CDA Insurance LLC

Please return signed applications via one of the following methods:

EMAIL: secure email link (Ctrl+Click)
tiffany@lowinsure.com

FAX: 1-541-284-2994

MAIL: CDA Insurance LLC
P.O. Box 26540
Eugene, OR 97402

CONTACT: TiffanyJackson, independent agent, with any questions or concerns.
Email: tiffany@lowinsure.com or phone: 1-541-434-9613

If using the Annual Enrollment Period, please return between October 15th and December 7th for a
January 1st effective date.

All other enrollments will be processed for the first of the month following receipt of the application. A
valid Enrollment Period is required by CMS.

DEVOTED HEALTH MEDICARE ADVANTAGE PLAN DOCUMENTS:

Benefit Summaries:

CHOICE Premium 002 OR PPQO Plan H7199-002 | CORE 001 OR HMOQO Plan H2923-001
GIVEBACK 004 OR HMOQO Plan H2923-004 | PREMIUM 005 OR HMO H2923-005
PREMIUM 006 OR HMO Plan H2923-006 | CORE 003 OR HMOQO Plan H2923-003

e Application download: Available 10-15-2025 email or call to request one be sent out.
e Provider Search

e Starratings HMO Star ratings PPO

e Pharmacy search

e Formulary search

TPMO disclaimer: CDA Insurance LLC may not offer every plan available in your area. Currently represented in
the Medicare Advantage market are all plans available from: 9 insurance companies in the state of Oregon, 9 in the
state of Washington, 4 in the state of Idaho, and 3 in the state of Texas. Any information provided is limited to those
plans we do offer in your area. For a breakdown by county, please visit our

websites: Oregon, Washington, Idaho, Texas Please contact Medicare.gov, 1-800-MEDICARE , or your local SHIP
to obtain information on all of your options.



https://cda-insurance.citrixdata.com/share/getinfo/r7a05451975a43c2b
mailto:tiffany@lowinsure.com
mailto:tiffany@lowinsure.com
https://medicare-oregon.com/shared/docs/medicare-advantage/OR/Devoted/2026/Devoted_OR_Portland_ChoicePremium_2026.pdf
https://medicare-oregon.com/shared/docs/medicare-advantage/OR/Devoted/2026/Devoted_OR_Portland_Core_2026.pdf
https://medicare-oregon.com/shared/docs/medicare-advantage/OR/Devoted/2026/Devoted_OR_Portland_Giveback_2026.pdf
https://medicare-oregon.com/shared/docs/medicare-advantage/OR/Devoted/2026/Devoted_OR_Portland_Premium_2026.pdf
https://medicare-oregon.com/shared/docs/medicare-advantage/OR/Devoted/2026/Devoted_OR_Valley_Premium_2026.pdf
https://medicare-oregon.com/shared/docs/medicare-advantage/OR/Devoted/2026/Devoted_OR_Valley_Core_2026.pdf
https://medicare-oregon.com/
https://medicare-washington.com/
https://www.medicare-idaho.com/
https://medicare-texas.net/
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DEVOTED CHOICE PREMIUM 002 OR (PPO)

Summary of Benefits

This Summary of Benefits tells you about our
DEVOTED CHOICE PREMIUM 002 OR (PPO)
plan. It includes information on plan costs and
some of the common services we cover. It's
valid for the 2026 plan year, which starts on
January 1, 2026 and ends on December 31,
2026.

Because this document is a summary, it doesn't
list all of the coverage details for this plan. If
you need to know more, check the plan's
Evidence of Coverage (EOC)

at www.devoted.com. Or call us at
1-800-385-0916 (TTY 711), and we can mail
you one.

Can | join this plan?

DEVOTED CHOICE PREMIUM 002 OR (PPO)
is a Preferred Provider Organization, or PPO
plan. To join DEVOTED CHOICE PREMIUM
002 OR (PPO), you must be entitled to
Medicare Part A and enrolled in Medicare Part
B. You also have to live in this plan’s service
area, which includes

these counties: Clackamas, Columbia, Hood
River, Multnomah, Tillamook, and
Washington.

We offer different plans for other counties.

Does this plan cover my prescription
drugs?

Find out by searching our online drug list at
www.devoted.com/search-drugs. Or give us a
call or text. We can look up your medications or
mail you our list of covered drugs (formulary).

Does this plan cover my doctors and
pharmacies?

Find out by searching our online directory at
www.devoted.com/search-providers. Or give us
a call or text. We can look up your doctors and
pharmacies or mail you a directory.

Can | see out-of-network providers?
Our plan allows you to see providers outside of
our network (non-contracted providers).
However, while we will pay for covered services
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provided by a non-contracted provider, the
provider must agree to treat you, they must not
be on any government sanction list, and they
must participate in Medicare and accept
Medicare reimbursement. Except in an
emergency or urgent situation, non-contracted
providers may deny care. In addition, you may
pay a higher cost share for services received by
non-contracted providers.

How can | learn about Original Medicare?

Check the latest Medicare & You handbook. If
you don’t have one, visit www.medicare.gov
and enter “Medicare & You handbook” in the
search tool. (Include the quotation marks for
best results.) Or ask Medicare to send you one
by calling 1-800-MEDICARE (1-800-633-4227)
any day, any time. TTY users can dial
1-877-486-2048.

How can | get more help?

Call us at 1-800-385-0916 (TTY 711). We're
here 8am to 8pm, Monday to Friday (from
October 1 to March 31, 8am to 8pm, 7 days a
week). You can also visit us online at
www.devoted.com.

IMPORTANT: If you receive Medicaid or
Extra Help, your cost-sharing may be lower
than what's listed here.

Changes in your Medicaid eligibility or Extra
Help level may affect your cost share. For more
details, refer to the Evidence of Coverage. To
get it, visit www.devoted.com or call
1-800-385-0916 (TTY 711).



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 us at 1-800-385-0916 (TTY 711).

Understanding the Benefits

(] The Evidence of Coverage (EOC)
provides a complete list of all coverage
and services. It is important to review plan
coverage, costs, and benefits before you
enroll. Visit www.devoted.com, or call
1-800-385-0916 (TTY 711) to view a copy
of the EOC.

(] As a member of this plan, you can see
providers that are in Devoted Health's
network, or you can choose to see doctors
who are out of network. If you see an out-
of-network doctor, you may pay a higher
cost share. You can review the provider
directory (or ask your doctor) to see if the
doctors you see now are in the Devoted
Health network.

(] Review the pharmacy directory to make
sure the pharmacy you use for any
prescription medicine is in the Devoted
Health network. If the pharmacy is not
listed, you may choose to select a new
pharmacy for your prescriptions.

(] Review the formulary to make sure your
drugs are covered.

Understanding Important Rules

(] 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.

In addition to your monthly plan premium,
you must continue to pay your Medicare
Part B premium. This premium is normally
taken out of your Social Security check
each month.

Benefits, premiums, and/or copayments/
coinsurance may change on January 1,
2027.

Our plan allows you to see providers
outside of our network (non-contracted
providers). However, while we will pay for
covered services provided by a non-
contracted provider, the provider must
agree to treat you. Except in an
emergency or urgent situation, non-
contracted providers may deny care. In
addition, you may pay a higher copay for
services received by non-contracted
providers.

Need Help? Call 1-800-385-0916 (TTY 711) 2



Monthly Premium, Deductible, and Limits

Monthly Premium

Medical Deductible

Pharmacy (Part D)
Deductible

Maximum Out-of-
Pocket Responsibility
Benefits that don't count
toward your maximum
out-of-pocket
responsibility are
indicated with an asterisk
().

What you pay out-of-
pocket for Part D
prescription drugs and
certain supplemental
benefits (such as hearing
aids) does not apply to
these amounts.

$29

You must continue to pay your Part B premium.

This plan does not have a medical deductible.

$595 for Tiers 3-5 only

If you receive Extra Help from Medicare, your deductible is $0.

In-network

In- and out-of-network

$5,900

This is the most you will pay

in the plan year for copays,
coinsurance, and other
costs for Medicare-covered
medical Part A and Part B

services, supplies, and Part

B-covered medications you
receive from in-network
providers.

$9,550

This is the most you will pay
in the plan year for copays,
coinsurance, and other
costs for Medicare-covered
medical Part A and Part B
services, supplies, and Part
B-covered medications you
receive from in- and out-of-
network providers
combined.

Covered Medical and Hospital Benefits

Inpatient Hospital
Coverage'

$0 copay per day
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In-network Out-of-network
Days1-5 Days1-5

$325 copay per day $325 copay per day
Day 6+ Day 6+

$0 copay per day

*Costs for these services do not count toward your yearly maximum out-of-pocket responsibility.
tPrior authorization may be required for in-network services.



Outpatient Hospital
Coverage'

Doctor Visits

You do not need a
referral to see a
specialist. For telehealth
services, you pay the
same in- or out-of-
network cost share that
you would pay for an in-
person office visit.

Preventive Care

Any additional preventive
services approved by
Medicare during the
contract year will be
covered. Our plan also
covers certain preventive
services more frequently
than Medicare.

Emergency Care

If you are admitted to the
hospital within 24 hours,
you do not have to pay
your share of the cost for

the emergency care. This

plan also covers
emergency services
worldwide as a
supplemental benefit.

In-network

Out-of-network

Diagnostic
Colonoscopies: $0 copay

Outpatient Surgery and
Procedures:

* Outpatient Hospital: $425
copay

» Ambulatory Surgical
Center (ASC): $325 copay

Observation Stays: $325
copay per stay

In-network

Diagnostic
Colonoscopies: $0 copay

Outpatient Surgery and
Procedures:

* Outpatient Hospital: $425
copay

* Ambulatory Surgical
Center (ASC): $325 copay

Observation Stays: $325
copay per stay

Out-of-network

Primary Care Provider
(PCP): $0 copay

Specialist: $40 copay

Primary Care Provider
(PCP): $10 copay

Specialist: $40 copay

Our plan covers many preventive services at no cost, including
Annual Wellness visits, Bone mass measurements, Breast
cancer screenings (mammograms), Cardiovascular
screenings, Cervical and vaginal cancer screenings, Colorectal
cancer screenings, Diabetes screenings, Hepatitis B virus
screenings, Prostate cancer screenings (PSA), Vaccines
(including Flu shots, Hepatitis B shots, Pneumococcal shots,

and COVID shots).

$130 copay per stay

*Costs for these services do not count toward your yearly maximum out-of-pocket responsibility.
tPrior authorization may be required for in-network services.

Need Help? Call 1-800-385-0916 (TTY 711) 4



Urgently Needed
Services in the United
States and its
Territories

In-network

Out-of-network

PCP office: $0 copay

Urgent Care Center or
Retail Walk-in Center: $45
copay

PCP office: $10 copay

Urgent Care Center or
Retail Walk-in Center: $45
copay

Outpatient Care and Services

Diagnostic Services,
Labs, and Imaging’
Cost share varies based
upon location and the
type of service being
performed.

In-network

Out-of-network

* Lab Services

Office or freestanding
location: $0 copay
Outpatient hospital: $20
copay

Outpatient X-rays and
Ultrasounds

Office or freestanding
location: $0 - $25 copay
Outpatient hospital: $75
copay

Diagnostic Radiology
(such as CT, PET Scan,
etc.)

Office or freestanding
location: $100 - $200
copay

Outpatient Hospital: $200 -
$300 copay

Diagnostic Tests and
Procedures (such as a
stress test, etc.)

Office or freestanding
location: $0 - $40 copay
Outpatient hospital: $95
copay

Radiation Therapy
Office or freestanding
location: 20% coinsurance
Outpatient hospital: 20%
coinsurance

e Lab Services

Office or freestanding
location: $0 copay
Outpatient hospital: $20
copay

Outpatient X-rays and
Ultrasounds

Office or freestanding
location: $0 - $25 copay
Outpatient hospital: $75
copay

Diagnostic Radiology
(such as CT, PET Scan,
etc.)

Office or freestanding
location: $100 - $200
copay

Outpatient Hospital: $200 -
$300 copay

Diagnostic Tests and
Procedures (such as a
stress test, etc.)

Office or freestanding
location: $0 - $40 copay
Outpatient hospital: $95
copay

Radiation Therapy
Office or freestanding
location: 40% coinsurance
Outpatient hospital: 40%
coinsurance

*Costs for these services do not count toward your yearly maximum out-of-pocket responsibility.
TPrior authorization may be required for in-network services.
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Hearing Services

In-network Out-of-network
Hearing Care Routine Hearing Exam’: $0 Routine Hearing Exam’: $0
You are covered for a copay — 1 visit per year copay — 1 visit per year
total of 1 routine hearing ] o ] o
exam from in- or out-of- Hearing Aid Fitting and Hearing Aid Fitting and
network providers. Evaluation”: $0 copay Evaluation™: $0 copay
Medicare-Covered Hearing Medicare-Covered Hearing
Care: $40 copay Care: $40 copay
Hearing Aids* $199 copay or $499 copay per aid

Benefit includes coverage
of up to 2 TruHearing®
Advanced or Premium
hearing aids, which come
in various styles and
colors, including
rechargeable options.

Dental and Alternative Therapy Allowance

You have a $2,000 yearly allowance for combined Preventive Dental, Comprehensive Dental,
Therapeutic Massage, Routine Acupuncture, and Naturopath Services. You can see any
licensed provider in the U.S., but you must pay for all services upfront and then submit a
request to Devoted for reimbursement.

Hearing aid purchase includes:

* First year of follow-up provider visits

* 60-day trial period

* 3-year extended warranty

* 80 batteries per aid for non-rechargeable models

For dentures, crowns, root canals, and bridges, you will be responsible for a 50% coinsurance,
meaning you will pay for the entire cost of the service upfront. Then, you will submit a request

to Devoted. You will receive 50% reimbursement for covered dental services, up to the $2,000
allowance.

For all other covered dental services, you will pay upfront and receive 100% reimbursement up
to the $2,000 allowance after submitting your request to Devoted.

For Therapeutic Massage, Routine Acupuncture, and Naturopath Services, you will pay for
the entire cost of the service upfront. Then, you will submit a request to Devoted. You will
receive 50% reimbursement, counting towards your $2,000 allowance.

Cosmetic procedures, dental implants, elective procedures, herbs, homeopathic remedies,
medications, nutritional supplements, vitamins, and vitamin injections are not covered.

*Costs for these services do not count toward your yearly maximum out-of-pocket responsibility.
tPrior authorization may be required for in-network services.

Need Help? Call 1-800-385-0916 (TTY 711) 6



Vision Services

In-network Out-of-network
Routine Vision® Routine Eye Exam: $0 Routine Eye Exam: $0
You are covered for a copay — 1 visit per year copay — 1 visit per year
total of 1 routine eye
exam per year from in- or
out-of-network providers.
Eyewear Up to $200 each year for eyeglasses and/or contacts

You can visit any eyewear provider. You can choose to see an
in-network provider, or you can go to an out-of-network
provider. If you get your eyewear from an in-network provider,
they will bill the plan. If you choose to get your eyewear at an
out-of-network provider, you'll pay the costs yourself at first.
Then, you can submit a request for reimbursement. We will
reimburse you up to your annual limit. See your Evidence of
Coverage for more information.

In-network Out-of-network
Medicare-Covered Medicare-Covered Medicare-Covered
Vision Care Diagnostic Eye Exam: $40 Diagnostic Eye Exam: $40
copay copay
Diabetic Retinopathy Diabetic Retinopathy
Exam: $0 copay Exam: $0 copay

*Costs for these services do not count toward your yearly maximum out-of-pocket responsibility.
tPrior authorization may be required for in-network services.
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Additional Outpatient Care and Services

Mental Health
Services'

Skilled Nursing
Facility (SNF)*

No prior hospital stay
required.

Physical Therapy and
Other Rehabilitation
Services'

Cost share may vary
based upon location.
Cost share for re-
evaluations may differ.

Ambulance Services’

Transportation

In-network

Out-of-network

Inpatient Mental Health
Care:

Days1-5

$325 copay per day
Days 6 - 90

$0 copay per day

Outpatient Mental Health
Services (individual and
group):

$40 copay

Outpatient Psychiatric
Services (individual and

Inpatient Mental Health
Care:

Days1-5

$325 copay per day
Days 6 - 90

$0 copay per day

Outpatient Mental Health
Services (individual and
group):

$40 copay

Outpatient Psychiatric
Services (individual and

group): group):

$40 copay $40 copay
In-network Out-of-network
Days 1 - 20 40% coinsurance
$0 copay per day

Days 21 - 100

$218 copay per day

In-network

Out-of-network

* Physical Therapy
Office location: $40 copay
Outpatient hospital: $50
copay

* Occupational Therapy
Office location: $40 copay
Outpatient hospital: $50
copay

* Speech Therapy
Office location: $40 copay
Outpatient hospital: $50
copay

Ground Ambulance:

$325 copay per one-way trip

* Physical Therapy
Office location: $40 copay
Outpatient hospital: $50
copay

* Occupational Therapy
Office location: $40 copay
Outpatient hospital: $50
copay

» Speech Therapy
Office location: $40 copay
Outpatient hospital: $50
copay

Air Ambulance: 20% coinsurance per one-way trip

Not covered

*Costs for these services do not count toward your yearly maximum out-of-pocket responsibility.
tPrior authorization may be required for in-network services.

Need Help? Call 1-800-385-0916 (TTY 711) 8



Prescription Drug Benefits

Medicare Part B
Drugs’

Part B drugs are usually
given in a doctor's office
or an outpatient setting
as part of a medical
service. Step Therapy
may be required.

Prescription Drugs

Some covered drugs may
be subject to quantity
limitations or require step
therapy or prior
authorization.

Tier 1: Preferred Generic
Tier 2: Generic
Tier 3: Preferred Brand

Tier 4: Non-Preferred
Drugs

Tier 5: Specialty

In-network

Out-of-network

Chemotherapy Drugs:
20% coinsurance

Other Part B Drugs: 20%
coinsurance

Pharmacy (Part D) Deductible

$595 for Tiers 3-5 only

Chemotherapy Drugs:
40% coinsurance

Other Part B Drugs: 40%
coinsurance

If you receive Extra Help from Medicare, your deductible is $0.

Initial Coverage Stage

You pay copays or coinsurance until your out-of-pocket costs

for Part D drugs reach $2,100.

30-Day Supply Network
Retail Pharmacy

100-Day Supply Network
Mail Order

$0 per prescription
$3 per prescription
22% of the total cost
25% of the total cost

25% of the total cost

$0 per prescription
$7.50 per prescription
22% of the total cost
25% of the total cost

Not available through mail

If you reside in a long-term care facility, you pay the same as at a standard retail pharmacy.
While you reside in the long-term care facility, you are able to receive up to a 31-day supply.

Catastrophic Coverage

Yearly Out-of-Pocket
Drug Costs

You will pay $0 for covered Part D drugs after your yearly out-
of-pocket drug costs reach $2,100. For excluded drugs
covered under our enhanced benefit, you will pay a $3 copay

for a 30-day supply.

*Costs for these services do not count toward your yearly maximum out-of-pocket responsibility.
tPrior authorization may be required for in-network services.
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Additional Part D Benefit Information

Insulin Coverage

Other Covered Drugs

You will pay no more than $35 for a 30-day supply for all Part
D-covered insulins.

You will pay no more than $35 for a 30-day supply of Medicare
Part B-covered insulins (when you use insulin via a pump).

You are covered for the following additional items at a Tier 2

cost share throughout the entire plan year (see the

Prescription Drug Benefits section above for cost-sharing

information):

* Folic acid 1 mg tablets

« Vitamin D (ergocalciferol) 50,000 unit capsules

* B12 injection (cyanocobalamin) 1,000 mcg/mi

« Sildenafil (generic Viagra) up to 6 tablets per month, with a
maximum of 72 tablets per year

 Tadalafil (generic Cialis) up to 6 tablets per month, with a
maximum of 72 tablets per year

Additional Benefits

Dialysis

Foot Care (Podiatry
Services)

Home Health Care'
Home Health Care is
limited to Medicare-
covered services.

In-network Out-of-network

20% coinsurance 20% coinsurance
In-network Out-of-network
Medicare-Covered Foot Medicare-Covered Foot
Care: $40 copay Care: $40 copay
In-network Out-of-network

$0 copay 40% coinsurance

*Costs for these services do not count toward your yearly maximum out-of-pocket responsibility.
tPrior authorization may be required for in-network services.

Need Help? Call 1-800-385-0916 (TTY 711) 10



Durable Medical
Equipment (DME)"
See the Evidence of
Coverage (EOC) for
details on the difference
between Basic and
Advanced DME.

Prosthetic Devices
and Medical
Supplies’

Diabetes Monitoring
Supplies’

For additional details
about glucose monitors,
see your Evidence of
Coverage (EOC).

In-network

Out-of-network

Basic Medicare-Covered
DME Products: 20%
coinsurance for crutches,
20% coinsurance all other

Advanced Medicare-
Covered DME Products:
40% coinsurance

In-network

Basic Medicare-Covered
DME Products: 50%
coinsurance for crutches,
50% coinsurance all other

Advanced Medicare-
Covered DME Products:
50% coinsurance

Out-of-network

Prosthetic Devices and
Related Supplies: 20%
coinsurance

Medical Supplies: 20%
coinsurance

In-network

Prosthetic Devices and
Related Supplies: 40%
coinsurance

Medical Supplies: 40%
coinsurance

Out-of-network

Freestyle Libre and
Dexcom Continuous
Glucose Monitors (CGMs):
$0 copay when obtained at
a retail pharmacy; 50%
coinsurance when obtained
through a Durable Medical
Equipment provider.

Non-Preferred Continuous
Glucose Monitors (CGMs):
50% coinsurance when
obtained through a Durable
Medical Equipment provider.
These devices are not
available at a retail
pharmacy.

Diabetic Supplies (such as
test strips and lancets): $0
copay

Our preferred brand is Accu-
Chek.

Freestyle Libre and
Dexcom Continuous
Glucose Monitors (CGMs):
50% coinsurance when
obtained at a retail
pharmacy; 50% coinsurance
when obtained through a
Durable Medical Equipment
provider.

Non-Preferred Continuous
Glucose Monitors (CGMs):
50% coinsurance when
obtained through a Durable
Medical Equipment provider.
These devices are not
available at a retail
pharmacy.

Diabetic Supplies (such as
test strips and lancets):
50% coinsurance

Our preferred brand is Accu-
Chek.

*Costs for these services do not count toward your yearly maximum out-of-pocket responsibility.
tPrior authorization may be required for in-network services.
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Diabetic Shoes and
Therapeutic Inserts’

Chiropractic Care
Medicare-covered
chiropractic services are
limited to manual
manipulation of the spine
to correct subluxation.

In-network Out-of-network

$0 copay 50% coinsurance
In-network Out-of-network
Medicare-Covered Medicare-Covered
Chiropractic Services: $15 Chiropractic Services: $15
copay copay

Routine Chiropractic Routine Chiropractic
Care’: $15 copay — 12 Care: $15 copay — 12 visits
visits per year per year

You are covered for 12 visits per year from in- or out-of-
network providers for routine chiropractic care.

More Benefits and Perks With Your Plan

Over-the-Counter
Items (OTC)

Food & Home Card
(Special
Supplemental Benefit
for the Chronically Ill)

$30 per quarter to use toward the purchase of eligible over-
the-counter (OTC) items. For complete details, see your
Evidence of Coverage (EOC) booklet.

$40 per month to use toward the purchase of eligible food, to
pay for utility costs, and/or to pay rent or mortgage costs.
Devoted Health will determine your eligibility for this benefit.
For complete details, see your Evidence of Coverage (EOC)
booklet.

The Food & Home Card is a special supplemental benefit
offered on certain plans and available only to chronically ill
members with conditions like diabetes, high blood pressure,
high cholesterol, heart problems, and stroke. All applicable
plan coverage criteria must be met, and other conditions are
eligible. Not all members qualify.

Fithess

SilverSneakers®: $0 membership

Devoted Health Wellness Bucks: $150 per year toward
fitness and wellness-related items and activities, including
wearable devices, home exercise equipment, fitness classes,
weight-loss programs, memory fitness activities, and
mindfulness apps.

*Costs for these services do not count toward your yearly maximum out-of-pocket responsibility.
tPrior authorization may be required for in-network services.

Need Help? Call 1-800-385-0916 (TTY 711) 12



Non-Discrimination Notice

Devoted Health complies with applicable

federal civil rights laws and does not discriminate,
exclude people, or treat people differently on the
basis of race, color, national origin, age, disability,
or sex.

Devoted Health

Provides people with disabilities reasonable
modifications and free appropriate auxiliary aids
and services to communicate effectively with us,
such as:

e Qualified sign language interpreters

e Written information in other formats (large
print, audio, accessible electronic formats,
other formats)

Provides free language services to people whose
primary language is not English, such as:

e Qualified interpreters
e Information written in other languages

If you need reasonable modifications, appropriate
auxiliary aids and services, or language assistance
services, contact our Civil Rights Coordinator
using the contact information below.

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 1-800-338-6833
(TTY 711). This is a free service. Hours are 8am to
8pm, 7 days a week from October 1to March 31,
and 8am to 8pm Monday to Friday from April 1to
September 30.

If you believe that Devoted Health 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:

Civil Rights Coordinator

Devoted Health % Appeals & Grievances
P.O. Box 21327

Eagan, MN 55121

Phone: 1-800-338-6833 (TTY 711)

Fax: 1-877-358-0711

Email: CivilRightsCoordinator@devoted.com

You can file a grievance by mail, fax, phone, or
email. If you need help filing a grievance, the Civil
Rights Coordinator for Devoted Health is available
to help you using the contact information above.

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, phone, or email at:

Centralized Case Management Operations

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Email: OCRComplaint@hhs.gov

Complaint forms are available at https://
www.hhs.gov/civil-rights/filing-a-complaint/
complaint-process/index.html.

This notice is also available on Devoted
Health’s website: https://www.devoted.com/
nondiscrimination-notice/
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English 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 1-800-338-6833 (TTY 711) or speak to your provider.

Spanish (Espafol) ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiistica. También estan
disponibles de forma gratuita ayuda y servicios auxiliares apropiados para proporcionar informacién en formatos accesibles. Llame al
1-800-338-6833 (TTY 711) o hable con su proveedor.

Chinese (Tradltlonal US/Taiwan) ':F'B‘Z AR INRIERPY, FAIUACREEREES R, LA GERtEENETE
BARTS, LUEMRER UIRMEA. & @1m038wBﬁW7H)TEQMhL%JmO

Vietnamese (Viét): LUU Y: Néu ban néi tiéng Viét, ching téi cung cap mién phi cac dich vu hé trg ngén ngit. Cac hé trg dich vu phu hop dé
cung cap thong tin theo cac dinh dang dé tiép can cling dugc cung cap mién phi. Vui long goi theo s6 1-800-338-6833 (Ngudi khuyét tat:
711) hoac trao ddi vai ngudi cung cap dich vu ctia ban!”

French Creole (Haitian Creole) (Kreyol Ayisyen) ATANSYON: Si w pale Kreyol Ayisyen, gen sévis ed aladispozisyon w gratis pou lang ou pale
a. Ed ak sévis siplemanté apwopriye pou bay enfomasyon nan foma aksesib yo disponib gratis tou. Rele nan 1-800-338-6833 (TTY:711)
oswa pale avék founise w la.

Korean (3F=9]) F=2]: [ 0] & AFE3IA = A9 5 Ao A AU A& o] & fﬂél? %%Hv‘r ol g 7l P o R YRS
ﬂ*&bﬂﬂ F R 7 gﬁﬂ¢i$iil%%uq1&mwsw%UW71 ﬁﬂ&%%ﬁﬂiﬂ%@]ﬂ
—r‘/l O}‘/\]/\]g.

Arabic Al
Joail Ul Leall J s o) (Siay iy e glaall 8 63l dilia e g 3o Lie Bl s 5 535 LeS Ailaall 2y galll saclisal) ciland @l gt dy yl) Aol Chaas S 13) ragus
Aaadl) adia ) Gass ol (711 il ciilgll) 1-800-338-6833 il (e

Tagalog 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 na format. Tumawag sa
1-800-338-6833 (TTY 711) o makipag-usap sa iyong provider.

Polish (POLSKI) UWAGA: Osoby méwiace po polsku moga skorzystac z bezptatnej pomocy jezykowej. Dodatkowe pomoce i ustugi
zapewniajgce informacje w przystepnych formatach sa réwniez dostepne bezptatnie. Zadzwon pod numer 1-800-338-6833 (TTY 711) lub
porozmawiaj ze swoim dostawca.

Russian (PYCCKW) BHUMAHWE: Ecnu Bbl rOBOpWTE Ha PyCCKOM Ai3blKe, BaM OCTYMHbI 6ecrnaTHble yCyrit A3bIKOBOM NOAAEPMKKN.
CooTBeTCTBYOLME BCOMOTaTe/ibHble CpefiCTBa 1 YC/yr Mo NpefocTaBfieHnto MHPopMaL M B JOCTYMNHbIX popMaTax Takxe
npepocTaBnsaoTca 6ecnnatHo. No3soHuTe no TenepoHy 1-800-338-6833 (TTY 711) nnu obpatntecb K CBOEMY NMOCTaBLLMKY YCAYT.

French (France/International) (Frangais) 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 1-800-338-6833 (TTY 711) ou parlez a votre fournisseur.

German (Deutsch) ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose Sprachassistenzdienste zur Verfligung. Entsprechende
Hilfsmittel und Dienste zur Bereitstellung von Informationen in barrierefreien Formaten stehen ebenfalls kostenlos zur Verfligung. Rufen
Sie 1-800-338-6833 (TTY 711) an oder sprechen Sie mit lhrem Provider.

Gujarati (915 21dl): 2Ll 2L 651 dH, 2157 AUl ALAAL L AL Had HMIEA ASAAL U 1AL AHIZLHIZ GUASEH 69, 1911 258 [ @2l A1t i 2isuAl o
slzHzulHIS[ AL gl wgan vzl A4 ol wer Al iUt GUast 9. 1-800-338-6833 (TTY711) U 516 521 2AAAL dHIZL YRELAL UIA dld 52U,

Japanese (HAGE) % | BHAREZAINSHE. BHOSESZEY —EXZCHRBWRTEY, 77227V #EHFIET
ETHEOEBEING) GEATHERZIRMT %T;ébd)ﬁtﬂmﬁﬂbﬁ%’@ﬁ ERXEER THAWNEITE T, 1-800-338-6833
(TTY711) ETHEFELLLETV, Tk, CHADEBESZICTHHALETL,

Italian (Italiano) ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica gratuiti. Sono inoltre disponibili
gratuitamente ausili e servizi ausiliari adeguati per fornire informazioni in formati accessibili. Chiama I'1-800-338-6833 (tty 711) o parla con
il tuo fornitore.

Portuguese (Brazil) (Portugués do Brasil) ATENCAO: Se vocé fala portugués do Brasil, tem a disposicao servicos gratuitos de assisténcia
linguistica. Auxilios e servicos auxiliares apropriados para fornecer informacoes em formatos acessiveis também estao disponiveis
gratuitamente. Ligue para 1-800-338-6833 (TTY 711) ou fale com seu provedor.

Hindi (2741 e & 7raf 3T g & sierd &, @7 T A 1 A1 9ol AT Fgradl SaT0 SUaed giaig| Gord Tl 7 STl TLaTd H3d &
T 7 SRR FETAF AT S ATt iy A 9o T £11-800-338-6833 (TTY 711) T 1ol ¢ AT {9+ AT & a1 F¥1|



Have questions? Call us.

1-800-385-0916 TTY 711

Are you a Devoted Health member? Call:

1-800-338-6833 TTY 711

or text:

866-85

This information is not a complete description of benefits. Call 1-800-385-0916 (TTY 711) for more
information. Devoted Health is an HMO and/or PPO plan with a Medicare contract. Our D-SNPs
also have contracts with State Medicaid programs. Enrollment in our plans depends on contract
renewal.

Certain procedures, services, and drugs may need advance approval from Devoted Health. This is called “prior authorization” or “pre-authorization.” Please contact your
PCP or refer to the Evidence of Coverage for services that require a prior authorization from Devoted Health. SilverSneakers is a registered trademark of Tivity Health, Inc.
Devoted Health is not affiliated with Apple Inc. Apple Watch® and all other Apple product names are trademarks or registered trademarks of Apple Inc. For questions on
how to use your Devoted Wellness Bucks, you may contact us at 1-800-DEVOTED. For Apple Watch sales, service, or support, please visit an Apple authorized retailer.
H7199_26S3_M
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