Medica AccessAbility Solution® Enhanced (HMO D-SNP)
Pre-Enrollment Checklist

Before making an enrollment decision, it is important that you fully understand our benefits and rules.
If you have any questions, you can call and speak to a member services representative at
1(888) 347-3630 (TTY: 711).

Understanding the Benefits

O

O

The Member Handbook (Evidence of Coverage) provides a complete list of all coverage and services. It is
important to review plan coverage, costs and benefits before you enroll. Visit Medica.com or call toll-free
at 1 (888) 347-3630 (TTY: 711) to view a copy of the Member Handbook (Evidence of Coverage).

Review the Provider and Pharmacy directory (or ask your doctor) to make sure the doctors you see

now are in the network. If they are not listed, it means you will likely have to select a new doctor.

Review the Provider and Pharmacy directory to make sure the pharmacy you use for any prescription
medicine is in the network. If the pharmacy is not listed, you will likely have to select a new pharmacy for
your prescriptions.

Review the Formulary (List of Covered Drugs) to make sure your drugs are covered.

Understanding Important Rules

O
O

Benefits, premiums and/or copayments/coinsurance may change on Jan. 1, 2025.

Except in emergency or urgent situations, we do not cover services by out-of-network providers (doctors
who are not listed in the Provider and Pharmacy directory).

This plan is a dual eligible special needs plan (D-SNP). Your ability to enroll will be based on verification
that you are entitled to both Medicare and medical assistance from a state plan under Medicaid.

Effect on current coverage: If you are currently enrolled in a Medicare Advantage plan, your current
Medicare Advantage healthcare coverage will end once your new Medicare Advantage coverage starts. If
you have Tricare, your coverage may be affected once your new Medicare Advantage coverage starts.
Please contact Tricare for more information. If you have a Medigap plan, once your Medicare Advantage
coverage starts, you may want to drop your Medigap policy because you will be paying for coverage you
cannot use.
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MULTI-LANGUAGE INSERT

Multi-Language Interpreter Services

r

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 (888) 347-3630. Someone who speaks
English/Language can help you. This is a free service.

J

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 (888) 347-3630. Alguien que hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: A THE (L 0 2R ORI IR 55, B IDIE R 2 0 T e sl 25 W ORI AT B 1), A0
AR L PRI S5, 1 £ 1(888) 347-3630, FA I L T/E AR RS, X JE—T0
ikridl|

Chinese Cantonese: R¥Ef T MV HE s SEY) (R I8 nT REAF AT BE ], A LI e ft R v las s,
MEEMRENRYS, G5 ECHE 1(888) 347-3630, ik S0y A B S & A2 0t ), 18 & —HH %t
%

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 (888) 347-3630. Maaari kayong tulungan ngisang
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 (888) 347-3630. Un interlocuteur parlant Francais
pourra vous aider. Ce service est gratuit.

Vietnamese: Chung t6i cé dich vu thdng dich mién phi dé tra &i cac cau hoi vé chuong strc khde va
chuwong trinh thuéc men. Néu qui vi can théng dich vién xin goi 1 (888) 347-3630 sé& c6 nhan vién noi
tiéng Viét giup d& qui vi. Day l1a dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet lhren Fragen zu unserem Gesundheits-
und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1 (888) 347-3630. Man wird Ihnen dort
auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: FAL= o= B B ofF Badol 3 Aol Hell =8]ax 5 59 Mrj=E
A& AFULE. Y9 AMH|2E o] 833 %13} 1(888)347-3630 H O & 2|3 TAIA| Q.
strol & st HEd A 2o = AU o] AujAE FEE EHYT
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Russian: Ecaun y Bac BO3SHUKHYT BOMPOCbI OTHOCUTEIbHO CTPAxX0BOro UM MeAMKaMEHTHOrO MJiaHa, Bbl
MOeTe BOCNOAb30BaTbCA HalWMMM BecnnaTHbIMK yCayramu nepeBoaymnKkoB. YTobbl BOCMO/1b30BaTbCA
ycayramu nepesoa4vmnKa, No3BoHUTe Ham no tenedoHy 1 (888) 347-3630. Bam okaxkeT nomolb
COTPYAHWK, KOTOPbI rOBOPUT NO-PYCCKU. [laHHas ycnyra 6ecnnaTtHas.

px e o Jganll a4y ) Jgan ol daalls (lai Al (o e DU Aol (55 o ial) cilads 2085 Ll :Arabic
A el Gty le add o 5w 1 (888) 347-3630 Ao W Juaiy) (s g clile Gl o5 ) 68 Auilae dadd oda clineluay,

Hindi: HR WY 31 <1 &I i1 & §R H 310 fobaft Ht g% o Sfarel <7 & forg g9R Urd Jud
U JaTd IUA §. Th GHTIT T R o foTd, &% B 1 (888) 347-3630 TR I Y. Pl
Hfad SNt =t SieidT 8 3UD! Hag B Ghdl 6. Jg TP T 4dl 5.

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 (888) 347-3630. Un
nostro incaricato che parla Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretagdo gratuitos para responder a qualquer questdo que
tenha acerca do nosso plano de saude ou de medicac¢do. Para obter um intérprete, contacte-nos
através do numero 1 (888) 347-3630. Ird encontrar alguém que fale o idioma Portugués para o ajudar.
Este servico é gratuito.

French Creole: Nou genyen sévis entépreét gratis pou reponn tout kesyon ou ta genyen konsénan plan
medikal oswa dwog nou an. Pou jwenn yon entépreét, jis rele nou nan 1 (888) 347-3630. Yon moun ki
pale Kreyol kapab ede w. Sa a se yon sévis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w uzyskaniu
odpowiedzi na temat planu zdrowotnego lub dawkowania lekéw. Aby skorzystaé z pomocy ttumacza
znajgcego jezyk polski, nalezy zadzwoni¢ pod numer 1 (888) 347-3630. Ta ustuga jest bezptatna.

Japanese: it DK (HEORIR & B LT 7 12T 5 ZHMICBEZ T b2 12, &
BEOHFRT—E 22D N £ T nE§, W@ikRE ZHic % 51213, 1(888)347-3630 12 B
FLREn, HAREBEBZFTAEZI»YIZNLET, 2R EROY— 2 TT,
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Medica Member Services
1 (888) 347-3630 (toll free) TTY: 711

Attention. If you need free help interpreting this document, call the above number.

POrt@-e: DA WGP LUTT &eav Tt 0TI ANTECATL. DA DAL D240+
Paoh ¢TC LLM-(r:
oOel a8l e Juail Aol o2a daa yil dyilas saclue cun )l 13) 1ddaa e

eblosNog)2aloloplraleplicopticaloiionplons B e s Re sloplcate v quicatéle!opl
390008(3](# $0loda3esl a3l

dandadmeg 1 0EnEImInsHnHmInMINAANIS SN ARAR
AT gIaTmiEtnis NG 1

BIE MR CEERBEREN X BRI L ENEERE.

Attention. Si vous avez besoin d’une aide gratuite pour interpréter le
présent document, veuillex appeler au numéro ci-dessus.

Thov ua twb zoo nyeem. Yog hais tias koj xav tau kev pab txhais lus rau tsab
ntaub ntawv no pub dawb, ces hu rau tus najnpawb xov tooj saum toj no.

0529505205000, V5613 >mDoe1EMMAS 101 MR :08deHASS 030558msled18H.053:05
B3 §18 cor00:e3 1850001,

el =ydyn. of £Ad tigt ol & w7 A8l FEE ATEHE
=%S worH 99 AT AtsAle

TUsogau. nanan naugegnaunaugoyfie lunaucdionzgauiius, 9
s tUifinas cangagiiol.

Hubachiisa. Dokumentiin kun tola akka siif hitkamu gargaarsa hoo feete,
lakkoobsa gubbatti kenname bilbili.

BHuMaHue: eciay BaM Hy»KHa OecIijiaTHasi TIOMOIIb B YCTHOM IIEpeBO/JIe
JAHHOTO JOKYMEHTA, TO3BOHUTE MO YKa3aHHOMY BbIIIE TEIC(HOHY.
Digniin. Haddii aad u baahantahay caawimaad lacag-la’aan ah ee
tarjumaadda (afcelinta) qoraalkan, lambarka kore wac.

Atencion. Si desea recibir asistencia gratuita para interpretar este
documento, llame al nimero indicado arriba.

Chu y. N&u quy vi ¢ dwoe gidp do dich tai liéu nay mién phi, xin
go1 sO bén trén.
N\ SPP-0222-C ——~
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Civil Rights Notice CBS (MCOs) (10-2021)

Discrimination is against the law. Medica does not discriminate on the basis of any of the following:

® race e publicassistance e sex(includingsex e healthstatus

e color status stereotypesand e receiptof healthcare
e national origin ® age genderidentity) services

e creed e disability (including e marital status e claims experience

e religion physical or mental e political beliefs e medical history

e sexual orientation impairment) e medical condition e geneticinformation

You have the right to file a discrimination complaintif you believe you were treated ina discriminatory way
by Medica. You can file a complaintand ask for help filinga complaintin person or by mail, phone, fax, or
email at:

Medica Civil Rights Coordinator

P.O. Box 9310, Mail Route CP250, Minneapolis, MN 55443-9310

Toll Free: 1 (888) 347-3630

TTY: 711

Fax: 952-992-3422

Email: civilrightscoordinator@medica.com

Auxiliary Aids and Services: Medica provides auxiliary aids and services, like
qualified interpreters or information in accessible formats, free of chargeand in a
timely manner to ensure an equal opportunity to participate in our health care
programs. Contact Medica at 1 (888) 347-3630 (toll free), TTY: 711 or at

medica.com/contactmedicaid.

Language Assistance Services: Medica provides translated documents and spoken
language interpreting, free of charge and in a timely manner, when language
assistance services are necessary to ensure limited English speakers have
meaningful access to our information and services. Contact Medica at 1 (888) 347-
3630 (toll free), TTY: 711 or at medica.com/contactmedicaid.

Civil Rights Complaints
You have the right to file a discrimination complaintif you believe you were treated in a discriminatory way
by Medica. You may also contact any of the followingagencies directly tofile a discrimination complaint

U.S. Department of Health and Human Services Office for Civil Rights (OCR)

You have the right to file a complaint with the OCR, a federal agency, if you believe you have been
discriminated against because of any of the following:

e race e national origin e disability e religion(in some
e color e age o sex cases)

Contact the OCR directly to file a complaint:
Office for Civil Rights, U.S. Department of Health and Human Services
Midwest Region
233 N. Michigan Avenue, Suite 240 Chicago, IL 60601
Customer Response Center: 800-368-1019, TTY: 800-537-7697
Email: ocrmail@hhs.gov
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CB5 (MCOs) (10-2021)

Minnesota Department of Human Rights (MDHR)
In Minnesota, you have the right to file a complaint with the MDHR if you have been discriminated against
because of any of the following:

e race e creed e publicassistance status
e color ® sex o disability

e nationalorigin e sexual orientation

e religion e marital status

Contact the MDHR directly to file a complaint:
Minnesota Department of Human Rights
540 Fairview Avenue North, Suite 201, St. Paul, MN 55104
651-539-1100 (voice), 800-657-3704 (toll-free), 711 or 800-627-3529 (MN Relay), 651-296-9042 (fax)
Info.MDHR@state.mn.us (email)

Minnesota Department of Human Services (DHS)
You have the right to file a complaint with DHS if you believe you have been discriminated against in our
health care programs because of any of the following:

e race e religion(insome e disability (including e sex(includingsex
e color cases) physical or mental stereotypesand
e national origin e age impairment) genderidentity)

Complaints must be in writingand filed within 180 days of the date you discovered the alleged discrimination.
The complaint must contain your name and address and describe the discrimination you are complaining
about. We will review itand notify you in writing about whetherwe have authority to investigate. If we do, we
will investigate the complaint.

DHS will notify you in writing of the investigation’s outcome. You have the right to appeal if you disagree with
the decision. To appeal, you must send a written request to have DHS review the investigation outcome. Be
brief and state why you disagree with the decision. Include additional information you think isimportant.

If you file a complaintin this way, the people who work for the agency named in the complaint cannot retaliate
against you. This meansthey cannot punishyou in any way for filinga complaint. Filinga complaint in this way
does not stop you from seeking out other legal or administrative actions.

Contact DHS directly to file a discrimination complaint:
Civil Rights Coordinator
Minnesota Department of Human Services
Equal Opportunity and Access Division
P.O. Box 64997
St. Paul, MN 55164-0997
651-431-3040 (voice)or use your preferredrelay service

American Indians can continue or begin to use tribal and Indian Health Services (IHS) clinics. We will not require prion
approval orimpose any conditions for you to get services at these clinics. For elders age 65 years and older this
includes Elderly Waiver (EW) services accessed through the tribe. If a doctor or other providerin a tribal or IHS clinic

refersyou to a providerin our network, we will not require you to see your primary care provider prior to the
referral.
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