


It’s time to review your Humana Dual Fully Integrated
H2875-001 (HMO-POS D-SNP) and Humana Healthy
Horizons in VIRGINIA updates for 2026

Thank you for trusting Humana with your Medicare and Medicaid plan coverage needs
for 2025. Inside, you'll find the Annual Notice of Change. This packet makes it easy to
compare your Medicare and Medicaid plan plan benefits for 2025 and 2026, side by
side. It shows you important changes, but keep in mind it does not include a full list of
all plan benefits.

Humana is committed to offering plans that give you the benefits and services you rely
on most. Our plans this year are no exception. Many of our members will see the same
benefits on their plans this year. Some members may see enhanced benefits, too. Plus,
we’ve made other changes to help make it easier to use your plan and get the care
you need.

For example, your Dual Eligible Special Needs (D-SNP) plan includes

dental, vision, hearing and prescription drug coverage. It also offers SO
preventive care, including mammograms, colonoscopies and bone

density screenings.

Here’s how to make sure you’re ready for 2026:

Please review the plan changes carefully. If you'd like to keep your
current Humana Dual Fully Integrated H2875-001 (HMO-POS D-SNP)
and Humana Healthy Horizons in VIRGINIA plans, you don’t need to do
anything. It will automatically renew on January 1, 2026, and you can
keep your current Humana member ID card.

@

' If you have questions, you can find more information by logging in to
@Q www.Humana.com/PlanInformation.

EM;.;:FE Beginning October 15, you can go to

'rJ-’..JﬁE.:.'E: www.Humana.com/PlanInformation or scan the QR code
r-|i--' | to see a full list of your plan’s benefits online in your 2026
[EiX7#%% | Evidence of Coverage.

Thank you for being a Humana member. We look forward to supporting your best
health in 2026.



http://www.Humana.com/PlanInformation
http://www.Humana.com/PlanInformation



http://www.Medicare.gov
www.Humana.com/PlanDocuments
https://www.irs.gov/Affordable-Care-Act/Individuals-and-Families
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Summary of Important Costs for 2026

Cost 2025 (this year) 2026 (next year)
In-Network Out-of-Network In-Network Out-of-Network

Monthly plan premium $0 or up to $30.70 $0 or up to $23.70
Deductible S0 Not Applicable S0 Not Applicable
Maximum out-of-pocket  [$9,350 Not Applicable $9,250 Not Applicable
amount

You are not You are not
This is the most you'll pay out |responsible for responsible for
of pocket for covered Part A |paying any paying any
and Part B services. (Go to out-of-pocket costs out-of-pocket costs
Section 1.2 for details.) toward the toward the

maximum maximum

out-of-pocket out-of-pocket

amount for covered amount for covered

Part Aand Part B Part Aand Part B

services. services.

Primary care office visits

$0 copayment per [Not Applicable
visit

$0 copayment per [Not Applicable
visit

Specialist office visits

$0 copayment per [Not Applicable
visit

$0 copayment per [Not Applicable
visit

Inpatient hospital stays

Includes inpatient acute,
inpatient rehabilitation,
long-term care hospitals, and
other types of inpatient
hospital services. Inpatient
hospital care starts the day
you're formally admitted to
the hospital with a doctor’s
order. The day before you're
discharged is your last

$0 copayment per [Not Applicable
stay

$0 copayment per [Not Applicable
stay

inpatient day.
Part D drug coverage $590 except for covered insulin products |$615 except for covered insulin products
deductible and most adult Part D vaccines and most adult Part D vaccines

(Go to Section 1.7 for details)
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Cost 2025 (this year) 2026 (next year)
In-Network Out-of-Network In-Network Out-of-Network
Maximum out-of-pocket $9,350 Not Applicable $9,250 Not Applicable

amount

Because our members also get
help from Virginia Department
of Medical Assistance Services
(Medicaid), very few members
ever reach this out-of-pocket
maximum.

You are not responsible for
paying any out-of-pocket costs
toward the maximum
out-of-pocket amount for
covered Part Aand Part B
services.

Your costs for covered medical
services (such as copayments
and deductibles) count toward
your maximum out-of-pocket
amount. Our plan premium and
your costs for prescription drugs
don't count toward your
maximum out-of-pocket
amount.

Once you've paid
$9,250
out-of-pocket for
covered Part A and
Part B services,
you'll pay nothing
for your covered
Part Aand Part B
services for the
rest of the
calendar year.

Section 1.3

Changes to the Provider Network

Our network of providers has changed for next year. Review the 2026 Provider and Pharmacy Directory

Humana.com/PlanDocuments to see if your providers (primary care provider, specialists, hospitals, etc.) are in our

network. Here’s how to get an updated Provider and Pharmacy Directory:
« Visit our website at Humana.com/PlanDocuments.

« Call Member Services at 844-881-4482 (TTY users should call 711) to get current provider information or to
ask us to mail you a Provider and Pharmacy Directory.

We can make changes to the hospitals, doctors, and specialists (providers) that are part of our plan during the
year. If a mid-year change in our providers affects you, call Member Services at 844-881-4482 (TTY users should
call 711) for help. For more information on your rights when a network provider leaves our plan, go to Chapter 3,
Section 2.3 of your Evidence of Coverage.

Section 1.4

Changes to the Pharmacy Network

Amounts you pay for your prescription drugs may depend on which pharmacy you use. Medicare drug plans have a
network of pharmacies. In most cases, your prescriptions are covered only if they are filled at one of our network

pharmacies.


https://www.Humana.com/PlanDocuments
https://www.Humana.com/PlanDocuments
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Our network of pharmacies has changed for next year. Review the 2026 Provider and Pharmacy Directory
Humana.com/PlanDocuments to see which pharmacies are in our network. Here’s how to get an updated Provider
and Pharmacy Directory:

« Visit our website at Humana.com/PlanDocuments .

« Call Member Services at 844-881-4482 (TTY users should call 711) to get current pharmacy information or to
ask us to mail you a Provider and Pharmacy Directory .
We can make changes to the pharmacies that are part of our plan during the year. If a mid-year change in our
pharmacies affects you, call Member Services at 844-881-4482 (TTY users should call 711) for help.

Section 1.5 Changes to Benefits & Costs for Medical Services

The Annual Notice of Changes tells you about changes to your Medicare benefits and costs.

Services received at Rural Health Clinics, Federally Qualified Health Clinics, and Critical Access Hospitals may be
subject to the Primary Care Physician or Specialist copay or coinsurance, as applicable, for 2026.

This spending allowance and Chronic Condition Care Assistance are special program(s) for members with specific
health conditions. Qualifying conditions include diabetes mellitus, cardiovascular disorders, chronic and disabling
mental health conditions, chronic lung disorders, or chronic heart failure, among others. Some plans require at
least two conditions and other requirements apply. See the plan's Evidence of Coverage for details. If you use this
program for rent or utilities, Housing and Urban Development (HUD) requires it to be reported as income if you seek

assistance. Contact your local HUD office if you have questions.

Cost

2025 (this year)

In-Network

Out-of-Network

2026 (next year)

In-Network

Out-of-Network

Special Supplemental
Benefits for the Chronically
Ill

 Chronic Condition Care
Assistance

Chronic Condition
Care Assistance is
available to eligible
members who
demonstrate a
need to receive
additional
assistance witha
qualifying medical,
primarily health
related, or
non-primarily
health related
expense that
supports the
member’s care plan
goals.

Eligibility will be
considered for
members with

Not Covered

Chronic Condition
Care Assistance is
available to eligible
members who
demonstrate a
need to receive
additional
assistance witha
qualifying medical,
primarily health
related, or
non-primarily
health related
expense that
supports the
member’s care plan
goals.

Eligibility will be
considered for
members with

Not Covered



https://www.Humana.com/PlanDocuments
https://www.Humana.com/PlanDocuments

Humana Dual Fully Integrated H2875-001 (HMO-POS D-SNP) Annual Notice of Changes for 2026

Cost

+ Humana Healthy Options
Allowance™

2025 (this year)

In-Network
certain qualifying
chronic conditions,
are currently
participating in care
management and
meet the program
criteria.

Benefits are limited
to $500 per year
and are
coordinated by care
management.
Thereisno
coinsurance,
copayment, or
deductible to
participate.

See Value-based
Insurance Design
(VBID) Model below
for Humana
Healthy Options ™
benefits for 2025.

Out-of-Network

Not Covered

13

2026 (next year)

In-Network
certain qualifying
chronic conditions,
are currently
participating in care
management
services and meet
the program
criteria.

Benefits are limited
to $1,000 per year
and are
coordinated by care
management.
Thereisno
coinsurance,
copayment, or
deductible to
participate.

$315 monthly
allowanceona
prepaid spending
card.

All plan members
receive this amount
to buy approved
over the counter
(OTC) health and
wellness products
at participating
retailers or through
the plan’s approved
OTC mail order
vendor.

Plus, members may
also use this money
foreligible
groceries, utilities,
rent, and more if
they have certain
qualifying chronic
condition(s) and
meet other
program criteria.
Any unused
amount rolls over
each month and

Out-of-Network

Not Covered
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Cost

2025 (this year)

In-Network

Out-of-Network

14

2026 (next year)

In-Network

expires at the end
of the plan year or
upon
disenrollment,
whichever occurs
first.

Out-of-Network

Value-Based Insurance
Design (VBID) Model

+ Humana Healthy Options
Allowance™

$225 monthly
allowanceona
prepaid card to use
for essentials you
need to support
your health.

This allowance can
be used to buy
approved products
from participating
retail locations (like
groceries,
over-the-counter
health and wellness
items, personal
care items, home
supplies, etc.) or
pay for approved
services (monthly
living expenses like
rent, non-medical
transportation
costs like a taxi,
Uber, Lyft, etc.).
Allowance amount
cannot be
combined with
other allowances
which may be on
the Card.

Unused funds will
roll over to the next
month and expire
at the end of the
plan year.

Not Covered

See Special
Supplemental
Benefits for the
Chronically Ill
above for Humana
Healthy Option ™
benefits for 2026.

Not Covered

Dental services




Cost

+ Supplemental dental

benefits:

2025 (this year)

In-Network

DENES85

Plan covers up to
$4,000 allowance
every year for
non-Medicare
covered preventive
and comprehensive
dental services.
You are responsible
forany amount
above the dental
coverage limit.

Any amount
unused at the end
of the year will
expire.

Your benefit can be
used for most
dental treatments
such as:

Preventive dental
services, such as
exams, routine
cleanings, etc.
Basic dental
services, such as
fillings, extractions,
etc.

Major dental
services, such as
periodontal scaling,
crowns, dentures,
root canals, bridges
etc.

Frequency limits
may apply.

Note: The
allowance cannot
be used on fluoride,
cosmetic services
and implants.

Out-of-Network

DENES85

Plan covers up to
$4,000 allowance
every year for
non-Medicare
covered preventive
and comprehensive
dental services.
You are responsible
forany amount
above the dental
coverage limit.

Any amount
unused at the end
of the year will
expire.

Your benefit can be
used for most
dental treatments
such as:

Preventive dental
services, such as
exams, routine
cleanings, etc.
Basic dental
services, such as
fillings, extractions,
etc.

Major dental
services, such as
periodontal scaling,
crowns, dentures,
root canals, bridges
etc.

Frequency limits
may apply.

Note: The
allowance cannot
be used on fluoride,
cosmetic services
and implants.
Benefits received
out-of-network are
subject to any
in-network benefit
maximumes,
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2026 (next year)

In-Network

DEN447

Plan covers up to
$3,000 allowance
every year for
non-Medicare
covered preventive
and comprehensive
dental services.

You are responsible
forany amount
above the dental
coverage limit.

Any amount
unused at the end
of the year will
expire.

Your benefit can be
used for most
dental treatments
such as:

Preventive dental
services, such as
exams, routine
cleanings, etc.
Basic dental
services, such as
fillings, extractions,
etc.

Major dental
services, such as
periodontal scaling,
crowns, dentures,
root canals, bridges,
etc.

Note: The
allowance cannot
be used on fluoride,
cosmetic services
and implants.

Out-of-Network

DEN&47

Plan covers up to
$3,000 allowance
every year for
non-Medicare
covered preventive
and comprehensive
dental services.
You are responsible
forany amount
above the dental
coverage limit.

Any amount
unused at the end
of the year will
expire.

Your benefit can be
used for most
dental treatments
such as:

Preventive dental
services, such as
exams, routine
cleanings, etc.
Basic dental
services, such as
fillings, extractions,
etc.

Major dental
services, such as
periodontal scaling,
crowns, dentures,
root canals, bridges,
etc.

Note: The
allowance cannot
be used on fluoride,
cosmetic services
and implants.
Benefits received
out-of-network are
subject to any
in-network benefit
maximumes,
limitations, and/or
exclusions.
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Cost 2025 (this year) 2026 (next year)
In-Network Out-of-Network In-Network Out-of-Network
limitations, and/or
exclusions.
HMO travel benefit Members can Not Covered Members may Not Covered
receive in-network receive in-network
benefits when benefits when
services are services are
received from a received froma
participating HMO participating HMO
National Network National Network
provider during provider when
their travels to traveling to other
other states and states.
Puerto Rico.
Meal Program - Humana  |{$0 copayment for |The in-network $0 copayment for  |Thein-network
Well Dine® Humana Well provider mustbe  [Humana Well provider must be
Dine® meal used for this Dine® meal used for this
program. service. program. service.

After yourinpatient
stay in eithera
hospital or a
nursing facility, you
may be eligible to
receive 2 home
delivered meals per
day for 7 days (up
to 14 meals).

Meals must be
requested within 30
days of discharge
from your inpatient
stay.

Limited to 4 times
per year.

If you choose to
utilize another
provider, you are
responsible for all
charges.

After yourinpatient
stay in eithera
hospital or a
nursing facility, you
may be eligible to
receive 2 home
delivered meals per
day for 7 days (up
to 14 meals).

Meals must be
requested within 30
days of discharge
from your inpatient
stay.

Limited to 4 times
per year.

$0 copayment for
Humana Well
Dine® meal
program.

Receive 2 meals per
day for 10 days.

Up to 20 meals
delivered to
member's home to
assistin
establishing a diet
needed for diabetes
mellitus with
physician approval.

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

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

If you choose to
utilize another
provider, you are
responsible for all
charges.
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Cost

2025 (this year)

In-Network

Out-of-Network

2026 (next year)

In-Network

Out-of-Network

$0 copayment for
Humana Well
Dine® meal
program.

Receive 2 meals per
day for 10 days.

Up to 20 meals
delivered to
member's home to
assistin
establishing a diet
needed for chronic
heart failure with
physician approval.

Vision care
« Routine vision services:

VIS701

$0 copayment for
routine exam up to
1 per year.

$400 maximum
benefit coverage
amount per year for
contact lenses or
eyeglasses-lenses
and frames, fitting
for
eyeglasses-lenses
and frames.

OR

$450 maximum
benefit coverage
amount per year at
PLUS Provider for
contact lenses or
eyeglasses-lenses
and frames, fitting
for
eyeglasses-lenses
and frames.
Eyeglass lens
options may be
available with the
maximum benefit
coverage amount
up to 1 pair per
year.

Not Covered

VIS706

$0 copayment for
routine exam up to
1 per year.

$450 maximum
benefit coverage
amount per year for
contact lenses or
eyeglasses-lenses
and frames, fitting
for
eyeglasses-lenses
and frames.
Eyeglass lens
options may be
available with the
maximum benefit
coverage amount
up to 1 pair per
year.

Maximum benefit
coverage amountis
limited to one time
use per year.

Not Covered
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Cost 2025 (this year) 2026 (next year)
In-Network Out-of-Network In-Network Out-of-Network

Maximum benefit
coverage amount is
limited to one time
use per year.

+ Medically Necessary $0 copayment Not Covered Included as part of |Not Covered
Contacts the VIS706
allowance listed
above.
Section 1.6 Changes to Part D Drug Coverage
Changes to Our Drug List

Our list of covered drugs is called a Formulary or Drug List. A copy of our Drug List is provided electronically. The
Drug List includes many—but not all—of the drugs that we’ll cover next year. If you don’t see your drug on this list,
it might still be covered. You can get the complete Drug List by calling Member Services at 844-881-4482 (TTY
users should call 711) or visiting our website (Humana.com/PlanDocuments).

We made changes to our Drug List, which could include removing or adding drugs, changing the restrictions that
apply to our coverage for certain drugs or moving them to a different cost-sharing tier. Review the Drug List to
make sure your drugs will be covered next year and to see if there will be any restrictions, or if your drug
has been moved to a different cost-sharing tier.

Most of the changes in the Drug List are new for the beginning of each year. However, we might make other
changes that are allowed by Medicare rules that will affect you during the calendar year. We update our online
Drug List at least monthly to provide the most up-to-date list of drugs. If we make a change that will affect your
access to a drug you're taking, we'll send you a notice about the change.

If you're affected by a change in drug coverage at the beginning of the year or during the year, please review
Chapter 9 of your Evidence of Coverage and talk to your prescriber to find out your options, such as asking for a
temporary supply, applying for an exception, and/or working to find a new drug. Call Member Services at
844-881-4482 (TTY users should call 711) for more information.

Section 1.7 Changes to Prescription Drug Benefits & Costs

Do you get Extra Help to pay for your drug coverage costs?

If you are in a program that helps pay for your drugs (Extra Help), the information about costs for Part D Drugs
does not apply to you. We sent you a separate material, called the Evidence of Coverage Rider for People Who Get
Extra Help Paying for Prescription Drugs , which tells you about your drug costs. If you get Extra Help and don’t get
this material by September 30, call Member Services at 844-881-4482 (TTY users should call 711) and ask for the
LIS Rider.



http://www.Humana.com/PlanDocuments
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Drug Payment Stages

There are 3 drug payment stages: the Yearly Deductible Stage, the Initial Coverage Stage, and the Catastrophic
Coverage Stage. The Coverage Gap Stage and the Coverage Gap Discount Program will no longer exist in the Part D
benefit.

« Stage 1: Yearly Deductible
You start in this payment stage each calendar year. During this stage, you pay the full cost of your Part D
drugs until you've reached the yearly deductible.

« Stage 2: Initial Coverage
Once you pay the yearly deductible, you move to the Initial Coverage Stage. In this stage, our plan pays its
share of the cost of your drugs, and you pay your share of the cost. You generally stay in this stage until your
year-to-date Out-of-Pocket costs reach $2,100 Out-of-Pocket threshold.

« Stage 3: Catastrophic Coverage
Thisis the third and final drug payment stage. In this stage, you pay nothing for your covered Part D drugs.
You generally stay in this stage for the rest of the calendar year.

The Coverage Gap Discount Program has been replaced by the Manufacturer Discount Program. Under the
Manufacturer Discount Program, drug manufacturers pay a portion of the plan’s full cost for covered Part D brand
name drugs and biologics during the Initial Coverage Stage and the Catastrophic Coverage Stage. Discounts paid
by manufacturers under the Manufacturer Discount Program don't count toward out-of-pocket costs.

The table shows your cost per prescription during this stage.

Drug Costs in Stage 1: Yearly Deductible

Stage 2025 (this year) 2026 (next year)
Yearly Deductible If you receive Extra Help, your If you receive Extra Help, your
deductible is $0. deductible is SO. Refer to your LIS

. . Rider insert for your cost sharing
During this stage, you pay $0forall  |gmounts.

plan-covered Part D drugs.

. If you do not receive Extra Help, the
If you do not receive Extra Help, the |deductible is $615.

deductible is $590.
During this stage, you pay $0 cost
sharing for drugs on Tier 1, $0 cost
sharing for drugs on Tier 2 and the
full cost of drugs on Tier 3, Tier 4, and
Tier 5 until you've reached the yearly
deductible.

Drug Costs in Stage 2: Initial Coverage

For drugs on Tier 1 - Preferred Generic, your cost-sharing in the Initial Coverage Stage is changing from coinsurance
to a copayment. Go to the following table for the changes from 2025 to 2026.

For drugs on Tier 2 - Generic, your cost-sharing in the Initial Coverage Stage is changing from coinsurance to a
copayment. Go to the following table for the changes from 2025 to 2026.

We changed the tier for some of the drugs on our Drug List. To see if your drugs will be in a different tier, look them
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up on the Drug List.

20

Not all tiers may include insulin. Please refer to your Prescription Drug List to confirm insulin coverage.
The table shows your cost per prescription for a one-month supply filled at a network pharmacy with standard cost

sharing.

Most adult Part D vaccines are covered at no cost to you. For more information about the costs of vaccines, or
information about the costs for a long-term supply; or for mail-order prescriptions, go to Chapter 6 of your Evidence

of Coverage.

Once you've paid $2,100 out of pocket for covered Part D drugs, you'll move to the next stage (the Catastrophic

Coverage Stage).

Tier 1: Preferred Generic:

2025 (this year)

All plan-covered Part D drugs:

You pay 25% per prescription except
for each covered insulin product, you
will pay $35 per month supply.

2026 (next year)

You pay $0 per month supply at a
retail pharmacy.

You pay 0% per month supply of
each covered insulin product at a
retail pharmacy on this tier. Your cost
for a one-month mail-order
prescriptionis $10. You pay 25% up
to $10 per month supply of each
covered insulin product for a
mail-order prescription on this tier.

Tier 2: Generic:

All plan-covered Part D drugs:

You pay 25% per prescription except
for each covered insulin product, you
will pay $35 per month supply.

You pay $0 per month supply at a
retail pharmacy.

You pay 0% per month supply of
each covered insulin product at a
retail pharmacy on this tier.

Your cost for a one-month mail-order
prescription is $20. You pay 25% up
to $20 per month supply of each
covered insulin product for a
mail-order prescription on this tier.

Tier 3: Preferred Brand:

All plan-covered Part D drugs:

You pay 25% per prescription except
for each covered insulin product, you
will pay $35 per month supply.

You pay 25% per month supply ata
retail pharmacy.

You pay 25% up to $35 per month
supply of each covered insulin
product at a retail pharmacy on this
tier.

Your cost for a one-month mail-order
prescription is 25%. You pay 25% up
to $35 per month supply of each
covered insulin product for a
mail-order prescription on this tier.
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Tier 4: Non-Preferred Drug:

2025 (this year)

All plan-covered Part D drugs:

You pay 25% per prescription except
for each covered insulin product, you
will pay $35 per month supply.

2026 (next year)

You pay 25% of the total cost per
month supply at a retail pharmacy.
You pay 25% up to $35 per month
supply of each covered insulin
product at a retail pharmacy on this
tier. Your cost for a one-month
mail-order prescription is 25%. You
pay 25% up to $35 per month supply
of each covered insulin product for a
mail-order prescription on this tier.

Tier 5: Specialty Tier:

All plan-covered Part D drugs:

You pay 25% per prescription except
for each covered insulin product, you
will pay $35 per month supply.

You pay 25% of the total cost per
month supply at a retail pharmacy.
You pay 25% up to $35 per month
supply of each covered insulin
product at a retail pharmacy on this
tier.

Your cost for a one-month mail-order
prescription is 25%. You pay 25% up
to $35 per month supply of each
covered insulin product for a
mail-order prescription on this tier.

Changes to your VBID Part D Benefit

Elimination of cost sharing for all Medicare Part D Drugs as part of the S0 Rx Copay Benefit is no longer covered.

Changes to the Catastrophic Coverage Stage

If you reach the Catastrophic Coverage Stage, you pay nothing for your covered Part D drugs.

For specific information about your costs in the Catastrophic Coverage Stage, go to Chapter 6, Section 6, in your

Evidence of Coverage.

SECTION 2

Administrative Changes
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Humana Inc.

Privacy Office 003/10911
101 E. Main Street
Louisville, KY 40202

*This right applies only to our Massachusetts residents in accordance with state regulations.



Notice of Non-Discrimination

Humana Inc. and its subsidiaries comply with applicable Federal civil rights laws and do not discriminate or exclude
people because of their race, color, religion, gender, gender identity, sex, sexual orientation, age, disability,
national origin, military status, veteran status, genetic information, ancestry, ethnicity, marital status, language,
health status, or need for health services.

Humana Inc.:

« Provides people with disabilities reasonable modifications and free appropriate auxiliary aids and services to
communicate effectively with us, such as:
- Qualified sign language interpreters
- Written information in other formats (large print, audio, accessible electronic formats, other formats).

« Provides free language assistance services to people whose primary language is not English, which may include:
- Qualified interpreters
- Information written in other languages.

If you need reasonable modifications, appropriate auxiliary aids, or language assistance services contact
877-320-1235 (TTY: 711). Hours of operation: 8 a.m. - 8 p.m., Eastern time. If you believe that Humana Inc. has
not provided these services or discriminated on the basis of race, color, religion, gender, gender identity, sex, sexual
orientation, age, disability, national origin, military status, veteran status, genetic information, ancestry, ethnicity,
marital status, language, health status, or need for health services, you can file a grievance in person or by mail or
email with Humana Inc. Non-Discrimination Coordinator at P.O. Box 14618, Lexington, KY 40512-4618,
877-320-1235 (TTY: 711), or accessibility@humana.com. If you need help filing a grievance, Humana Inc.
Non-Discrimination Coordinator can help you.

You can also file a 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, S.W., Room 509F, HHH Building
Washington, D.C. 20201. 800-368-1019, 800-537-7697 (TDD).

California members:

You can also file a civil rights complaint with the California Dept. of Health Care Services, Office of Civil rights by
calling 916-440-7370 (TTY: 711), emailing Civilrights@dhcs.ca.gov, or by mail at: Deputy Director, Office of Civil
Rights, Department of Health Care Services, P.0. Box 997413, MS 0009, Sacramento, CA 95899-7413. Complaint
forms available at: http://www.dhcs.ca.gov/Pages/Language_Access.aspx.

This notice is available at www.humana.com/legal/non-discrimination-disclosure.
GHHNDN2026HUM
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Multi-Language Insert

Multi-language Interpreter Services

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 1-877-320-1235
(TTY: 711). 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 1-877-320-1235 (TTY: 711). Alguien
que hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: H{H2HEROIRRS, BEEMRE * T ES SRR AT, ﬁu%@%%&tt%ﬂﬁ
FR%, B2k 1-877-320-1235 (EE4: 711). BIIWPXTHEARBRESBHE, XE—THRER

Chinese Cantonese: T K MMERIEDRBAREFEE LN, ARBRFRECENIHERS, 1 THPER
%, #EHE 1-877-320-1235 (BEHR: 711), HMABFXNAERLEATREED, 5 2 BRERE,
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
1-877-320-1235 (TTY: 711). 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
1-877-320-1235 (TTY: 711). Un interlocuteur parlant Francais pourra vous aider.
Ce service est gratuit.

Vietnamese: Chuing t6i c6 dich vu théng dich mién phi dé tra I5i cac cau héi vé
chuong strc khde va chuong trinh thudéc men. Néu qui vi can théng dich vién xin
goi 1-877-320-1235 (TTY: 711) sé cé nhan vién noi tiéng Viét giup d& qui vi. Pay la
dich vu mién phi.

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie
unter 1-877-320-1235 (TTY: 711). Man wird Ihnen dort auf Deutsch weiterhelfen.
Dieser Service ist kostenlos.

Korean: SAt= 2|z 2 E= ofF 20 2ot 220 ol E2|0A B2 89 MH[AE
M3t A&LCH 89 MHIAE 0|85t H H3t 1-877-320-1235 (TTY: 711) Ho 2 Zo|d}
THAL. 2t=0|E ot HEAVE 2o EE AYLICEL O] MH[A2= FEZ 2FELICL
Russian: Eciv y Bac BO3HMKHYT BOMPOCHI OTHOCUTENBHO CTPAaXoBOro U
MeANKAMEHTHOrO M/1aHa, Bbl MOXETe BOCMO/Ib30BaThbCsA HALLUVMMUN 6eCriaTHbIMM



yc/lyramm nepeBofunKoB. YTo6bl BOCNO/1b30BaTLCA YC/IyraMmy nepeBoAUMKa,
MO3BOHWTe HaM no TenedoHy 1-877-320-1235 (TTY: 711). Bam okaxeT NOMOLLb
COTPYAHUK, KOTOPbIA FOBOPUT NO-pyccku. laHHasa ycnyra 6ecnnatHasl.

j\ M\ L\_\.LA_\ db_u alud LE\ = M\AM A\_u\;d\ ngjsj\ (';;J_\.d\ Giledd edsa Lu\ :Arabic
1- e W Juaiyl L;wd_dcu.m‘d”se;y‘_;c d}..a;ﬂ Luja\_u.}éjd\quw&.;
Ailae Aedd oda line L Ay ol Gaaty be padidi o i 877-320-1235 (TTY: 711)
Hindi: AR WY I7 &dT ! IISHT & aR # 31U fohedt +ff Ut o Stare &7 & folg AR ure o
SATIT WaTY IUA 8. Teh GHTNAT U het o folg, o1 g8 1-877-320-1235 (TTY: 711) R
i 2. chls cafert STt fg=<t aieidT @ SiTueh! Hag o Uehdll 8. I8 Yeh HUd 9T B.
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 1-877-320-1235 (TTY: 711). Un nostro incaricato che parla
Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servicos de interpretacdo gratuitos para responder

a qualquer questao que tenha acerca do nosso plano de saude ou de medicagao.
Para obter um intérprete, contacte-nos através do numero 1-877-320-1235

(TTY: 711). Ird encontrar alguém que fale o idioma Portugués para o ajudar.

Este servico é gratuito.

French Creole: Nou genyen sévis entéprét gratis pou reponn tout kesyon ou ta
genyen konsénan plan medikal oswa dwog nou an. Pou jwenn yon entépreét, jis rele
nou nan 1-877-320-1235 (TTY: 711). Yon moun ki pale Kreyol kapab ede w. Sa a se
yon sévis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktory
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekéw. Aby skorzysta¢ z pomocy ttumacza znajgcego jezyk polski, nalezy zadzwonic
pod numer 1-877-320-1235 (TTY: 711). Ta ustuga jest bezptatna.

Japanese: B DORBEREELAET T VICETEIEMICEERT 57201, BB
RY—xR%z2 CHELTWEY, @Rz ZHMICA 5 (CIE. 1-877-320-1235 (TTY : 711)
ICPERC/TZT VW, BARRB 2R/ IEBEN BV ZLET, TNEEROY —EXTY,
Ambharic: N\A M5 @LI° PaR e 31+ 0 8F T NHIRAN+ ITD-9° PAFUT M PEPF ADDARAR 49
PANTCAM, A1 AT AT ANHCATY, ATYe)THE | 1-877-320-1235 (TTY:- 711) LAYz
ATIIAHT PRTIC A ALBPT EFAA: £U 19 ATA AT 10

Bengali: st RArget aee Seamees sfRest eni= $f, R St 91755 ¢ giar 27 5 S (AR o A0
I SO (NI SRS SITACT 20 SR FCF SN 1-877-320-1235 (TTY: 711) T el Fee| 12 QT
G G @ SRR AR 0| 93 AR [T Toierey|




Nepali: BTHI TR a1 SN FISHIST SRAT TUSHT g1 e P U UHGTHD! STaTth faf
ﬁﬁnﬁﬂy—cﬁ SIYTY JaTeE S| QIUTY UTWd T4, TS 1-877-320-1235 (TTY: 711) |
Tier|

393 S9ld b cdo b 3350 3 lodt el Siae a8 150 50 4 (3655l gz OBLD e wlous Lo tFarSi
S oled Lo b 1-877-320-1235 (TTY: 711) oylais 3o, 1 Jaitd cozsio cdlys jglane 4 .onyld dudsly aivls
sl 0BGy g e (2l S S Lok s Wil g3 2 WS (2 o (iK1 O A4S (63,8
oz Sl lo el 4l Lo Ol 43931 9 (200 OO 3390 3 b S 45 Jlguw 5 40 (3955wl g DA
Lo b (TTY: 711) 1235-320-877-1 o ,S3 pa ol danyd Jad colozys by yghaie 43 .anyls 0BGl Wlods
Adlis OBl Cnds S5 ol S S Lo (Slpad Ll gine LiSin Cmso (ol dS gt . So oled
Bassa: Di gwee bahi&l mah3p inyuu hola we i timbhe mambadga man ma ma
bénge mboo y3n ni i b&ée U nlama y3n. Inyuu kosna higl mah3p, sébel ndigi bés i
ndmba 1-877-320-1235 (TTY: 711). Mut wada n( a pot ngisi a nla hola wé. Ba nsaa
bee mahola ma.
Igbo: Anyi nwere oru ntughari okwu efu iji zaa ajuju o bula gi nwere ike inwe gbasara
atumatu ahuike ma o bu ogwu anyi. Icho inweta onye ntughari okwu, naani kpoo anyi
na 1-877-320-1235 (TTY: 711). Onye na-asu asusu Bekee nwere ike inyere gi aka. Nkea
bu oru efu.
Telugu: S5° 8850 B 10 TS HOOD DB DBR® DOTIFEN GOTI °¢38
DGPR3 5T 33° I8 BT TS5 I E5r) ON. I §°5e5D
SPOSEE, 1-877-320-1235 (TTY: 711) 5 S°80 5°O TONOA. RONN STEFT DB
DB DTFOHO DOLEDEK. BE &S VXN,

Caie § p2e b ooy J & A Olsxr Bl g (S8 T e 2 )b & 0N & wbsal b oo 2 5w tUrdU
Vs Ags §35! -(TTY: 711) 1-877-320-1235 (13,8 IS o o el & & o § e -y s Solats
— o e Sl S Sade § QT pases 355
Yoruba: A ni awon isé itéju ogbifo 16feé 1ati dahun awon ibéére yodwu ti o |é ni nipa
étod ilera tabi oogun wa. Lati gba ogbifo kan, sé pe wa ni 1-877-320-1235 (TTY: 711).
Enikan ti 6 nso edeé Geéési lé ran ¢ 1owd. Isé itdju ofé kan niyi.
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