\/ Ochsner

Health Plan

Ascension, East Baton Rouge, Ochsner Health Plan Freedom (HMO POS) H9763-002

East Feliciana, Iberville, Jefferson, .
Ochsner Health Plan Premier (HMO) H9763-003-001

Lafourche, Livingston, Orleans, ,
Ochsner Health Plan Premier (HMO) H9763-003-002

St. Charles, St. John the Baptist,
St. Tammany, West Baton Rouge Medicare Advantage Plans with Prescription Drugs

Please contact Ochsner Health Plan at1-833-674-2112. TTY: 711.

Hours are 8:00 a.m. to 8:00 p.m. seven days a week from October 1st to March 31st
and 8:00 a.m. to 8:00 p.m. Monday through Friday, April 1st to September 30th.
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This is a summary of drug and health services covered by

January 1, 2023 - December 31, 2023

Ochsner Health Plan is a Medicare Advantage HMO plan with a Medicare
contract. Enrollment in the Plan depends on contract renewal.

The benefit information provided is a summary of what we cover and what
you pay. It does not list every service that we cover or list every limitation

or exclusion. To get a complete list of services we cover, please request the
“Evidence of Coverage” by calling Member Services toll-free at 1-833-674-2112.
Hours are 8:00 a.m. to 8:00 p.m. seven days a week from October 1st to March
31st and 8:00 a.m. to 8:00 p.m. Monday through Friday, April 1st to September
30th (TTY users call 711), or visit our website at www.ochsnerhealthplan.com.

To join an Ochsner Health Plan, you must be entitled to Medicare Part A,

be enrolled in Medicare Part B and live in our service area. Our service area
includes the following Louisiana Parishes: Ascension, East Baton Rouge, East
Feliciana, Iberville, Jefferson, Lafourche, Livingston, Orleans, St. Charles, St.
John the Baptist, St. Tammany, West Baton Rouge.

Ochsner Health Plan Medicare Advantage plans have a network of doctors,
hospitals, pharmacies, and other providers. If you use the providers that are
not in our network, the plan may not pay for these services.

Because Ochsner Health Plan Freedom is an HMO-POS plan, you may use
Point-of-Service (POS) providers that are outside of our network for an
additional cost. Out-of-network/non-contracted providers are under no
obligation to treat Ochsner Health Plan Freedom members, except in
emergency situations. Please call our member services number or see your
Evidence of Coverage for more information, including the cost-sharing that
applies to out-of-network services.
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https://www.ochsnerhealthplan.com

Premiums
and Benefits

Ochsner
Health Plan
Premier (HMO)

Ochsner
Health Plan
Premier (HMO)
St. Tammany

Ochsner
Health Plan
Freedom
(HMO POS)

What You
Should
Know

Monthly Plan You Pay SO You Pay SO You Pay SO You must continue

Premium to pay your
Medicare Part B
premium

Part B Premium Up to S30 per Up to $17 per month | N/A

Reduction month

Annual Medical S0 S0 S0 There is no medical

Deductible

deductible

Maximum Out-of-
Pocket
Responsibility
(does not include
prescription drugs
or out-of-network
services)

$3500 annually

$3500 annually

$3700 annually

The most you

pay for copays,
coinsurance, and
other costs

for in-network
medical services in
a year.

Inpatient Hospital

$65 copay per day
for days 1-10 for
Medicare-covered
hospital care. SO
copay for additional
Medicare-covered
days.

You pay these
amounts until you
reach the out-of-
pocket maximum.

$65 copay per day
for days 1-10 for
Medicare-covered
hospital care. SO
copay for additional
Medicare-covered
days.

You pay these
amounts until you
reach the out-of-
pocket maximum.

In-network: $65
copay per day

for days 1-7 for
Medicare-covered
hospital care. SO
copay for additional
Medicare-covered
days.

You pay these
amounts until you
reach the out-of-
pocket maximum.

Out-of-network:
20% per stay

Our plan covers

an unlimited
number of days for
inpatient hospital
stays.

Your provider may
need to obtain
prior authorization




: Ochsner SIS S What You
Premiums Health Plan Health Plan
Health Plan : Should
and Benefits Premier (HMO) Premier (HMO) Freedom Know
St. Tammany (HMO POS)
Outpatient
Hospital
« Ambulatory $125 copay per visit | $125 copay per visit In-network:.$'160 Your provider may
Surgery Center $0 copay for $0 copay for copay per visit need to obtain
diagnostic diagnostic 3%;?123;” prior authorization.
colonoscopy colonoscopy colonoscopy at an in-
network facility
Out-of-network: 20%
coinsurance per visit
» Outpatient $125 copay per visit | $125 copay per visit | |n-network: $130
Hospital Including | S0 copay for S0 copay for copay per visit
Surgery diagnostic diagnostic Out-of-network:
colonoscopy colonoscopy 20% coinsurance per
visit
e Outpatient $0 copay per visit | SO copay per visit [ In-network: $0
Observation copay per visit
o Out-of-network:
20% coinsurance per
visit
Doctor Visits In-network:
* Primary Care S0 copay per visit | SO copay per visit | SO copay per visit
Out-of-network:
20% coinsurance
per visit
* Specialist Care $20 copay per visit | $20 copay per visit | In-network: $20
copay per visit
Out-of-network:
20% coinsurance
per visit
Preventive Care You pay SO copay | You pay SO copay | In-network: SO What You Pay for

(e.g. flu vaccine,
COVID-19 vaccine,
diabetic screenings)

copay
Out-of-network:
20% coinsurance

Vaccines - Our plan
covers most Part D
vaccines at no cost
to you. Call Member
Services for more
information.




Premiums
and Benefits

Ochsner
Health Plan
Premier (HMO)

Ochsner
Health Plan
Premier (HMO)
St. Tammany

Ochsner
Health Plan
Freedom
(HMO POS)

What You
Should
Know

Emergency Care $90 copay per visit | $90 copay per visit | $90 copay per If you are admitted
(local and world- | (for both in- (for both in- visit (for both in- to the hospital
wide) network network network and out-of- | within one (1) day,
and out-of- and out-of- network) the emergency room
network) network) copay is waived.
Urgently Needed | $20 copay per $20 copay per $20 copay per If you are admitted
Services visit (for both in- visit (for both in- visit (for both in- to the hospital within

(local and world-
wide)

network and out-
of-network)

network and out-
of-network)

network and out-of-
network)

one (1) day, the
urgent care copay is
waived.

Diagnostic
Services/Labs/
Imaging

* Diagnostic
Radiology Services
(e.g. MRI)

* Lab Services

* Diagnostic Tests
and Procedures

* Therapeutic
Radiology

* Qutpatient X-Rays

S0 copay for
diagnostic
mammogram

S0 copay for each
Medicare-covered
lab service

$10 copay

$20 copay

$20 copay

S0 copay for
diagnostic
mammogram

$0 copay for each
Medicare-covered
lab service

$10 copay

$20 copay

$20 copay

In-network: $0-$85
copay

S0 copay for
diagnostic
mammogram
Out-of-network:
20% coinsurance

In-network: SO
copay for each
Medicare-covered
lab service
Out-of-network:
20% coinsurance

In-network: $10
copay Out-of-
network: 20%
coinsurance

In-network:

$35 copay
Out-of-network:
20% coinsurance

In-network: $35
copay
Out-of-network:
20% coinsurance

Your provider may
need to obtain
prior authorization.




Premiums
and Benefits

Hearing Services

* Medicare-covered
exam to diagnose
and treat hearing
and balance issues

* Routine hearing
exam

* Hearing Aids

Ochsner
Health Plan
Premier (HMO)

$20 copay per visit

$20 copay

Reimbursement up
to $1,000 maximum
per calendar year
for two hearing
aids (one hearing
aid per year)

for both ears
combined.

Ochsner
Health Plan
Premier (HMO)
St. Tammany

$20 copay per visit

$20 copay

Reimbursement up
to $1,000 maximum
per calendar year
for two hearing
aids (one hearing
aid per year)

for both ears
combined.

Ochsner
Health Plan
Freedom
(HMO POS)

In-network: $20
copay per visit
Out-of-network:
20% coinsurance
per visit

In-network: $20
copay
Out-of-network:
20% coinsurance

Reimbursement up
to $1,000 maximum
per calendar year
for two hearing
aids (one hearing
aid per year)

for both ears
combined.

What You
Should
Know

One (1) routine exam
per calendar year.

Plan will reimburse
up to $1,000
maximum per
calendar year

for two hearing
aids (one hearing
aid per ear) both
ears combined.
Reimbursement
request forms are
available at www.
ochsnerhealthplan.
com.




Premiums
and Benefits

Dental Services

¢ Preventive Dental

* Comprehensive
Dental (Restorative
Services,
Periodontics,
Extractions,
Prosthodontics,
Other Oral/
Maxillofacial
Surgery, Other
Services)

Ochsner
Health Plan
Premier (HMO)

S0 copay for oral
exams, cleaning
and x-rays.

$50 deductible
applies before
coverage begins.
$11- $295 copay for
restorative services
$15 for extractions
$20-$217.75 copay
for prosthetics,
other oral/
maxillofacial
surgery, & other
services

Ochsner
Health Plan
Premier (HMO)
St. Tammany

SO copay for oral
exams, cleaning
and x-rays.

$50 deductible
applies before
coverage begins.
S1- $295 copay for
restorative services
$15 for extractions
$20-$217.75 copay
for prosthetics,
other oral/
maxillofacial
surgery, & other
services

Ochsner
Health Plan
Freedom
(HMO POS)

SO copay for oral
exams, cleaning
and x-rays.

$50 deductible
applies before
coverage begins.
$11- $295 copay for
restorative services
$15 for extractions
$20-5217.75 copay
for prosthetics,
other oral/
maxillofacial
surgery, & other
services.

No out-of-network
coverage.

What You
Should
Know

Preventive Dental
(oral exams,
cleaning, and dental
X-ray) each service
limited to two (2)
treatments per year.

Comprehensive and
Preventive dental
services are limited
to up to $2,000
maximum in total
combined cost per
calendar year.

Services must be
obtained from
plan specified
vendor. See
website at www.
ochsnerhealthplan.
com for more
information.

x/

Ochsnher
Health Plan




Premiums
and Benefits

Vision Services

* Exam to diagnose
and treat conditions
and diseases of the
eye

* Eyewear post
cataract surgery

* Routine Eye Exam

* Eyewear (Frames
& Lenses)

Ochsner
Health Plan
Premier (HMO)

$20 copay per visit

S0 copay

S0 copay

S0 copay

Ochsner
Health Plan
Premier (HMO)
St. Tammany

$20 copay per visit

S0 copay

S0 copay

S0 copay

Ochsner
Health Plan
Freedom
(HMO POS)

In-network: $20
copay per visit
Out-of-network:
20% coinsurance
per visit

In-network: SO
copay
Out-of-network:
20% coinsurance

S0 copay

S0 copay

What You
Should
Know

One (1) Routine eye
exam per calendar
year.

Eyewear (Frames &
Lenses, or Contact
Lenses) - Up to
$200 per calendar
year.

Supplemental
Vision Services
must be obtained
from plan specified
vendor. See
website at www.
ochsnerhealthplan.
com for more
information.




Premiums
and Benefits

Mental Health
Services

* Inpatient visit

* Qutpatient Group
Therapy Visit

* Outpatient
Individual Therapy
Visit

Ochsner
Health Plan
Premier (HMO)

$65 copay per day
for days 1-10 for
Medicare-covered
hospital care. S0
copay for days 11-90

$20 copay

$20 copay

Ochsner
Health Plan
Premier (HMO)
St. Tammany

$65 copay per day
for days 1-10 for
Medicare-covered
hospital care. SO
copay for days 11-90

$20 copay

$20 copay

Ochsner
Health Plan
Freedom
(HMO POS)

$65 copay per day
for days 1-4 for
Medicare-covered
hospital care. SO
copay for days 5-90.

Out-of-network:
20% coinsurance

In-network: $20
copay
Out-of-network:
20% coinsurance

In-network: $20
copay
Out-of-network:
20% coinsurance

What You
Should
Know

Your provider may
need to obtain
prior authorization.




Premiums
and Benefits

Ochsner
Health Plan
Premier (HMO)

Ochsner
Health Plan
Premier (HMO)
St. Tammany

Ochsner
Health Plan
Freedom
(HMO POS)

What You
Should
Know

Skilled Nursing S0 copay perday |[SO copay perday | In-network: SO per | Our plan covers
Facility (SNF) for days 1-20 for days 1-20 day for days 1-20, up to 100 days in a
$165 copay per day | $165 copay per day | $178 per day for SNF
21-100 21-100 days 21-100
Out-of-network: Zero (0) hospital
20% per day days required prior
to SNF admission.
Therapy Services
* Occupational $10 copay $10 copay In-network: $20 Your provider may
Therapy Visit copay need to obtain
* Physical Therapy | $10 copay $10 copay Out-of-network: prior authorization.
Visit 20% coinsurance
* Speech Therapy $10 copay $10 copay
Visit
Ambulance
(local and world- $235 copay for $235 copay for In-network: $235 Your provider
wide) ground ambulance | ground ambulance | copay for ground may need to
ambulance. obtain prior

20% coinsurance for
air ambulance

20% coinsurance for
air ambulance

20% coinsurance
for air ambulance.
Out-of-network:
20% coinsurance
for ground/air
ambulance.

authorization for
Non-emergency
transportation.

Transportation

Not Covered

Not Covered

Not Covered
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Premiums
and Benefits

Medicare Part B
Drugs

Ochsner
Health Plan

Premier (HMO)

You pay 20% of the
cost for Medicare-
covered services

Ochsner
Health Plan

Premier (HMO)

St. Tammany

You pay 20% of the
cost for Medicare-
covered services

Ochsner
Health Plan
Freedom
(HMO POS)

You pay 20% of the
cost for Medicare-
covered services

What You
Should
Know

Your provider may
need to obtain prior
authorization.

For the
administration of
these drugs, you
will pay the cost-
sharing that applies
to primary care
provider services,
specialist services,
or outpatient
hospital services
(as described
under “Physician/
Practitioner
Services,

including Doctor’s
Office Visits”

or “Outpatient
Hospital Services”
in the Evidence

of Coverage)
depending on
where you receive
drug administration
or infusion services.

Home Health
Services

You pay $0 copay
for Medicare-
covered services

You pay $0 copay
for Medicare-
covered services

In-network: You
pay SO copay for
Medicare-covered
services
Out-of-network:
20% coinsurance
for Medicare-
covered services

Your provider may
need to obtain prior
authorization.

Foot Care
(Podiatry)

$20 copay per visit

$20 copay per visit

In-network: $20
copay per visit
Out-of-network:
20% coinsurance
per visit

Your provider may
need to

obtain prior
authorization.
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Premiums
and Benefits

Medical
Equipment/
Supplies

* Durable Medical
Equipment (e.g.
wheelchairs,
oxygen)

* Prosthetics (e.g.
braces, artificial
limbs)

Ochsner
Health Plan
Premier (HMO)

0% for DME from
preferred provider.

20% for DME from
other providers.

Ochsner
Health Plan
Premier (HMO)
St. Tammany

0% for DME from
preferred provider.

20% for DME from
other providers.

Ochsner
Health Plan
Freedom
(HMO POS)

In-network: 0% for
DME from preferred
provider.
Out-of-network:
20% for DME from
other providers.

What You
Should
Know

Your provider may
need to obtain prior
authorization.

Over-the-Counter
(OTC) Items

$85 allowance every
calendar quarter for
specific over-the-
counter-drugs and
other health-related
products.

$85 allowance every
calendar quarter for
specific over-the-
counter-drugs and
other health-related
products.

$85 allowance every
calendar quarter for
specific over-the-
counter-drugs and
other health-related
products.

Members must
select OTC items
through the Ochsner
Health Plan OTC
catalog. Any unused
allowance will expire
at the end of each
calendar quarter.

Chiropractic Care

$20 copay per visit

$20 copay per visit

In-network: $20
copay per visit
Out-of-network:
20% coinsurance
per visit

Manual manipulation
of the spine to
correct subluxation

x/

Ochsnher
Health Plan
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: Ochsner AT S What You
Premiums Health Plan Health Plan
Health Plan : Should
and Benefits Premier (HMO) Premier (HMO) Freedom Know
St. Tammany (HMO POS)
Diabetes Diabetic Testing
Management Supplies (e,
continuous glucose
. . . monitors, glucometers,
. D|a'bet.es S0 copay peritem [ SO copay per item In-networlf: S0 blood glucose strips,
Monitoring copay per item etc) are limited to
Supplies Out-of-network: the manufacturers

¢ Diabetes Self-

management copay per item Ochsner Health Plan
Training Out-of-network: [ through participating
20% coinsurance R
per item All other
manufacturers and
* Medicare-covered | You pay 20% You pay 20% In-network: brands of diabetic

therapeutic shoes
or inserts

SO copay per item

coinsurance

SO copay per item

coinsurance

20% coinsurance
per item

In-network: SO

You pay 20%
coinsurance
Out-of-network:
20% coinsurance

and brands provided
by in-network DME
(Durable Medical
Equipment) providers
or those covered by

testing supplies are
not covered for OHP
Premier Plans. 20%
coinsurance on OHP
Freedom Plan.

Fitness Program S0 copay S0 copay In-network: Must use network
$0 copay. No fitness facility.
out-of-network Program includes
coverage.

fitness tracker.
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: Ochsner D S What You
Premiums Health Plan Health Plan
Health Plan . Should
and Benefits Premier (HMO) Premier (HMO) Freedom Know
St. Tammany (HMO POS)

Meal Benefit SO copay SO copay In-network: Immediately following
S0 copay. No surgery or inpatient
out-of-network hospital stay.
coverage. Nutritional need must

meet CMS criteria for
this benefit.
Allowance: 2 meals
per day for 7 days per
Medicare-covered
inpatient discharge.
No maximum number
of meals per year.
Prior Authorization
required.

Hospice You pay nothing You pay nothing You pay nothing You may have to

for hospice care
from any Medicare-
approved hospice

for hospice care
from any Medicare-
approved hospice

for hospice care
from any Medicare-
approved hospice

pay part of the costs
for drugs and respite
care. Hospice is
covered by Original
Medicare, outside of
our plan.

Opioid Treatment | SO copay SO copay In-network: SO Must be provided

Services copay by a CMS certified
Out-of-network: Opioid Treatment
20% coinsurance Services Program.

Outpatient $20 copay $20 copay In-network: $20 Prior authorization

substance abuse copay required.

treatment - group Out-of-network:

or individual 20% coinsurance

Renal dialysis 20% coinsurance 20% coinsurance In-network: 20% Prior authorization
coinsurance required.

Out-of-network:
20% coinsurance

14



Prescription Drugs

Stage 1: Since you have no deductible for Part D drugs, this payment
Annual Prescription stage doesn't apply.

Deductible

Stage 2: Initial Retail Mail Order
Coverage (After you 30-day supply 90-day supply 90-day supply
pay your deductible, if

applicable)

Tier 1: $0 copay $0 copay $0 copay
Preferred Generic Drugs

Tier 2: $10 copay $0 copay $0 copay
Generic Drugs'

Tier 3: $45 copay $135 copay $135 copay
Preferred Brand Drugs

Select Insulin Drugs? $35 copay $105 copay $105 copay
Tier 4: $100 copay $300 copay $300 copay
Non-Preferred Brand

Drugs

Tier 5: 33% coinsurance N/A3 N/A
Specialty Tier Drugs

Stage 3: Tier1and Tier 2 Drugs are covered in the gap. For covered drugs
Coverage Gap Stage

on other tiers, after your total drug costs reach $4,660, you pay
25% coinsurance for generic drugs and 25% coinsurance for

brand name drugs during the coverage gap.

15



Prescription Drugs

Stage 4: After your yearly out-of-pocket drug costs (including drugs
Catastrophic Coverage purchased through your retail pharmacy and through mail order)
reach $7,400, you pay the greater of: $4.15 for those generic or
preferred multisource drugs with a retail price under $79 and 5%
for those with a retail price greater than $79. For brand-name
drugs, you would pay $10.35 for those drugs with a retail price

under $197 and 5% for those with a retail price over $197.

Other Limitations May Apply

1. Tier includes enhanced drug coverage

2. Important Message About What You Pay for Insulin - You won't pay more than $35 for a
one-month supply of each insulin product covered by our plan, no matter what cost-sharing tier
it’s on. If you have questions about the Drug List, you can also call the Pharmacy Health Desk at

1-800-910-1837, TTY users should call 711, 24 hours a day/365 days a year.

3. Limited to a 30-day supply.
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Multi-Language Interpreter Service

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 1-833-674-2112.
Someone who speaks English can help

you. This is a free service.

Spanish: Tenemos servicios de intérprete
sin costo alguno para responder cualquier
pregunta que pueda tener sobre nuestro plan
de salud o medicamentos. Para hablar con
un intérprete, por favor llame al 1-833-674-
2112. Alguien que hable espafiol le podra
ayudar. Este es un servicio gratuito.

Chinese Mandarin: EJI2 R HEREF
ARSS - BEERERTRENAYIRMRA
Ha%E 0 - MREBEZULENFRS - 15
BE8 1-833-674-2112, EMWFXXLTIEA
RERREENR - X2—IMRERS -

Chinese Cantonese: &% 3 {806 Bk 2
MEREATREF A LR, ALHEMEERE
BIENEE AR7S. IR ENEERRTS, AEE 1-

833-674-2112, HMBHFXHIANERES
AIRRHER, B 2—EHAERE.

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-
833-674-2112. Maaari kayong tulungan ng
isang nakakapagsalita ng Tagalog. Ito ay
libreng serbisyo.

French: Nous proposons des services
gratuits d'interprétation pour répondre a
toutes vos questions relatives a notre régime
de santé ou d'assurance-médicaments. Pour
accéder au service d'interprétation, il vous
suffit de nous appeler au 1-833-674-2112.
Un interlocuteur parlant Francgais pourra
vous aider. Ce service est gratuit.

Vietnamese: Chung t6i c6 dich vy thong
dich mién phi dé tra 10i cac cau hoi vé
chuong strc khoe va chuong trinh thude
men. Néu qui vi can thong dich vién xin goi
1-833-674-2112 s& c6 nhén vién noi tiéng
Viét gitip d& qui vi. Pay 1a dich vu mién phi.

German: Unser kostenloser
Dolmetscherservice beantwortet Ihren
Fragen zu unserem Gesundheits- und
Arzneimittelplan. Unsere Dolmetscher
erreichen Sie unter 1-833-674-2112. Man
wird Thnen dort auf Deutsch weiterhelfen.
Dieser Service ist kostenlos.

211210 2 BOIgff FHA|L. 2= E
Oft= EHE XL EQ E
AMHAE B22 RHE L L

Russian: Ecnu y Bac BO3HUKHYT BOIIPOCHI
OTHOCHUTEJIBHO CTPAXOBOTO MU
MEAMKAMEHTHOTO IJ1aHa, BBl MOXKETE
BOCTIOJIb30BaThLCS HAIIMMU OECTIaTHBIMU
yCIIyraMy NepeBoTYUKOB. UTOOBI
BOCIIOJI30BATHCA YCIIyraMu NIEPeBOIUMKaA,
MMO3BOHUTE HaM 110 Tenedony 1-833-674-
2112. Bam okaxeT NOMOIIb COTPYAHUK,
KOTOPBI TOBOPHT MO-pyccku. [lanHast
yciryra OecruiaTHasl.

Japanese: ZL DR BERKREER L
FEITSVICET S ERICEEART S
= 12, |BHOBERY—EXDNHY F
TIEWVWET, BRECRAWICTESIC
[E. 1-833-674-2112 ITHEBEEL 2 & LY,
BAZEZEIAETLIZEVNVLET,
NIFEHOY— EXTY,
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Multi-Language Interpreter Service

Hindi: SR WY I7 <dl B! ol & TN
# 3f1ueh ot it U3 & Sfare & o forg
THR U gud gHTRET JaT8 SUds §. Th
U1 UTed = & e, 99 84 1-833-
674-2112 TR B 3. PIs Afad SNl fg=al
ST 8 YD Hag HR Thdl 8. I8 Uh
T T ©.

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 1-833-674-2112. Un nostro
incaricato che parla Italianovi fornira
l'assistenza necessaria. E un servizio
gratuito.

Portugués: Dispomos de servicos de
interpretagdo gratuitos para responder a
qualquer questao que tenha acerca do nosso
plano de saude ou de medicagdo. Para obter
um intérprete, contacte-nos através do
numero 1-833-674-2112. Ira encontrar
alguém que fale o idioma Portugués para o
ajudar. Este servico € gratuito.

French Creole: Nou genyen s¢vis entépret
gratis pou reponn tout kesyon ou ta genyen
konseénan plan medikal oswa dwog nou

an. Pou jwenn yon entépret, jis rele nou nan
1-833-674-2112. Yon moun ki pale Kreyol
kapab ede w. Sa a se yon sévis ki gratis.

Polish: Umozliwiamy bezplatne
skorzystanie z ustug thumacza ustnego, ktory
pomoze w uzyskaniu odpowiedzi na temat
planu zdrowotnego lub dawkowania

lekow. Aby skorzysta¢ z pomocy ttumacza
znajacego jezyk polski, nalezy zadzwonié
pod numer 1-833-674-2112. Ta ustuga jest
bezptatna.

Arabic: 4silaal) S AN a2 el ilasd aadi L)
L9 Joan ol daally Gales Al (o oo Auladd
S om ile (Gl (g6 aa Sl o Jguaall Ll

L (adld ?337"“ 2112-674-833-1 u‘b U Juay)
Ailae Fasd o3 oo Liuey A al) Gialy,

Ochsner Health Plan complies with
applicable Federal civil rights laws and does
not discriminate on the basis of race, color,
national origin, age, disability, or sex.
Ochsner Health Plan does not exclude
people or treat them differently because of
race, color, national origin, age, disability,
or sex. Ochsner Health Plan provides free
aids and services to people with disabilities
to communicate effectively with us, such as
qualified sign language interpreters and
written information in other formats (large
print, audio, accessible electronic formats,
other formats). Ochsner Health Plan also
provides free language services to people
whose primary language is not English, such
as qualified interpreters and information
written in other languages.

If you need these services, contact the OHP
Compliance Department. If you believe that
Ochsner Health Plan 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: OHP Compliance, 1450
Poydras St., PO Box #65, New Orleans, LA
70112, Phone number 1-833-937-3167, TTY
711, OHPcompliance@ochsner.org.

You can file a grievance in person or by
mail, fax, or email. 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/portal/lobby.jsf,
or by mail or phone at: U.S. Department of
Health and Human Services 200
Independence Avenue, SW Room 509F,
HHH Building Washington, D.C. 20201 1-
800-368-1019, 1-800-537-7697 (TDD).

Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.ht
ml.
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For more information, contact Ochsner Health Plan from 8:00 a.m. to 8:00 p.m.
seven days a week from October 1st to March 31st and 8:00 a.m. to 8:00 p.m.
Monday through Friday April 1st to September 30th at 1-833-674-2112(TTY users call
711) or visit www.ochsnerhealthplan.com.

You can access the Ochsner Health Plan provider or pharmacy directory on our
website at www.ochsnerhealthplan.com.

For coverage and costs of Original Medicare look in your current “Medicare & You”
handbook. View it online at www.medicare.gov or get a copy by calling 1-800-
MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.

Ochsner Health Plan is an HMO with a Medicare Contract. Enrollment in Ochsner
Health Plan depends on contract renewal.

This information is not a complete description of benefits. Contact the plan for
more information. Limitations, copayments, and restrictions may apply.
Benefits, premium and/or copayments/coinsurance may change on January 1 of
each year.

You must continue to pay your Medicare Part B premium.

This document is available in alternate formats (braille, large print, etc.) and other
languages upon request. Please call Member Services at 1-833-674-2112 (TTY/TDD
users call 711) from 8:00 a.m. to 8:00 p.m. seven days a week from October 1st to
March 31st and 8:00 a.m. to 8:00 p.m. Monday through Friday April 1st to September
30th.

The pharmacy network, and/or provider network may change at any time. You will
receive notice when necessary.
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Toll-free: 1-833-674-2112 (TTY/TDD users should call 711)
Hours are 8:00 a.m. to 8:00 p.m. seven days a week from October 1st to March 31st
and 8:00 a.m. to 8:00 p.m. Monday through Friday, April 1st to September 30th.

ochsnerhealthplan.com

‘/ Ochsner
Health Plan

Ochsner Health Plan

1450 Poydras St., Suite 110

New Orleans, LA 70112
1-833-674-2112 Member Services
www.ochsnerhealthplan.com

Ochsner Health Plan is an HMO with a Medicare contract. Enrollment in Ochsner Health Plan depends on
contract renewal. You must continue to pay your Medicare Part B Premium. Benefits, premiums, and/or
co-payments/co-insurance may change on January 1 of each year.
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