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Plan options

Understand

your plan options

Explore our Medicare Supplement plans to see which option is right
for you. We offer many plans to meet your wellness needs.

The chart below includes an overview
of the benefits available with each plan
option. Use this chart to determine
which plan may best meet your

needs. Then review the benefit tables
to learn about more plan details.

Plan options

Basic benefits v v v
Skilled nursing v
coinsurance

Part A deductible v

Part B deductible v
Part B excess (100%)

Foreign travel v
emergency

We offer standardized Medicare
Supplement Plans A, G and

N. We also offer Plan G with a
$2,950 deductible option.

v v v v

v v 50%|75% | ¥ | ¥

v v 50% | 75% | 50% | v
v

v v v v

1Plans F and G also have a high deductible option which require first paying a calendar-year
deductible of $2,950 before the plan begins to pay. Once the deductible is met, the plan pays 100%
of covered services for the rest of the calendar year. Plan High-deductible G does not cover the
Medicare Part B deductible. However, Plan High-deductible F and Plan High-deductible G count
your payment of the Medicare Part B deductible toward meeting the calendar-year deductible.

2 Plan K reimburses these expenses at 50%, up to an out-of-pocket maximum of $8,000 in a
calendar year. Plan L reimburses these expenses at 75%, up to an out-of-pocket maximum
of $4,000 in a calendar year. Once the out-of-pocket maximum is met, covered expenses are

reimbursed at 100%.

3 Plan N requires copayment of up to $20 for office visits and $50 for emergency room visits.

Plan premiums

What supplement
plans cost

Take a look at our Medicare Supplement monthly premiums below.
These rates are effective through June 30, 2027.

Non-Tobacco

Under 65 w/ 65+ w/

Age Under 65’ 65+ household household
discount discount

Medical Plans

Plan A $306.56 $204.37 $275.90 $183.93
Plan G $373.36 $248.89 $336.02 $224.00
Plan G with $2,950 deductible $129.63 $86.42 $116.67 $77.78

PlanN $292.42 $194.95 $263.18 $175.46

Tobacco
Under 65w/ 65+ w/

Age Under 65’ household household
discount discount

Medical Plans

Plan A $352.54  $235.03 $317.29 $211.53
Plan G $429.36  $286.24 $386.42 $257.62
Plan G with $2,950 deductible $149.07  $99.39 $134.16 $89.45
PlanN $336.29  $224.19 $302.66 $201.77

You may receive a premium discount of 10% if you qualify for our household
x discount. You qualify if you reside with at least one other Moda Health Medicare
/\ supplement member. The discount will be applied to at most three eligible
m members per household and may include your spouse, dependent or permanent
resident of your home. The household discount will only be applicable if a
Moda Health Medicare supplement policy is issued to each applicant.

1 The under 65 rate applies to persons on Medicare by reason of disability who are under age 65.
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FAQ

Disclosures

Plan A

ERE

Medicare Part A

Hospitalization’

Medicare pays

Plan pays

Semi-private room and board, general nursing
and miscellaneous services and supplies

First 60 days All but $1,736 $0 (Part f:jzggctible)
Use this outline to compare benefits and premiums among policies.
61st through 90th day All but $434 per day $434 per day $0
Will my premium change? Notice 91st day and after:
The required premium for the plan This policy may not fully cover all of While uscljng 60lifetime All but $868 per day $868 per day $0
is subject to change. Any change your medical costs. Neither Moda reserve aays

in premiums will occur onceina
12-month period, and will apply to all
subscribers insured under the plan

Health nor its agents are connected
with Medicare. This outline of coverage
does not give all of the details about

Once lifetime reserve
days are used:

who reside in the state of Idaho. Medicare coverage. For a complete Additional 365 days $0 100% of Medicare- $02
description of Medicare benefits, eligible expenses

Read your policy very carefully contact your local Social Security 5 gth
office, or refer to the “Medicare & You eyondthe $0 $0 All costs

This brochure is only an outline
describing your policy’s most important
features. The policy is your insurance

2026” handbook online at medicare.gov
or by calling 800-633-4227.

additional 365 days

Skilled nursing

You must meet Medicare’s requirements,
including three inpatient hospital days,

ﬁggg?gﬁgggggiggﬁi ft ?ﬁepr(i)gytf’zls and Guaranteed renewability facility care' prior to entering a Medicare-approved
duties of both you and Moda Health. We will never cancel your policy because skilled nursing facility within 30 days
of your age or claims experience. First 20 days All approved amounts $0 $0
Complete answers are ) .
very important Right to return policy 21st through 100th day All but $217 per day $0 Up to $217 per day
. . If you find that you are not satisfied
Review the Moda Health Medicare . . . 101st day and after 0 0 All costs
Supplement application carefully with your policy, you may re'Fu.rn tto / ’ ’
before you sign it. Be certain that Moda HeOl.th’ Attentpn: Individual Blood
allinformation has been properly Membership Accounting, 601S.W. First th int $0 3 pint $0
recorded. When you fill out the Second Ave,, Portlond., OR .97.204‘ It st three pints pints
application for the new policy, be sure you send bO.Ck. thg pollcy'W|th|n 30 Additional amounts 100% $0
to answer truthfully and completely days of receiving it, we will treat the °

all questions about your medical
and health history. Moda Health may
cancel your policy and refuse to pay
any claims if you leave out or falsify

policy as if it had never been issued
and return all of your premium.

Policy replacement

Hospice care

Available as long as your doctor
certifies you are terminally ill and you
elect to receive these services

All but very limited

important medical information. !f you are replgcmg another heoI'Fh ' coinsurance for Medicare
insurance policy, do NOT cancel it until outoatient druas and coinsurance
you actually have received your new utpati 49 or copay

policy and are sure you want to keep it.

inpatient respite care

1 A benefit period begins on the first day you receive services as an inpatient in a hospital and ends after you
have been out of the hospital and have not received skilled care in any other facility for 60 days in a row.

2 Notice: When your Medicare Part A hospital benefits are exhausted, the insurer stands in place of Medicare
and will pay whatever amount Medicare would have paid up to an additional 365 days as provided in the
policy’s “core benefits.” During this time, the hospital is prohibited from billing you for the balance based on
any difference between its billed charges and the amount Medicare would have paid.
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https://www.medicare.gov/

Plan A (continued) Plan A (continued)

O B + &

Medicare Part B Medicare pays Plan pays Medicare Parts A and B Medicare pays Plan pays
Medical expenses Home healthcare .
In or out of the hospital and outpatient hospital treatment, such as physician’s Medicare-approved services

services, inpatient and outpatient medical and surgical services and supplies, Medically necessary
physical and speech therapy, diagnostic tests and durable medical equipment skilled-care services and 100% $0
First $283 of Medicare- $0 $0 $283 medical supplies
approved amounts’ (Part B deductible) ) .
der of Medi Durable medical equipment:
Remainder of Medicare- Generally 80% 50% $0
approved amounts First $283 of $0 $0 $283
Part B excess charges Medicare-approved amounts' (Part B deductible)
(above Medicare $0 $0 All costs Rermainder of
approved amounts) Medicare-approved amounts 80% 20% $0
Blood
|
First three pints $0 All costs $0 10nce you have been billed $283 for Medicare-approved amounts of covered services that
) are noted with a’, your Part B deductible will have been met for the calendar year.
Next $283 of Medicare- $0 $0 $283
approved amounts' (Part B deductible)
Remainder of Medicare- 80% 50% $0
approved amounts
Clinical laboratory
services - blood tests
For diagnostic services 100% $0



Plan G - or pian High-deductible G

EHE

Medicare Part A

Hospitalization’

Medicare pays

Plan pays

For Plan High-
deductible G only,
Plan pay amounts
are after you pay

$2 950 deductible.?

Semi-private room and board, general nursing
and miscellaneous services and supplies

A

You pay
For Plan High-
deductible G only,

this is in addition to
$2 950 deductible?

First 60 days All but $1,736 (Part fjj’ggsctible)
61st through 90th day All but $434 per day $434 per day
91st day and after:

While using 60 lifetime All but $868 per day $868 per day

reserve days

Once lifetime reserve
days are used:

Additional 365 days

$0

100% of Medicare-
eligible expenses

$0°

Beyond the
additional 365 days

Skilled nursing
facility care’

$0

$0

You must meet Medicare’s requirements,
including three inpatient hospital days,
prior to entering a Medicare-approved
skilled nursing facility within 30 days

All costs

First 20 days All approved amounts $0 $0
21st through 100th day All but $217 per day Up to $217 per day $0
101st day and after $0 $0 All costs
Blood

First three pints $0 3 pints $0
Additional amounts 100% $0 $0

Hospice care

Available as long as your doctor

certifies you are terminally ill and you

elect to receive these services

All but very limited
coinsurance for

Medicare

coinsurance

outpatient drugs and
inpatient respite care

or copay

Plan G - orpian High-deductible G (continued)

V% A

Medicare pays

Medicare Part B Plan pays
For Plan High-
deductible G only,
Plan pay amounts
are after you pay

$2 950 deductible.?

You pay
For Plan High-
deductible G only,
this is in addition to
$2 950 deductible?

Medical expenses

In or out of the hospital and outpatient hospital treatment, such as physician’s
services, inpatient and outpatient medical and surgical services and supplies,
physical and speech therapy, diagnostic tests and durable medical equipment

First $283 of Medicare-
approved amounts?

$283

$0 $0 (Part B deductible)

Remainder of Medicare-

Generally 80% 20%
approved amounts

Part B excess charges

(above Medicare $0 100%

approved amounts)

Blood

First three pints $0 All costs

Next $283 of Medicare- $0 $0 $283
approved amounts* (Part B deductible)
Remainder of Medicare- 80% 50% $0
approved amounts

Clinical laboratory

services - blood tests

For diagnostic services 100% $0 $0

1 A benefit period begins on the first day you receive services as an inpatient in a hospital and ends after you
have been out of the hospital and have not received skilled care in any other facility for 60 days in a row.

2 This high deductible plan offers the same benefits as Plan G after a $2,950 deductible per calendar
year. Benefits from Plan High-deductible G will not begin until out-of-pocket expenses are $2,950.
Out-of-pocket expenses for this deductible are expenses that would ordinarily be paid by the
policy. This includes the Medlicare deductible for Part A, but does not include the plan’s separate
foreign travel emergency deductible. It also includes your payment of the Part B deductible.

3 Notice: When your Medicare Part A hospital benefits are exhausted, the insurer stands in place of Medicare
and will pay whatever amount Medicare would have paid up to an additional 365 days as provided in
the policy’s “core benefits.” During this time, the hospital is prohibited from billing you for the balance
based on any difference between its billed charges and the amount Medicare would have paid.

4 Once you have been billed $283 for Medicare-approved amounts of covered services that
are noted with a ?, your Part B deductible will have been met for the calendar year.



Plan G -orpian High-deductible G (continued)

EHE + o A

Medicare pays

Medicare Part Aand B Plan pays You pay
For Plan High- For Plan High-
deductible G only, deductible G only,
Plan pay amounts this is in addition to
are after you pay $2,950 deductible?

$2 950 deductible.?

Home healthcare
Medicare-approved services

Medically necessary
skilled-care services and
medical supplies

Durable medical equipment:

First $283 of
Medicare-approved amounts'

$283

$0 $0 (Part B deductible)

Remainder of

O, O,
Medicare-approved amounts 80% 20%

$0

25 A
Plan pays You pay
For Plan High- For Plan High-
deductible G only, deductible G only,
Plan pay amounts this is in addition to
are after you pay $2,950 deductible?
$2,950 deductible.?

Other benefits — Medicare pays

not covered by Medicare

Medically necessary emergency care
services beginning during the first 60 days
of each trip outside the United States

First $250 each calendar year $0 $0

Foreign travel

$250

20% and amounts
over $50,000
lifetime maximum

80% up to a lifetime
maximum benefit
of $50,000

Remainder of charges $0

1 Once you have been billed $283 for Medicare-approved amounts of covered services that
are noted with a’, your Part B deductible will have been met for the calendar year.

2 This high deductible plan offers the same benefits as Plan G after a $2,950 deductible per calendar
year. Benefits from Plan High-deductible G will not begin until out-of-pocket expenses are $2,950.
Out-of-pocket expenses for this deductible are expenses that would ordinarily be paid by the
policy. This includes the Medicare deductible for Part A, but does not include the plan’s separate
foreign travel emergency deductible. It also includes your payment of the Part B deductible.
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Plan N

E

Medicare Part A

Hospitalization’

Medicare pays Plan pays

Semi-private room and board, general nursing
and miscellaneous services and supplies

: $1,736
First 60 days All but $1,736 (Part A deductible)
61st through 90th day All but $434 per day $434 per day
91st day and after:
While using 60 lifetime
reserve days All but $868 per day $868 per day
Once lifetime reserve
days are used:
Additional 365 days $0 10.0.%’ of Medicare- $0?2
eligible expenses
Beyond the
additional 365 days $0 $0 All costs

Skilled nursing

You must meet Medicare’s requirements,
including three inpatient hospital days,

facility care’ prior to entering a Medicare-approved

skilled nursing facility within 30 days
First 20 days All approved amounts $0 $0
21st through 100th day All but $217 per day Up to $217 per day $0
101st day and after $0 $0 All costs
Blood
First three pints $0 3 pints $0
Additional amounts 100% $0 $0

Hospice care

Available as long as your doctor
certifies you are terminally ill and you
elect to receive these services

All but very limited
copayment or Medicare
coinsurance for coinsurance
outpatient drugs and or copay
inpatient respite care




Plan N (continued)

V%

Medicare Part B

Medical expenses

In or out of the hospital and outpatient hospital treatment, such as physician’s
services, inpatient and outpatient medical and surgical services and supplies,
physical and speech therapy, diagnostic tests and durable medical equipment

First $283 of Medicare-
approved amounts?®

Medicare pays Plan pays

$283

$0 $0 (Part B deductible)

Balance, other than
up to $20 per office
visit and up to $50 per
emergency room visit.
The copayment of up
Generally 80% to $50 is waived if the
member is admitted
to any hospital and
the emergency visitis
covered as a Medicare
Part A expense.

Up to $20 per office
visit and up to $50 per
emergency room visit.
The copayment of up
to $50 is waived if the

member is admitted

Remainder of Medicare-
approved amounts
to any hospital and
the emergency visit is
covered as a Medicare
Part A expense.

Part B excess charges
(above Medicare $0 $0 All costs
approved amounts)

Blood

First three pints $0 All costs $0

$283
(Part B deductible)

Next $283 of Medicare-
approved amounts?®

$0 $0

Plan N (continued)

B + <

Medicare Part Aand B Medicare pays Plan pays

Home healthcare
Medicare-approved services

Medically necessary
skilled-care services and 100% $0
medical supplies

Durable medical equipment:

First $283 of $0 $0 $283
Medicare-approved amounts' (Part B deductible)
Remainder of 80% 50% $0

Medicare-approved amounts

2%

Other benefits —
not covered by Medicare

Medicare pays Plan pays

Medically necessary emergency care
Foreign travel services beginning during the first 60 days
of each trip outside the United States

First $250 each
calendar year

$0 $0 $250

Remainder of Medicare-

80% 20%
approved amounts

$0

Clinical laboratory
services - blood tests

For diagnostic services 100% $0

1 A benefit period begins on the first day you receive services as an inpatient in a hospital and ends after you
have been out of the hospital and have not received skilled care in any other facility for 60 days in a row.

2 Notice: When your Medicare Part A hospital benefits are exhausted, the insurer stands in place of Medicare
and will pay whatever amount Medicare would have paid up to an additional 365 days as provided in
the plan’s “core benefits.” During this time, the hospital is prohibited from billing you for the balance
based on any difference between its billed charges and the amount Medicare would have paid.

3 Once you have been billed $283 for Medicare-approved amounts of covered services that
are noted with a3, your Part B deductible will have been met for the calendar year.

12

20% and amounts
over $50,000
lifetime maximum

80% up to a lifetime
maximum benefit
of $50,000

Remainder of charges $0

1 Once you have been billed $283 for Medicare-approved amounts of covered services that
are noted with a’, your Part B deductible will have been met for the calendar year.

With enrollment in a Medicare supplement plan, you are provided with additional
value added discounts including access to discounts on select items and services.
You can learn more about these discounts by visiting www.modahealth.com.

These additional services are a complement to the Medicare Supplement plan, but are not insurance.
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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
1-877-605-3229 (TTY: 711) or speak to your provider.

ATENCION: Si habla espafiol, tiene a su
disposicion servicios gratuitos de asistencia
lingtiistica. También estan disponibles de forma
gratuita ayuda y servicios auxiliares apropiados
para proporcionar informacién en formatos
accesibles. Llame al 1-877-605-3229 (TTY: 711)

o hable con su proveedor.

LUU Y: Néu ban néi tiéng Viét, chiing toi cung cap
mién phi c4c dich vu hd tro ngdn ngit. Cac hd tro
dich vu phu hgp dé cung cip thong tin theo cac
dinh dang dé tiép can ciing dwoc cung cdp mién
phi. Vui long goi theo s6 (Nguoi khuyét tat:
1-877-605-3229 (TTY: 711) hodc trao déi véi nguoi
cung cap dich vu ctia ban.

Ol BR0|S AR B2 B2 210 X/ ¢
MHIAE 0|88t 4 UBLICH 018 753

YHOR BEEABE HYY 25717 9
_._EI |-
L

EO[SHAl L.

BHUMAHME: Eciu Bbl rTOBOPUTE HA PYCCKUM, BaM
JIOCTYTIHbI 6eclIaTHbIE YCIYTH SI3bIKOBOU
noazepxku. COOTBeTCTByIOIIUE
BCIIOMOTaTeJ/IbHbIE CPe/CTBA U YCJIYTH 110
NpeJ0CTaBJeHNI0 HHGOPMALMU B JOCTYITHBIX
dopMaTax Takxe MpeAoCTaB/IATCA 6ecIIaTHO.
[To3BoHuTe no Tenepony 1-877-605-3229 (TTY: 711)
WJIM 00paTUTECh K CBOEMY NTOCTABIIUKY YCAYT.

T HAREERESND G, EEIO SRR
—ERE ZHIHWERETET, 772V TL (
HELPFIATE D L omEEnT) BT
WATEMET 5 72 D OGN e B SR — B A
HIERLC TR W72 9, 1-877-605-3229
(TTY: 711) £ CTEEHES EIV, £2iE, ZFH
DFEEFIT THHRL F R0,
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ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen
kostenlose Sprachassistenzdienste zur Verfiigung.
Entsprechende Hilfsmittel und Dienste zur
Bereitstellung von Informationen in barrierefreien
Formaten stehen ebenfalls kostenlos zur Verfiigung.
Rufen Sie 1-877-605-3229 (TTY: 711) an oder
sprechen Sie mit [hrem Provider.

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 ha
format. Tumawag sa 1-877-605-3229 (TTY: 711) o
makipag-usap sa iyong provider.

YBAT'A: K110 BU po3MOBJISIETE YKpalHCbKA
MOBaQ, BaM JI0CTYIHi 6€3KOLITOBHI MOBHI
nocayru. BiinoBi/iHi fonoMixHi 3acobu Ta
NOCJIYTH AJ15 HaZlaHHS iHdopMallii y A0CTyIHUX
dopMaTax TakoX JOCTYMHi 6€3KOLITOBHO.
3aresnedonyiite 3a HoMmepom 1-877-605-3229
(TTY: 711) a6o 3BepHITHCS /10 CBOTO
HoCTavyaJbHHUKa».

TAALL:- ATICE £99.574- tPh: 2278 £ 96 Ardnet 019
LPCNALFA:: a0 By (1241 PCAT ATIPLA L PP
T4 AHPT AS A10NCT A38.0- 019 2150 NAAD

©7C 1-877-605-3229 (TTY: 711) £.Lm-t 0L
RNV APe-0LPT £G4

FIIRO GAAR AH: Haddaad ku hadasho Soomaalj,
adeegyo kaalmada luugadda ah oo bilaash ah
ayaad heli kartaa. Qalab caawinaad iyo adeegyo
00 habboon si loogu bixiyo macluumaadka
qaabab la adeegsan karo ayaa sidoo kale bilaa
lacag heli karaa. Wac 1-877-605-3229 (TTY: 711)
ama la hadal bixiyahaaga.

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 1-877-605-3229

(TTY: 711) ou parlez a votre fournisseur.

W WREUH S, FRATHE S N SRS S Y Bh R
%o BATERIPLHLIE 5B TR RIS, DAICRERS
A HHE S . Bl CUARHITE: 1-877-605-3229
(TTY: 711) ) B8 ) IR S5 AL 7

cRVQIV: TIWIVCIWITI 290,

22 503N9W50809VWITICLLLCTOE LWL,
Seoo9ggoe ccor
nLO3NIVccLLLCTBBITCELIES LB lTZLLIVSL
ccovBizIVIOCETYNC. 2MIeS 1-877-605-3229
(TTY: 711) § SuHuelnvdSnvesguiav.

wineme): nnaau TN Tng
Infivsmsemnurhumdosunsng uenanail
faflindeflonasusmathomaaiiie MadoyaTusuuuuiidhaa
o' loe i #oAnToae Tusa nsiinsia 1-877-605-3229
(TTY: 711) wsausnunelTWusmsvesnn

Sode e S0b) I & T 55 com Ag 39 T Sl i axgs
355 pald Olaglas o Gudio)d Gly BB -y Cldes Bloas
- ow Pl cae g wleds gl sldel Oglan i A s
oxld Al b (S JS 5 (1-877-605-3229 (TTY: 711)
TS b oS

LUS CEEV TSHW] XEEB: Yog hais tias koj hais Lus
Hmoob muaj cov kev pab cuam txhais lus pub
dawb rau koj. Cov kev pab thiab cov kev pab cuam
ntxiv uas tsim nyog txhawm rau muab lus ghia
paub ua cov hom ntaub ntawv uas tuaj yeem nkag
cuag tau rau los kuj yeej tseem muaj pab dawb tsis
xam tus nqi dab tsi ib yam nkaus. Hu rau
1-877-605-3229 (TTY: 711) los sis sib tham nrog
koj tus kws muab kev saib xyuas kho mob.

HIaYT: AfE qUTS AGTe HTH Slelga U duTs el

f:3[eep Hifeh TR Y Juasy &
Jgang GlaeeH] STH®HRI Y& T 3Ugdd
Rl Y YaTgE U F:xedh Suasd &+
1-877-605-3229 (TTY: 711) T I eI T 3o
AL e IR RS

((fO@lﬂ(ﬁ@%oea M 168303 MRIWISo BIaY
(TVOMVOM | HEEDEB: M3, MVDRMY BIaHD
MaNO® GrUOUMEBBUS (1716B13U3H6)
RIBLMI6N). @YDV 621NN
BGaNO@MINIHE @3 NlN06B13U3
mm&e;omg@g 02 {1MMO® @oMmYeNnIML
(MNaNIWEBBSI0 BIVNIMEBBEI0 )OS
UVRMIROW | RIGYAENT. 1-877-605-3229
(TTY: 711) GRIBE) 1S} @106)8851@3
M1eBREIOS BOMINTIBMIS

(TMVOMVI(D 1BE)) .

2688-LAC-COMM (7/25)

PANANGIKASO: No agsasaoka iti llocano, magun-
odmo dagiti libre a serbisio ti tulong iti pagsasao.
Libre met laeng a magun-odan dagiti maitutop a
katulongan ken serbisio a mangipaay iti
impormasion kadagiti ma-akses a pormat.
Awagan ti 1-877-605-3229 (TTY: 711) wenno
makisarita iti mangipapaay kenka.

T < Hﬁ&w%ﬁaﬁaﬁ%aﬁmmﬁ%@
UIST TGl AT IUeis Bidil €1 Yoyl

SHHRI UGH - & T8 IUgad Hee Wie
YT i (:gcch JueTsy 1 1-877-605-3229

(TTY: 711) TR BId B T 30 YaTdl J &1 B |

IS0 QB BEND TGS, 8L
&S 27T DIFOD VSN 0CNLTENE
&OEFON. OSFBYN TOVEE o3¢S’
QAFPTT), @0Q0NEE A QAL
DTFASTEN OO VNN S CE GIHOMT
29002eNeS &OoEroN. 1-877-605-3229
TTY: 711) & 525 TOHOS B o0 (FSBES
QeI 06s.

sac bl cilaad @l b giiud Ay jall Aall) Chaat i€ 13) 1A

8 il Aaalie ladd g Baclise Jil g i g% LS dpilaall 4, g2dll
Al e detl Ulaa L) I som sl (0 lianstty e sladl)
Ml axie ) Gaass l 877-605-3229 (TTY: 711)

AKIYESI: Ti o ba so Yoruba, awon ise iranlowo
ede ofe wa fun 0. Awon iranlowo iranlowo ti o ye
ati awon ise lati pese alaye ni awon ona kika
wiwole tun wa laisi idiyele. Pe 1-877-605-3229
(TTY: 711) tabi soro si olupese re.

MAKINIKA: Ikiwa wewe huzungumza Kiswabhili,
msaada na huduma za lugha bila malipo
unapatikana kwako. Vifaa vya usaidizi vinavyofaa
na huduma bila malipo ili kutoa taarifa katika
mifumo inayofikiwa pia inapatikana bila malipo.
Piga simu 1-877-605-3229 (TTY: 711) au
zungumza na mtoa huduma wako.

ATENCAO: Se vocé fala Portugués do Brasil,
servigos gratuitos de assisténcia linguistica estao
disponiveis para vocé. Auxilios e servicos
auxiliares apropriados para fornecer informagoes
em formatos acessiveis também estdo disponiveis
gratuitamente. Ligue para 1-877-605-3229

(TTY: 711) ou fale com seu provedor.
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Questions? We're here to help.

Contact a Moda Health agent or call us at
855-718-1767. TTY users, please call 711.

Portland office (corporate headquarters)

601 SW Second Ave.
Portland, OR 97204-3156

modamedicare.com
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