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Let's talk about the Humana Group
Medicare Advantage PPO Plan.

Find out more about the Humana Group Medicare Advantage PPO plan - including the
services it covers - in this easy-to-use guide.

The benefit information provided is 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. For a complete list of
services we cover, refer to the "Evidence of Coverage."

To be eligible

To join the Humana Group Medicare
Advantage PPO plan, you must be
entitled to Medicare, and live in our
service area.

Plan name:

Humana Group Medicare Advantage
PPO plan

How to reach us:

Members should call toll-free
866-307-2494 for questions (TTY/
TDD: 711)

Call Monday - Friday, 8 a.m. -9 p.m,,
Eastern time.

Or visit our website:
your.Humana.com/trsky

Humana Group Medicare Advantage PPO plan
has a network of doctors, hospitals, and other
providers. For more information, please call
Humana Group Medicare Customer Care.

A healthy partnership

Get more from this plan — with extra
services and resources provided by
Humanal
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Monthly Premium, Deductible and Limits

PLAN COSTS

Monthly premium For information concerning the actual premiums you will pay, please
You must keep paying your contact your group benefits plan administrator.

Medicare Part B premium.

Medical deductible $150 per year for some combined in- and out-of-network services
Medical Maximum out-of-pocket Combined In and Out-of-Network Maximum Out-of-Pocket
responsibility $1,200 out-of-pocket limit for Medicare-covered services.

The most you pay for copays, In-Network Exclusions: Part D Pharmacy; Fitness Program; Health
coinsurance and other costs for Education Services; Hearing Services (Routine); Meal Benefit; Personal
medical services for the year. Emergency Response System; Post-Discharge Personal Home Care;

Post-Discharge Transportation Services; SSBCI Member Support;
Smoking Cessation (Additional); Uniform Flexibility Non-Emergency
Medical Transportation; Vision Services (Routine) and the Plan
Premium do not apply to the combined maximum out-of-pocket.
Out-of-Network Exclusions: Part D Pharmacy, Hearing Services
(Routine); Personal Emergency Response System; Vision Services
(Routine); Worldwide Coverage and the Plan Premium do not apply to
the combined maximum out-of-pocket.

If you reach the limit for your combined out-of-pocket costs (In-

Network and Out-of-Network), we will pay the full cost for the rest of
the year on covered hospital and medical services.

(> Covered Medical Benefits

IN-NETWORK OUT-OF-NETWORK
ACUTE INPATIENT HOSPITAL CARE

$200 per admit $200 per admit
OUTPATIENT HOSPITAL COVERAGE
Observation services 4% of the cost 4% of the cost
Surgery services 4% of the cost 4% of the cost

AMBULATORY SURGICAL CENTER

Surgery services 4% of the cost 4% of the cost
DOCTOR OFFICE VISITS

Primary care provider (PCP) 4% of the cost 4% of the cost
Specialists 4% of the cost 4% of the cost

Note: This plan requires prior authorization for certain items and services. The following link will take you to a list
of items and services that may be subject to prior authorization: Humana.com/PAL.
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(? Covered Medical Benefits

IN-NETWORK OUT-OF-NETWORK

PREVENTIVE CARE

This plan covers all Medicare

preventative services including:

« Abdominal aortic aneurysm
screening

+ Alcohol misuse screening &
counseling

« Annual wellness visit

« Bone mass measurement

* Breast cancer screening

+ Cardiovascular disease
behavioral therapy

+ Cardiovascular disease
screening

« Cervical and vaginal cancer
screening

+ Colorectal cancer screening

+ Depression screening

« Diabetes self-management
training

« Diabetes screening

+ Glaucoma screening

* Hepatitis C screening

« HIV screening

+ Kidney disease education
services

+ Lung cancer screening

« Medical nutrition therapy

+ Obesity screening and therapy

« Physical exams (routine)

« Prostate cancer screening
exam

« Smoking and tobacco use
cessation

« STI screening and counseling

« "Welcome to Medicare"
preventative visit

Covered at no cost Covered at no cost

Note: This plan requires prior authorization for certain items and services. The following link will take you to a list
of items and services that may be subject to prior authorization: Humana.com/PAL.
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(? Covered Medical Benefits

‘

IN-NETWORK

OUT-OF-NETWORK

Immunizations Covered at no cost
Medicare diabetes prevention

program (MDPP)

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

Covered at no cost

EMERGENCY CARE

Emergency room

If you are admitted to the
hospital within 24 hours for the
same condition, you do not have
to pay your share of the cost for
emergency care. See the
"Inpatient Hospital Care" section
of this booklet for other costs.

$120 copay for Medicare-covered
emergency room visit(s)

$120 copay for Medicare-covered

emergency room visit(s)

Urgently needed services

Urgent care center $25 copay

$25 copay

DIAGNOSTIC SERVICES, LABS AND IMAGING

Advanced imaging services
(MRI MRA, PET and CT Scan)
Primary care provider (PCP)
Specialist’s office
Freestanding radiological
facility
Outpatient Hospital

4% of the cost
4% of the cost
4% of the cost

4% of the cost

4% of the cost
4% of the cost
4% of the cost

4% of the cost

Diagnostic procedures and tests
Primary care provider (PCP)
Specialist’s office
Urgent care center

4% of the cost
4% of the cost
$25 copay

4% of the cost
4% of the cost
$25 copay

Note: This plan requires prior authorization for certain items and services. The following link will take you to a list
of items and services that may be subject to prior authorization: Humana.com/PAL.
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(? Covered Medical Benefits

Freestanding radiological
facility
Outpatient Hospital

IN-NETWORK

4% of the cost

4% of the cost

OUT-OF-NETWORK

4% of the cost

4% of the cost

EKG screening

« Primary care provider (PCP)
Specialist’s office
Freestanding radiological
facility
Outpatient Hospital

0% of the cost
0% of the cost
0% of the cost

0% of the cost

0% of the cost
0% of the cost
0% of the cost

0% of the cost

Lab services
Primary care provider (PCP)
Specialist’s office
Urgent care center
Freestanding laboratory
Outpatient Hospital

0% of the cost
0% of the cost
0% of the cost
0% of the cost
0% of the cost

0% of the cost
0% of the cost
0% of the cost
0% of the cost
0% of the cost

Nuclear medicine services
Freestanding radiological
facility
Outpatient Hospital

4% of the cost

4% of the cost

4% of the cost

4% of the cost

Outpatient x-rays
Primary care provider (PCP)
Specialist’s office
Urgent care center
Freestanding radiological
facility
Outpatient Hospital

4% of the cost
4% of the cost
$25 copay

4% of the cost

4% of the cost

4% of the cost
4% of the cost
$25 copay

4% of the cost

4% of the cost

Radiation therapy
Specialist’s office
Freestanding radiological
facility
Outpatient Hospital

4% of the cost
4% of the cost

4% of the cost

4% of the cost
4% of the cost

4% of the cost

HEARING SERVICES

Medicare-covered hearing:

diagnostic hearing and balance

exams

4% of the cost

4% of the cost

Routine hearing

TruHearing Provider must be

used. Contact Customer Service

to locate a provider.

$0 copay for routine hearing
exams up to 1 per year.

$500 maximum benefit coverage

amount for each hearing aid(s)

(all types) up to 1 per ear every 3

years.
Note: Includes 80 batteries per
aid and 3 year warranty.

The in-network provider must be

used for this service. If you

choose to utilize another provider,

you are responsible for
all charges.

Note: This plan requires prior authorization for certain items and services. The following link will take you to a list
of items and services that may be subject to prior authorization: Humana.com/PAL.
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@R Covered Medical Benefits

IN-NETWORK

OUT-OF-NETWORK

DENTAL SERVICES

Medicare-covered dental

4% of the cost

4% of the cost

VISION SERVICES

Medicare-covered vision
services

4% of the cost

4% of the cost

Medicare-covered diabetic eye
exam (1 per year)

0% of the cost

0% of the cost

Medicare-covered glaucoma
screening (1 per year)

0% of the cost

0% of the cost

Medicare-covered eyewear
(post-cataract)

0% of the cost

0% of the cost

Routine vision

EyeMed is the In-Network
provider for the routine vision
benefit. Contact Customer Service
to locate a provider.

$0 copay for routine exam
(includes refraction) up to 1 per
year.

$0 copay for routine exam
(includes refraction) up to 1 per
year.

$175 combined maximum benefit
coverage amount per year for
routine exam (includes refraction).
Benefits received out-of-network
are subject to any in-network
benefit maximumes, limitations,
and/or exclusions.

PERSONAL EMERGENCY RESPONSE SYSTEM

Personal Emergency Response
System (PERS)

$0 copay for either an On The Go
Mobile personal help button or an
On the Go Mobility personal help
button.

Both function in and out of the
home.

On The Go uses two way voice
communication & five location
seeking technologies to send help

quickly to wherever the member is

located.

On the Go Mobility mobile device
offers fall detection remotely
activated/deactivated, up to 5
days of battery life, location
services, and wandering.
Accommodation for Pacemakers
and Implanted Devices when
worn at the waist with free
leather pouch and auto fall
detection deactivated.

The in-network provider must be
used for this service. If you choose
to utilize another provider, you are
responsible for all charges

Note: This plan requires prior authorization for certain items and services. The following link will take you to a list
of items and services that may be subject to prior authorization: Humana.com/PAL.
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(? Covered Medical Benefits

IN-NETWORK OUT-OF-NETWORK

MENTAL HEALTH SERVICES
Inpatient $200 per admit $200 per admit
Partial Hospitalization 4% of the cost 4% of the cost
Intensive Outpatient Services 4% of the cost 4% of the cost
Outpatient group and individual
therapy visits

Primary care provider (PCP) 4% of the cost 4% of the cost
« Specialist’s office 4% of the cost 4% of the cost
- Urgent care $25 copay $25 copay
+ Outpatient Hospital 4% of the cost 4% of the cost

SKILLED NURSING FACILITY (SNF)
This plan covers up to 100 days in ~ $0 copay per day for days 1-20 $0 copay per day for days 1-20

a SNF. $80 copay per day for days $80 copay per day for days
21-100 21-100

No 3-day hospital stay is

required.

Plan pays SO after 100 days.

AMBULANCE

Per date of service regardless of 4% of the cost 4% of the cost

the number of trips. Limited to
Medicare-covered transportation.

TRANSPORTATION

Uniform Flexibility $0 copay for plan approved The in-network provider must be
Non-Emergency Medical location up to unlimited one-way  used for this service. If you choose
Transportation trip(s) per year by car, rideshare to utilize another provider, you are

services, van, wheelchair access responsible for all charges.
vehicle for members with a

Chronic Kidney Disease (CKD), End

Stage Renal Disease (ESRD), or

Cancer Diagnosis.

This benefit is not to exceed 50

miles per trip.

Note: This plan requires prior authorization for certain items and services. The following link will take you to a list
of items and services that may be subject to prior authorization: Humana.com/PAL.

9 Summary of Benefits 2026



(? Covered Medical Benefits

IN-NETWORK

OUT-OF-NETWORK

MEDICARE PART B PRESCRIPTION DRUGS

Chemotherapy drugs
Specialist’s office
Outpatient Hospital

4% of the cost
4% of the cost

4% of the cost
4% of the cost

Medicare Part B covered drugs
Primary care provider (PCP)
Specialist’s office
Outpatient Hospital
Pharmacy

4% of the cost
4% of the cost
4% of the cost
4% of the cost

4% of the cost
4% of the cost
4% of the cost
4% of the cost

Medicare Part B insulin drugs

Primary care provider (PCP)
Specialist’s office
Outpatient Hospital

Pharmacy
You will pay no more than $35 for
a one-month (up to 30-day)
supply for all Part B insulin
covered by our plan, and if your
plan has a deductible it does not
apply to Part B insulin.

4% of the cost
4% of the cost
4% of the cost
4% of the cost

4% of the cost
4% of the cost
4% of the cost
4% of the cost

ACUPUNCTURE SERVICES

Medicare-covered acupuncture
visit(s) for chronic low back pain

4% of the cost for acupuncture for
chronic low back pain visits up to
20 combined in and out of
network visit(s) per year.

4% of the cost for acupuncture for
chronic low back pain visits up to
20 combined in and out of
network visit(s) per year.

Benefits received out-of-network
are subject to any in-network
benefit maximumes, limitations,
and/or exclusions.

ALLERGY

Allergy shots & serum

Primary care provider (PCP)
Specialist’s office

4% of the cost
4% of the cost

4% of the cost
4% of the cost

CHIROPRACTIC SERVICES

Medicare-covered chiropractic
visit(s)

4% of the cost

4% of the cost

DIABETES SERVICES AND SUPPLIES

Continuous glucose monitor
(CGM)
Durable medical equipment
provider

0% of the cost

0% of the cost

Note: This plan requires prior authorization for certain items and services. The following link will take you to a list
of items and services that may be subject to prior authorization: Humana.com/PAL.
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(? Covered Medical Benefits

+ Pharmacy

IN-NETWORK

0% of the cost

OUT-OF-NETWORK

0% of the cost

Diabetes monitoring supplies

+ Durable medical equipment
provider

+ Pharmacy

0% of the cost

0% of the cost

0% of the cost

0% of the cost

Diabetic shoes and inserts

* Prosthetics provider
* Durable medical equipment
provider

4% of the cost
4% of the cost

4% of the cost
4% of the cost

FOOT CARE (PODIATRY)

Medicare-covered foot care

4% of the cost

4% of the cost

Routine foot care

$0 copay for routine podiatry visits
up to 6 combined in and out of
network visit(s) per year.

$0 copay for routine podiatry visits
up to 6 combined in and out of
network visit(s) per year. Benefits
received out-of-network are subject
to any in-network benefit
maximums, limitations, and/or
exclusions.

HOME HEALTH CARE

0% of the cost

0% of the cost

HOSPICE

Hospice care provided by any Medicare-approved hospice is covered in full, and you will not incur any costs for these
services. However, you may be responsible for a portion of the expenses related to prescription drugs and respite care.
Please note that hospice benefits are administered under Original Medicare and are separate from this plan if you are
eligible for Medicare Part A. If you do not have entitlement to Medicare Part A, all care related to the terminal illness
must be delivered by a Medicare-certified hospice and will be billed directly to the plan. For more detailed information,
please consult your Evidence of Coverage.

MEDICAL EQUIPMENT/SUPPLIES

Durable medical equipment

« Durable medical equipment
provider

+ Pharmacy

4% of the cost

4% of the cost

4% of the cost

4% of the cost

Medical supplies
(includes but not limited
to: catheters, IV set-up
and supplies)

* Medical supply provider
« Pharmacy

4% of the cost
4% of the cost

4% of the cost
4% of the cost

Prosthetics (artificial limbs or
braces)

 Prosthetics provider

4% of the cost

4% of the cost

Note: This plan requires prior authorization for certain items and services. The following link will take you to a list
of items and services that may be subject to prior authorization: Humana.com/PAL.
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(? Covered Medical Benefits

‘

IN-NETWORK

OUT-OF-NETWORK

Wigs (medically necessary)
Durable medical equipment
provider

Prosthetics provider

0% of the cost

0% of the cost

0% of the cost

0% of the cost

Compression stockings
Durable medical equipment

4% of the cost

4% of the cost

provider

Pharmacy 4% of the cost 4% of the cost
Orthotics

Durable medical equipment 4% of the cost 4% of the cost

provider

Pharmacy 4% of the cost 4% of the cost

OUTPATIENT SUBSTANCE ABUSE

Outpatient group and individual

substance abuse treatment
visits
Primary care provider (PCP)
Specialist’s office
Urgent care
Outpatient hospital

4% of the cost
4% of the cost
$25 copay

4% of the cost

4% of the cost
4% of the cost
$25 copay

4% of the cost

REHABILITATION SERVICES

Audlology Therapy
« Specialist’s office

Comprehensive outpatient
rehab facility

Outpatient hospital

4% of the cost
4% of the cost

4% of the cost

4% of the cost
4% of the cost

4% of the cost

Cardiac rehabilitation
Specialist’s office
Outpatient hospital

4% of the cost
4% of the cost

4% of the cost
4% of the cost

Occupational therapy
« Specialist’s office
Comprehensive outpatient
rehab facility
Outpatient hospital

4% of the cost
4% of the cost

4% of the cost

4% of the cost
4% of the cost

4% of the cost

Phy5|cql therapy
« Specialist’s office

Comprehensive outpatient
rehab facility

Outpatient hospital

4% of the cost
4% of the cost

4% of the cost

4% of the cost
4% of the cost

4% of the cost

Note: This plan requires prior authorization for certain items and services. The following link will take you to a list
of items and services that may be subject to prior authorization: Humana.com/PAL.
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(? Covered Medical Benefits

IN-NETWORK OUT-OF-NETWORK
Pulmonary rehabilitation
Specialist’s office 4% of the cost 4% of the cost
Comprehensive outpatient 4% of the cost 4% of the cost
rehab facility
Outpatient hospital 4% of the cost 4% of the cost
Speech therapy
« Specialist’s office 4% of the cost 4% of the cost
Comprehensive outpatient 4% of the cost 4% of the cost
rehab facility
Outpatient hospital 4% of the cost 4% of the cost
RENAL DIALYSIS
Renal dialysis services
Dialysis center 4% of the cost 4% of the cost
Outpatient hospital 4% of the cost 4% of the cost
HUMANA IN-NETWORK TELEHEALTH VENDORS, i.e. MDLive
Primary care provider (PCP) $0 copay Not Covered
Specialist $0 copay Not Covered
Urgent care services $0 copay Not Covered

Substance abuse or behavioral $0 copay
health services

Not Covered

Note: This plan requires prior authorization for certain items and services. The following link will take you to a list
of items and services that may be subject to prior authorization: Humana.com/PAL.
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(> Additional Benefits

FITNESS AND WELLNESS

Live a healthier, more active life through fitness and social connection
at participating SilverSneakers® locations and online.

The in-network provider must be used for this service. If you choose to
utilize another provider, you are responsible for all charges.

HEALTH EDUCATION SERVICES

Personal Health Coaching is an interactive inbound and outreach
on-line and telephonic wellness coaching for Medicare participants
who elect to participate, for wellness improvement, including weight
management, nutrition, exercise, back care, blood pressure
management, and blood sugar management.

The Humana Wellness provider must be used for this service. If you
choose to utilize another provider, you are responsible for all charges.

POST-DISCHARGE SERVICES

$0 copay for the following benefits per discharge event following each

inpatient or skilled nursing facility stay:

« Assistance from a qualified aid to help perform activities of daily
living within the home. Minimum of 4 hours per day, up to a
maximum of 8 hours. Types of assistance include bathing, dressing,
toileting, walking, eating and preparing meals.

2 meals per day for 14 days, up to 28 meals delivered to your door.
Transportation to plan approved locations by rideshare services, car,
van or wheelchair accessible vehicle.

Services must be provided by approved vendors, scheduled within 30

days of discharge event and utilized within 60 days of discharge.

The in-network provider must be used for this service. If you choose to
utilize another provider, you are responsible for all charges.

SMOKING CESSATION

A comprehensive smoking cessation program available online, email
and phone. Personal coaches assist via establishing goals and
providing articles and resources to aid in the effort to quit smoking.

The in-network provider must be used for this service. If you choose to
utilize another provider, you are responsible for all charges.

Note: This plan requires prior authorization for certain items and services. The following link will take you to a list
of items and services that may be subject to prior authorization: Humana.com/PAL.
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Notice of Availability - Auxiliary Aids and Services Notice

English: Free language, auxiliary aid, and alternate format services are available. Call 877-320-1235
(TTY: 711).

877-320-1235 ai )l e Joail Ulaa Jaaad) Gl g L 8lay) Sae Lisal) 5 Aall) cilend 3 453 :[Arabic] du al

(711 :paill iilgll)

SwyjtpEU [Armenian]: Iwuwlbh B wuyswn |Ggwywl, wowygdwl W wjpunpwlpwihu dlwswhh
SwnwynLpynLuutp: 2wiuqwhwnb'p* 877-320-1235 (TTY: 711):

J1$eT [Bengali]: RTINS N1, W35 S2rwel, (32 [RFg R ARTIA TN | (PN S
877-320-1235 (TTY: 711) V(S|

fB{AHS [Simplified Chinese]: FA TR MM R BB S  SHBNS & UM EH R AR AR S . 1B 2B
877-320-1235 (RFEEL:711),

LREP [Traditional Chinese]: IRl iR L R B MUE = BB R A U R E MR R4S ARFE AN E
877-320-1235 (BEpEE4R:711)¢

Kreyol Ayisyen [Haitian Creole]: Lang gratis, €d oksilye, ak lot foma sévis disponib. Rele 877-320-1235
(TTY: 711).

Hrvatski [Croatian]: Dostupni su besplatni jezik, dodatna pomo¢ i usluge alternativnog formata. Nazovite
877-320-1235 (TTY: 711).

877-320-1235 L sl s s 5o 0 Bila (6l Cae i g il (gl SaS (I8 )by cladd :[Farsi] e
2,80 ol (TTY: 711)

Francgais [French] : Des services gratuits linguistiques, d’aide auxiliaire et de mise au format sont
disponibles. Appeler le 877-320-1235 (TTY: 711).

Deutsch [German]: Es stehen kostenlose unterstiitzende Hilfs- und Sprachdienste sowie alternative
Dokumentformate zur Verfigung. Telefon: 877-320-1235 (TTY: 711).

EMnvikd [Greek]: AwatiBevtal dwpedv YAWOOLKEG UTINPECIEC, fONOMAHATA KAL UTINPEGIEC OE EVAANAKTIKEG
nipooBdotpec popdéc. Karéote oto 877-320-1235 (TTY: 711).

oAl [Gujarati]: (:9es @Ml UslaUs Ul Ul ds(AAs iz Aaull Gucsd . 877-320-1235
(TTY: 711) UR sle $3L.

.0"917N D'UNNID] D'VORVINTY IT'AN,DIANN 'NN'Y :D1'NA DMT NIR D'NIN'Y :[Hebrew] nay
(TTY: 711) 877-320-1235 190n7 "wjpnin N2

f@=el [Hindi]: fo:3[eeh ST, W #Heg 3R depfedsh WEW HaIU 3l & 877-320-1235
(TTY: 711) R Hiel H|

Hmoob [Hmong]: Muaj kev pab txhais lus, pab kom hnov suab, thiab lwm tus gauv pab cuam.
Hu 877-320-1235 (TTY: 711).

Italiano [Italian]: Sono disponibili servizi gratuiti di supporto linguistico, assistenza ausiliaria e formati
alternativi. Chiama il numero 877-320-1235 (TTY: 711).

This notice is available at https://www.humana.com/legal/multi-language-support.
GHHNOA2025HUM_0425



BZAEE [Japanese: S B ET —EXHZERT—EXAKBEA Y —EXZERTIRIBWEITE
9,877-320-1235 (TTY: 711) £THEFEEELL,

Meanigi[Khmer]: UNAYIZAMan SSW 83 ihAYMS[HIINHSSuMGIRTNSY giunis]
e 877-320-1235 (TTY: 711)4

ot=0f [Korean]: #& 210], 22 X[ Sl CHA| 4] MH|AZ 0|83t = ASLIC.
877-320-1235 (TTY: 711)HO 2 EO[SIH AL,

WIF9290 [Lao] TNIVINIVGIVWIFI, BULNOVFOBCHS CCOT FVCCLLNIYCS NSV Vi lGLsS.
un 877-320-1235 (TTY: 711).

Diné [Navajo]: Saad t’44 jiik’eh, t’aadoole’é binahji’ bee adahodooniligii diné bich’t’ anidahazt’1’1, d66 tahgo
at’éego bee hada’dilyaaigii bee bika’aanida’awo’i dah6l9. Kohji’ hodiilnih 877-320-1235 (TTY: 711).

Polski [Polish]: Dostepne sg bezptatne ustugi jezykowe, pomocnicze i alternatywne formaty. Zadzwon pod
numer 877-320-1235 (TTY: 711).

Portugués [Portuguese]: Estao disponiveis servicos gratuitos de ajuda linguistica auxiliar e outros
formatos alternativos. Ligue 877-320-1235 (TTY: 711).

UATST [Punjabi]: HE3 37, AJed AIesT, w3 feasfus 2gne Re< Qusyy J61 877-320-1235
(TTY: 711) ‘3 IS 3|

Pycckni [Russian]: MpeaocTaBnarotcsa 6ecnnaTtHble yCayrm A3bIKoBOM Noaaep KKy, BCrioMoratenbHble
cpeacTBa 1 MaTepuarbl B anbTepHaTMBHbIX popMaTax. 3BoHUTe no HoMepy 877-320-1235 (TTY: 711).

Espanol [Spanish]: Los servicios gratuitos de asistencia linglistica, ayuda auxiliary servicios en otro
formato estan disponibles. Llame al 877-320-1235 (TTY: 711).

Tagalog [Tagalog]: Magagamit ang mga libreng serbisyong pangwika, serbisyo o device na pantulong, at
kapalit na format. Tumawag sa 877-320-1235 (TTY: 711).

S0P [Tamil]: @eveus Qomg), sieneset 2 gall HMID WIHMI eupel Caemeussit 2 6itemesr. 877-320-1235
(TTY: 711) &3 Si601p586)LD.

S0t [Teluég & 2773, DIFONE DREB), OO (DEB§IT®) O °T2E] WdeN
002N’ (1©a). 877-320-1235 (TTY 711) 8 2O TONOK.

-877-320-1235 (TTY: 711) JS G iy Cladd S Cupe Jla Jalie 5l calaal (g lae ¢l 3 e [Urdu]: 52

Tiéng Viét [Vietnamese]: C6 san cac dich vu mién phi vé ngén ngif, hd trg bd sung va dinh dang thay thé.
Hay goi 877-320-1235 (TTY: 711).

ATOCE [Amharic]- £3%T AJH 998006k, AT AT9L60 PLOT PATD: A1 ATTID L7164 N
877-320-1235 (TTY: 711) AL 22

B&so3 ‘[Bassa]: Wudu-xwiniin-mu-za-za kiia, Hwodd-forio-nyo, ké nyoa-balin-po-ka bé bé nyuee se widi
pé&-pée do ko 877-320-1235 (TTY: 711) da.

Bekee [Igbo]: Asusu n’efu, enyemaka nkwaru, na oru usoro ndj 0zo di. Kpoo 877-320-1235 (TTY: 711).

Oyinbd [Yoruba]: Awon isé atilehin iranldowo &de, ati ona kika miran wa larowétd. Pe 877-320-1235
(TTY: 711).

9Tl [Nepali]: STNRHFaET 1:¢csh, TS AU T dehfeush Bre (S/Taedn) Yag® 3Tcisy
S | 877-320-1235 (TTY: 711) AT &l B |




@ Find out more

[ You can see this plan's provider directory at your.Humana.com/trsky or call us
at the number listed at the beginning of this booklet and we will send you one.

Humana is a Medicare Advantage PPO plan with a Medicare contract. Enrollment in this Humana plan
depends on contract renewal.

If you want to compare this plan with other Medicare health plans, you can call your group benefits plan
administrator to find out if you have other options through them.

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 http://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.

All product names, logos, brands and trademarks are property of their respective owners, and any use does
not imply endorsement.

Humqna your.Humana.com/trsky
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