hospital
Coverage

(Please see the Evidence of
Coverage booklet for more
information.)

$325 copay




Benefits & Coverage Advantage MD Select (HMO)

Ambulatory Surgical Center $245 copay
(ASC) Services

(Please see the Evidence of
Coverage booklet for more
information.)

Doctor Visits

e Primary Care You pay nothing
Providers
e Specialists $40 copay
Preventive Care You pay nothing
(e.g., flu vaccine, diabetic
screenings) Our plan covers many preventive services, including:

Abdominal aortic aneurysm screening

Annual routine physical exam

Annual wellness visit

Barium enemas

Bone mass measurement (bone density)

Breast cancer screening (mammogram)

Cardiovascular disease risk reduction visit (therapy for cardiovascular
disease)

Cardiovascular disease testing

Cervical and vaginal cancer screening

Colorectal cancer screenings (colonoscopy, FOBT and FIT kit)
Depression screening

Diabetes screenings

Diabetes self-management training, diabetic services, and supplies
Digital rectal exams

EKG following a Welcome Visit

Health and wellness education programs

HIV screening

Immunizations

Medical nutrition therapy services




Benefits & Coverage Advantage MD Select (HMO)

Preventive Care

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

(continued)

Medicare diabetes prevention program (MDPP)

Obesity screening and therapy to promote sustained weight loss
Prostate cancer screening exams

Screening and counseling to reduce alcohol misuse

Screening for lung cancer with low dose computed tomography (LDCT)
Screening for Sexually transmitted infections (STIs) and counseling to
prevent STls

Smoking and tobacco use cessation (Counseling to stop smoking or
tobacco use)

Vision care

“Welcome to Medicare” preventive visit (one-time)

Any additional preventive services approved by Medicare during the
contract year will be covered.

Emergency Care

$100 copay

The copay is waived if you are admitted to the hospital within 24 hours
for the same condition. Emergency care is covered worldwide.

Urgently Needed Services

$55 copay

The copay is not waived if you are admitted to the hospital. Urgently
needed services are covered worldwide.

Diagnostic
Services/Labs/Imaging
(Please see the Evidence of
Coverage booklet for more
information.)

Lab services (e.g., Blood count, stool tests, creatinine, blood glucose):
You pay nothing

Diagnostic tests and procedures (e.g., Biopsies, Endoscopies, cat
scans):
20% of the total cost

Diagnostic X-rays (such as mammography and ultrasound):
$20 copay

Diagnostic radiology services (such as MRIs and CT scans):
$250 copay

Therapeutic radiology services (such as radiation treatment for
cancer):
20% of the total cost




Benefits & Coverage Advantage MD Select (HMO)

Hearing Services

e Routine hearing exam

o Hearing aids

Medicare-covered hearing exam to diagnose and treat hearing and
balance issues:
You pay nothing

Routine hearing exam:
You pay nothing (one routine hearing exam per year from a TruHearing
provider)

Hearing aids:

You pay $399 copay per aid for Advanced hearing aids or $699 copay
per aid for Premium hearing aids for up to two TruHearing-branded
hearing aids every year (one per ear per year). Benefit is limited to the
TruHearing’s Advanced and Premium hearing aids.

Dental Services
e Oral exam & cleaning

(Non-Medicare comprehensive
dental services may require
that your provider get prior
authorization (approval in
advance). Please see the
Evidence of Coverage booklet
for more information.)

Medicare-covered dental services:
You pay nothing

Preventive dental services:
Cleaning(s) (2 cleanings per year):
You pay nothing

Fluoride treatments (2 fluoride treatments per year):
You pay nothing

Dental X-ray(s) (Frequency determined by type of X-ray):
You pay nothing

Oral exam(s) (Frequency determined by type of oral exam):
You pay nothing

Restorative services (such as inlays, onlays, crowns, resin restoration,
etc. Frequency dependent on procedure):
You pay nothing




Benefits & Coverage Advantage MD Select (HMO)

Dental Services Endodontics (such as root canals, retreatment, apicoectomy, etc.
(continued) Frequency dependent on procedure):
You pay nothing

Periodontics (such as periodontal maintenance, periodontal scaling,
root planning, etc. Frequency dependent on procedure):
You pay nothing

Extractions (such as extractions, coronectomy, surgical access of an
unerupted tooth, etc. Frequency dependent on procedure):
You pay nothing

Prosthodontics/Other oral/Maxillofacial surgery/Other services
(such as removable complete and partial dentures, repair or replace
teeth in dentures, removal of exostosis, anesthesia, etc. Frequency
dependent on procedure):

You pay nothing

The plan has a maximum coverage amount of $2,500 per year for in--
network non-Medicare-covered comprehensive dental services.
Members are responsible for the difference between the allowed amount
and the billed amount for any out-of-network services.

Vision Services Medicare-covered exam to diagnose and treat diseases and
conditions of the eye:
$50 copay

Yearly Glaucoma Screening:
You pay nothing

Routine eye exam (71 every year):
You pay nothing

Eyeglasses or contact lenses after cataract surgery:
You pay nothing

Routine eyewear:
Our plan pays up to $400 every year for supplemental eyewear (retail or
online) from any provider.
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Mental Health Services Inpatient visit:
(Inpatient visit may require a Our plan covers up to 190 days in a lifetime for inpatient mental health
prior authorization and/or care in a psychiatric hospital.

referral. Please see the
Evidence of Coverage booklet
for more information.)

You pay a $350 copay each day for days 1-5 of a Medicare-covered
inpatient hospital stay.

You pay nothing each day for days 6-90 of a Medicare-covered
inpatient hospital stay.

Outpatient mental health visits:
Individual or Group therapy visit:
$20 copay

Outpatient substance abuse therapy visit:
Individual or Group therapy visit:
$20 copay

Skilled Nursing Facility (SNF) | Our plan covers up to 100 days in a SNF.
(Please see the Evidence of
Coverage booklet for more
information.)

You pay nothing per day for days 1 through 20

$203 copay per day for days 21 through 100.

Physical Therapy $30 copay
(Please see the Evidence of
Coverage booklet for more
information.)

Ambulance $300 copay (ground)

(Please see the Evidence of .

Coverage booklet for more $300 copay (air)

information. ) Copay includes one-way trip for emergency ambulance services and

non-emergency ambulance services. The ambulance copay is not
waived if you are admitted to the hospital.

In some cases, Medicare may pay for limited non-emergency
ambulance transportation if a beneficiary has orders from the doctor
saying that ambulance transportation is medically necessary.

Prior authorization is required for non-emergent Ambulance Services.

Transportation You pay nothing for up to 24 one-way non emergent trips within the plan
service area to any health-related location. Each one-way trip must not
exceed 30 miles. Please contact Customer Service to arrange a ride.
Arrangements should be made at least 48 hours in advance.
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Medicare Part B Drugs
(Services may require that
your provider get prior
authorization (approval in
advance). Please see the
Evidence of Coverage booklet
for more information.)

Medicare-covered Part B
Drugs may be subject to step
therapy requirements.

For Part B drugs such as chemotherapy/radiation drugs:
0% to 20% coinsurance

Other Part B drugs:
0% to 20% coinsurance

For Part B drugs such as insulin:
Member pays lesser of 20% coinsurance or $35 copay for Part B
Insulin.

Outpatient Prescription Drugs (Medicare Part D Drugs)

Deductible

$0

Initial Coverage

You pay the following until your total yearly drug costs reach $5,030.
Total yearly drug costs are the total drug costs paid by both you and our
Part D plan. You may get your drugs at network retail pharmacies and
mail order pharmacies. Cost-sharing may change depending on the
pharmacy you choose and when you enter another phase of the Part D
benefit. For more information on the additional pharmacy-specific cost-
sharing and the phases of the benefit, please call us or access our
Evidence of Coverage booklet.

e Standard Retail Cost-
Sharing (Insulin drug cost-
share listed below)

Tier 1 (Preferred Generic)

$0 copay for a one-month supply
$0 copay for a two-month supply
$0 copay for a three-month supply

Tier 2 (Generic)

$10 copay for a one-month supply
$15 copay for a two-month supply
$20 copay for a three-month supply

Tier 3 (Preferred Brand)

$47 copay for a one-month supply
$94 copay for a two-month supply
$141 copay for a three-month supply

10
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e Standard Retail Cost- Tier 4 (Non-Preferred Drug)
Sharing $100 copay for a one-month supply
(continued) $200 copay for a two-month supply
$300 copay for a three-month supply
Tier 5 (Specialty Tier)
33% of the total cost of a one-month supply (long-term supply is not
available)
e Standard Mail Order Cost- Tier 1 (Preferred Generic)
Sharing $0 copay for a one-month supply
(Insulin drug cost-share $0 copay for a two-month supply
listed below) $0 copay for a three-month supply

Tier 2 (Generic)

$10 copay for a one-month supply
$15 copay for a two-month supply
$20 copay for a three-month supply

Tier 3 (Preferred Brand)

$47 copay for a one-month supply
$70.50 copay for a two-month supply
$94 copay for a three-month supply

Tier 4 (Non-Preferred Drug)

$100 copay for a one-month supply

$150 copay for a two-month supply

$200 copay for a three-month supply

Tier 5 (Specialty Tier)

33% of the total cost of a one-month supply (long-term supply is not
available)

If you reside in a long-term care facility, you pay the same as at a retail
pharmacy.

¢ Insulin Retail Cost-Sharing Tier 1 (Preferred Generic)

$0 copay for a one-month supply
$0 copay for a two-month supply
$0 copay for a three-month supply

Tier 2 (Generic)

$10 copay for a one-month supply
$15 copay for a two-month supply
$20 copay for a three-month supply

Tier 3 (Preferred Brand)

$35 copay for a one-month supply
$70 copay for a two-month supply
$105 copay for a three-month supply

11
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¢ Insulin Retail Cost-Sharing Tier 4 (Non-Preferred Drug)
(continued) $35 copay for a one-month supply

$70 copay for a two-month supply

$105 copay for a three-month supply

Tier 5 (Specialty Tier)
$35 copay of a one-month supply (long-term supply is not available)

¢ Insulin Mail Order Cost- Tier 1 (Preferred Generic)
Sharing $0 copay for a one-month supply

$0 copay for a two-month supply

$0 copay for a three-month supply

Tier 2 (Generic)

$10 copay for a one-month supply
$15 copay for a two-month supply
$20 copay for a three-month supply

Tier 3 (Preferred Brand)

$35 copay for a one-month supply
$52.50 copay for a two-month supply
$70 copay for a three-month supply

Tier 4 (Non-Preferred Drug)

$35 copay for a one-month supply
$52.50 copay for a two-month supply
$70 copay for a three-month supply

Tier 5 (Specialty Tier)
$35 copay of a one-month supply (long-term supply is not available)

12



Benefits & Coverage Advantage MD Select (HMO)

Coverage Gap

Most Medicare drug plans have a coverage gap (also called the “donut
hole”). This means that there’s a temporary change in what you will pay
for your drugs. The coverage gap begins after the total yearly drug cost
(including what our plan has paid and what you have paid) reaches
$5,030. After you enter the coverage gap, you pay 25% of the plan’s cost
for covered brand name drugs and 25% of the plan’s cost for covered
generic drugs until your costs total $8,000 which is the end of the
coverage gap.

Catastrophic Coverage

After your yearly out-of-pocket drug costs (including drugs purchased
through your retail pharmacy and through mail order) reach $8,000, you
will stay in this payment stage until the end of the calendar year. During
this payment stage, the plan pays the full cost for your covered Part D
drugs. You pay nothing.

For excluded drugs covered under our enhanced benefit, you pay up to a
Tier 2 copay. Covered excluded drugs include select prescription
vitamins, cough and cold medications, and erectile dysfunction medicine.
These drugs and their quantity limits are listed in the Drug List booklet in
the section titled “Coverage of additional drugs”.

13



Benefits & Coverage Advantage MD Select (HMO)

Additional Covered Medical and Hospital Benefits

Acupuncture Medicare covered acupuncture:
20% coinsurance

Non-Medicare covered acupuncture:
Not covered

Chiropractic Care Manipulation of the spine to correct a subluxation (when one or more of
( Please see the Evidence of the bones of your spine move out of position):
Coverage booklet for more $15 copay

information.)
Non-Medicare covered chiropractic care:

Not covered

Silver&Fit® Healthy Aging You pay nothing at participating fithess centers.
and Exercise Program

Home Health Care You pay nothing
( Please see the Evidence of
Coverage booklet for more
information.)

Over-the Counter Items You pay nothing

$150 maximum plan coverage amount every 3 months for OTC items.
Any unused amount does not carry over to the next period.

Rehabilitation Services Cardiac (heart) rehab services (for a maximum of 2 one-hour
(Occupational therapy visits may | sessions per day for up to 36 sessions up to 36 weeks):
require that your provider get You pay nothing

prior authorization (approval in

advance). Please see the Occupational therapy visit:

Evidence of Coverage booklet $30 copay

for more information.)
Physical /speech therapy visits:

$30 copay

Renal Dialysis 20% coinsurance

14



Benefits & Coverage Advantage MD Select (HMO)

Hospice You pay nothing for hospice care from a Medicare-certified hospice.
You may have to pay part coinsurance for drugs and respite care.
Hospice is covered outside of our plan. Please contact us for more
details.

Post Discharge Meals You pay nothing

All meals are provided by Johns Hopkins Advantage MD. After your
inpatient stay (in either a hospital or skilled nursing facility) you are
eligible to receive up to fourteen (14) meals over 7 days. Limited to 4
times per calendar year. .

Telehealth You pay nothing
Visitor/Traveler Benefit Not Covered
Worldwide Emergency Care $100 copay for emergency care services

$50,000 (USD) combined limit per year for urgently needed or
emergency care services provided outside the U.S. and its territories.
You are responsible for services rendered upfront and must submit
your claim(s) and proof of payment for reimbursement consideration.

Worldwide Urgent Care $55 copay for emergency care services

$50,000 (USD) combined limit per year for urgently needed or
emergency care services provided outside the U.S. and its territories.
You are responsible for services rendered upfront and must submit
your claim(s) and proof of payment for reimbursement consideration.

15



Notice of Nondiscrimination JOHNS HOPKINS

HEALTH PLANS

Johns Hopkins Advantage MD (HMO) and Johns Hopkins Advantage MD (PPO) comply
with applicable Federal civil rights laws and do not discriminate on the basis of race, color,
national origin, age, disability, or sex. Johns Hopkins Advantage MD does not exclude
people or treat them differently because of race, color, national origin, age, disability, or
sex.

Johns Hopkins Advantage MD:
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, and other formats).

e Provides free language services to people whose primary language is not English,
such as qualified interpreters and information written in other languages.

If you need these services, please contact our Customer Service Department at |-877-293-
5325 (TTY: 711).

If you believe Johns Hopkins Advantage MD 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: Johns Hopkins Grievance Compliance Coordinator at 723 |
Parkway Dr., Suite 100, Hanover, MD 21076, phone: 1-844-422-6957 (TTY: 711) Monday —
Friday 8 a.m. to 5 p.m. or 1-844-SPEAK2US (1-844-773-2528, available 24/7), fax:
[-410-762-1527 or by email: compliance@jhhp.org.

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, a
Johns Hopkins Advantage MD Compliance Coordinator 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/smartscreen/main.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 2020I, 1-800-368-1019, 1-800-537-7697 (TDD). Complaint forms are available
at https://www.hhs.cov/ocr/complaints/index.html.

Y0124 MANoticeofNondiscrimination0723_C Rev. 7/17/23
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Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have
about our health or drug plan. To get an interpreter, just call us at 1-877-293-
5325 (TTY: 711). Someone who speaks English/Language can help you. Thisis a
free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o medicamentos.
Para hablar con un intérprete, por favor llame al 1-877-293-5325 (TTY: 711).
Alguien que hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: EM11IRE BN ERRS |, HBBEEEXRTRESHYREETALE 7,
MBEEBWEFRS , HBEH 1-877-293-5325 (TTY: 711)e BITWP X TEA R B REHE

&, IR—MBFEES

Chinese Cantonese: ¥ B MV EEREY R UEFEERR , ALBMEREZENTE K
%, MEBZRI , FHE 1-877-293-5325 (TTY: 711)s BRFIBPI XA EKLE AEIRHE
B, E R—IEBRERS.

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot
ang anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1-

877-293-5325 (TTY: 711). Maaari kayong tulungan ng isang nakakapagsalita ng
Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a
toutes vos questions relatives a notre régime de santé ou d'assurance-
médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-877-293-5325 (TTY: 711). Un interlocuteur parlant Francais pourra
vous aider. Ce service est gratuit.

Vietnamese: Chung tdi cé dich vu thong dich mién phi dé tra 18i cdc cu hoi vé
chuadng suc khoe va chudng trinh thu6c men. NEéu qui vi can thong dich vién xin

Form CMS-10802
(Expires 12/31/25)
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goi 1-877-293-5325 (TTY: 711) sé& c6 nhan vién ndi tiéng Viét giup dd qui vi. bay
la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie
unter 1-877-293-5325 (TTY: 711). Man wird Ihnen dort auf Deutsch weiterhelfen.
Dieser Service ist kostenlos.

Korean: EAtE Q2 B = 4 E B0 &8t HEol| Hal E2|nX F2 89 MHIAE
M3stn U&LICt 82 MH|AE 0|&3t2{H ™3l 1-877-293-5325 (TTY: 711) Ho 2 E of3H

4 +
o4
FUAQ. #20{E st SR To £ ZeLic of MHlAE PRE SYEHLID

Russian: Ecnv y Bac BO3HUKHYT BOMNPOCbI OTHOCUTENbHO CTPaxoBOro unm
MeAMKAMEHTHOro NnjiiaHa, Bbl MOXETe BOCMO/Ib30BaTbCA HawWnMmM 6ecnnaTHbIMK
ycnyramu nepeBoa4vmkoB. YTobbl BOCNO/b30BaTbCA YC/yraMmn NnepeBoaymKka,
NO3BOHUTE HaM No TenedoHy 1-877-293-5325 (TTY: 711). Bam okaxeT noMoub
COTPYAHWK, KOTOPbIA FOBOPUT NO-pycCcKn. [laHHasa ycnyra 6ecnnaTtHas.

Ll 4 a1 Jsan ol daally gl Al (51 e 4Dl dlaall o 5il) an il Cilers 2083 Wil : Arabic
uadid o 1-877-293-5325 (TTY: 711) e b Juai¥l s gu clile Gl ¢5 )6 an jia e J paall
Goilase dadd ol @i lieg Ay ) sty

Hindi: BHR WA 1 <dl &l g1 & §R J 3{10eh fbaft Hi g% o Sfare < o forg gHR urd Jud
SUTTT a8 IUA §. T GHTT U H & oI, §9 8 1-877-293-5325 (TTY: 711) W BH
B, BIs Afad off fgwal SIadl ¢ YD AGE B Tl 5. I8 Th Jud 4dl 6.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete,
contattare il numero 1-877-293-5325 (TTY: 711). Un nostro incaricato che parla
Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servicos de interpretagao gratuitos para responder a
qualquer questdo que tenha acerca do nosso plano de saude ou de medicacao.
Para obter um intérprete, contacte-nos através do nimero 1-877-293-5325 (TTY:
711). Ira encontrar alguém que fale o idioma Portugués para o ajudar. Este
servigo é gratuito.

French Creole: Nou genyen sevis entepret gratis pou reponn tout kesyon ou ta
genyen konsénan plan medikal oswa dwog nou an. Pou jwenn yon entepret, jis
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rele nou nan 1-877-293-5325 (TTY: 711). Yon moun ki pale Kreyol kapab ede w.
Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktory
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekdw. Aby skorzystac¢ z pomocy ttumacza znajgcego jezyk polski, nalezy
zadzwoni¢ pod numer 1-877-293-5325 (TTY: 711). Ta ustuga jest bezptatna.

Japanese: Y ORBE BRERREERLFET T UVICHIBZDEBICHEEATRLED

2. BROBRY—EANFHYERIITVET, BRRZHAGICHDICE,
1-877-293-5325 (TTY: 71)IC B BEFELSEE VW, BXRFEZFIA BN ZIBVLELET. chiE
EROY—EARATY,
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JOHNS HOPKINS

HEALTH PLANS

7231 Parkway Dr. Suite 100
Hanover, MD 21076
HopkinsMedicare.com

For updated information regarding plan providers, please visit our website
at HopkinsMedicare.com, or call Advantage MD Member Service at:

1-888-403-7662 (TTY: 711)

NOT YET A MEMBER? HAVE QUESTIONS?

Please call us at: 1-888-403-/662 (TTY: /11)
8 am.— 8 pm, / days a week
8 am. to 8 p.m.,, Monday — Friday between February 15 and September 30

Johns Hopkins Advantage MD is a Medicare Advantage Plan with a Medicare contract offering HMO and PPO products.
Enrollment in Johns Hopkins Advantage MD HMO or PPO depends on contract renewal.
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