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ElderServe Star (HMO |-SNP)

Summary of Benefits
January 1, 2027 - December 31, 2027

This is a summary of drug and health services covered by ElderServe Star (HMO I-SNP) January 1,
2027 — December 31,2027.

ElderServe Star is an (HMO [-SNP) plan with a Medicare contract. Enrollment in ElderServe Star
(HMO I-SNP) depends on contract renewal.

To join ElderServe Star (HMO I-SNP), you must be entitled to Medicare Part A, be enrolled in
Medicare Part B, live in our service area, and live in a nursing home or at home but require the same
level of care as those who live in a nursing home.

Our service area includes the following counties in New York: Bronx, Kings, Nassau, New York,
Queens, Richmond, and Westchester.

ElderServe Star (HMO I-SNP) has 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.

Out-of-network/non-contracted providers are under no obligation to treat ElderServe Star (HMO [-SNP)
members, except in emergency situations. Please call our customer service number or see your Evidence
of Coverage for more information, including the cost-sharing that applies to out-of-network services.

The benefit information provided is a summary of what we cover and what you pay. It does not list
every single service that we cover or list every limitation or exclusion. To get a complete list of services
we cover, you can visit our website www.ElderServeHealth.org and refer to the “Evidence of Coverage”

or you can call us and request the “Evidence of Coverage.”

This information is not a complete description of benefits. Call 1-800-580-7000 (TTY/TDD 711) for
more information.
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Monthly Premium, Deductible, and Limits on How Much You Pay for Covered Services

How much is the
monthly
premium?

$22.00 per month for your Part D premium. In addition, you must keep paying your
Medicare Part B premium.

How much is the
deductible?

This plan has deductibles for some hospital and medical services, and Part D prescription
drugs.

$700 per year for Part D prescription Drugs.
3283 per year for Part B Deductible for in-network services, except for insulin furnished
through an item of durable medical equipment.

These amounts may change in 2027. New rates will be provided to you as they become
available from Medicare.

Is there any limit
on how much I
will pay for my
covered services?

Yes. Like all Medicare health plans, our plan protects you by having yearly limits on your
out-of-pocket costs for medical and hospital care.

Your yearly limit(s) in this plan:
e $9,850 for services you receive from in-network providers.

If you reach the limit on out-of-pocket costs, you keep getting covered hospital and
medical services and we will pay the full cost for the rest of the year.

Please note that you will still need to pay your monthly premiums and cost-sharing for
your Part D prescription drugs.

Premiums and Benefits

Inpatient Hospital
Coverage
(continued on next

page)

A per admission deductible is applied once during the defined benefit period. In 2027
the amounts for each benefit period are:

These amounts may change in 2027. New rates will be provided to you as they become
available from Medicare.

e $1788 deductible for each benefit period

e Days 1-60: $0 copay

e Days 61-90: $434 copay per day

e Days 91 and beyond: $868 copay per day for each “lifetime reserve day” for each
benefit period

o Beyond lifetime reserve days, we will pay all costs
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Inpatient Hospital | Authorization is required

Coverage

(continued from Our plan also covers 60 "lifetime reserve days." These are "extra" days that we cover. If

previous page) your hospital stay is longer than 90 days, you can use these extra days. But once you have
used up these extra 60 days, your inpatient hospital coverage will be limited to 90 days.
The copays for hospital and skilled nursing facility (SNF) benefits are based on benefit
periods. A benefit period begins the day you are admitted as an inpatient and ends when
you have not received any inpatient care (or skilled care in a SNF) for 60 days in a row. If
you go into a hospital or a SNF after one benefit period has ended, a new benefit period
begins. You must pay the inpatient hospital deductible for each benefit period. There is no
limit to the number of benefit periods.

Partial 20% of the cost — Authorization is required

Hospitalization

Intensive 20% of the cost — Authorization is not required

Outpatient

Program Services

Outpatient
Hospital Services

20% of the cost — Authorization is required

Ambulatory 20% of the cost — Authorization is required
Surgical Center

(ASC) services

Doctor’s Office Primary care physician visit: 20% of the cost
Visits

Specialist visit: 20% of the cost — Only the first 3 visits will not require a prior
authorization. Authorization is required for all subsequent visits.

Preventative Care
(continued on next

page)

$0 copay
Our plan covers many preventive services, including:

e Abdominal aortic aneurysm screening

e Alcohol misuse screening and counseling

e Annual Wellness Visit

o Bone mass measurement

e Breast cancer screening (mammogram)

e Cardiovascular disease risk reduction visit (therapy for cardiovascular disease)
e Cardiovascular disease testing

e Cervical and vaginal cancer screening
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Preventive Care
(continued from
previous page)

o Colorectal cancer screenings (Screening barium enemas, Colonoscopy, Fecal
immunochemical test (FIT), Guaiac-based fecal occult blood test (gFOBT),
Flexible sigmoidoscopy)

e Depression screening

o Diabetes screenings; Diabetes self-management training, diabetic services and
supplies

e Vision Care (Glaucoma screening, diabetic retinopathy screening, diagnosis and
treatment of diseases and injuries of the eye, including treatment for age-related
macular degeneration) Hepatitis C screening test

e HIV screening

e Immunizations (Flu shots, Pneumonia vaccine, Hepatitis B vaccines, COVID-19
vaccine)

e Lung Cancer screening with low dose computed tomography (LDCT)

e Medical Nutrition therapy services

e Medicare Diabetes Prevention Program (MDPP)

e Obesity screening and therapy to promote sustained weight loss

e One-time “Welcome to Medicare” preventive visit

e Prostate cancer screenings (PSA)

o Sexually transmitted infections screening and counseling

e Smoking and tobacco use cessation (counseling to stop smoking or tobacco use

Any additional preventive services approved by Medicare during the contract year will be
covered.

Authorization is not required

Emergency Care

20% of the cost (up to $115) for each visit.

If you are admitted to the hospital within 3 days, you do not have to pay your share of the
cost for emergency care. See the "Inpatient Hospital Care" section of this booklet for other
costs.

Authorization is not required

Urgently Needed
Services

20% of the cost (up to $40) for each visit.

If you are admitted to the hospital within 3 days, you do not have to pay your share of the
cost for emergency care. See the "Inpatient Hospital Care" section of this booklet for other
costs.

Authorization is required
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Diagnostic Tests,
Lab and
Radiology
Services, and X-
Rays (Costs for
these services may
be different in an
outpatient surgery
setting)

Diagnostic radiology services (such as MRIs, CT scans): 20% of the cost
Authorization is required for MRI and PET scans

Diagnostic tests and procedures: 20% of the cost Authorization is required
Lab services: 20% of the cost Authorization is required
Outpatient x-rays: 20% of the cost Authorization is not required

Therapeutic radiology services (such as radiation treatment for cancer): 20% of the cost
Authorization is required

Routine Lab Services do not require authorization.

Some Lab Services might require an authorization.

Hearing Services

Exam to diagnose and treat hearing and balance issues: 20% of the cost

Diagnostic hearing and balance evaluations are limited to one per year without prior
authorization.

All subsequent evaluations will require prior authorization.

Dental Services

Limited dental services (this does not include services in connection with care, treatment,
filling, removal, or replacement of teeth): 20% of the cost
Authorization is required

Vision Services

Exam to diagnose and treat diseases and conditions of the eye (including yearly glaucoma
screening): 20% of the cost

Diagnostic evaluation for the treatment of diseases and injuries of the eye are limited to
one per year without prior authorization. Any subsequent evaluations will require a prior
authorization.

Eyeglasses or contact lenses after cataract surgery: 20% of the cost and Authorization is
not required

Mental Health

Care
(continued on next page)

Inpatient Hospital Psychiatric Services:

Our plan covers up to 190 days in a lifetime for inpatient mental health care in a
psychiatric hospital. The inpatient hospital care limit does not apply to inpatient mental
services provided in a general hospital.

The copays for hospital and skilled nursing facility (SNF) benefits are based on benefit
periods. A benefit period begins the day you are admitted as an inpatient and ends when
you have not received any inpatient care (or skilled care in a SNF) for 60 days in a row. If
you go into a hospital or a SNF after one benefit period has ended, a new benefit period
begins. You must pay the inpatient hospital deductible for each benefit period. There is no
limit to the number of benefit periods.
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Our plan also covers 60 "lifetime reserve days." These are "extra" days that we cover. If
your hospital stay is longer than 90 days, you can use these extra days. But once you have
used up these extra 60 days, your inpatient hospital coverage will be limited to 90 days.

These amounts may change in 2027. New rates will be provided to you as they become
available from Medicare.

In 2027 the amounts for each benefit period are:
e $1,736 deductible for each benefit period
e Days 1-60: $0 copay
e Days 61-90: $434 copay per day
e Days 91 and beyond: $868 copay per day for each “lifetime reserve day” for each
benefit period.
e Beyond lifetime reserve days, we pay all costs
Outpatient Psychiatric Services:

Outpatient group therapy visit: 20% of the cost
Outpatient individual therapy visit: 20% of the cost

Authorization is required

Skilled Nursing
Facility (SNF)

Our plan covers up to 100 days in a SNF.

In 2027 the amounts for each benefit period are:

Days 1-20: $0 copay for each benefit period
Days 21-100: $217 copay per day
Days 101 and beyond: you pay all costs

A minimum of a 3-day inpatient hospital stay is required before admission to a Skilled
Nursing Facility. Authorization is required
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Outpatient Cardiac (heart) rehab services: 20% of the cost
Rehabilitation
Intensive Cardiac Rehabilitation Services: 20% of the cost
Pulmonary Rehabilitation Services: 20% of the cost
Supervised Exercise Therapy (SET) for Symptomatic Peripheral Artery Disease (PAD)
services: 20% of the cost
Occupational therapy (OT) visit: 20% of the cost
Physical Therapy (PT) and Speech and Language Therapy visit: 20% of the cost
Authorization is required
Ambulance 20% of the cost
Authorization is required for non-emergency services
Transportation Not covered
Medicare Part B For Part B drugs such as chemotherapy/radiation drugs: 20% of the cost
Drugs
Other Part B Drugs: 20% of the cost
Authorization is required.
You will not pay more than the co-insurance amount for Chemotherapy administration
services including chemotherapy/radiation drugs or Other drugs covered under Part B of
original Medicare.
What You Pay for | Our plan covers most Part D vaccines at no cost to you even if you haven’t paid your
Vaccines: deductible. Call Member Services for more information.
What You Pay for | You won’t pay more than $35 for a one-month supply of each insulin product covered by
Insulin: our plan, no matter what cost-sharing tier it’s on, even if you haven’t paid your deductible.
Foot Care Foot exams and treatment if you have diabetes-related nerve damage and/or meet certain
(Podiatry services) | conditions: 20% of the cost

Authorization is required

If you have a diabetes diagnosis, an authorization will be required after six (6) visits to a
podiatrist. If you do not have a diabetes diagnosis, authorization will be required after the
fourth (4™ visit to a podiatrist.




ElderServe Star (HMO I-SNP): Summary of Benefits

Durable Medical
Equipment
(wheelchairs,
oxygen, etc.)

20% of the cost

An authorization is required for DME equipment (non-disposable items that have a useful
shelf life of over 1 year) with cost of $500 or more

An authorization is required for DME supplies (disposable items that do not have a useful
shelf life of over 1 year) with cost of $250 or more

Prosthetic Devices
(braces, artificial
limbs, etc.)

Prosthetic devices: 20% of the cost
Related medical supplies: 20% of the cost

Authorization is required

Diabetes Supplies
and Services

Diabetes monitoring supplies: $0

We cover specific manufacturers for diabetic supplies and services:
From Roche and LifeScan

Authorization is required
Diabetes self-management training: 20% of the cost
Authorization is not required

Therapeutic shoes or inserts: 20% of the cost
Authorization is required

Wellness
Programs (fitness
programs)

Not covered

Optional Supplemental Benefits

ElderServe Star (HMO I-SNP) plan offers supplemental benefits in addition to Part C benefits and Part D
benefits. A summary of the supplemental benefits are listed below:

Over-the-
Counter
(0TO)
Supplies
Benefit

(continued on

next page)

Our plan covers over-the-counter items up to $$185 per month. You have two ways to obtain
eligible OTC items:

e Using an OTC card provided by ElderServe at any participating location, or
e Ordering OTC items by placing an order online through an online catalog

Any unused portions will not roll over from month to month. The OTC balance does not roll
over from year to year.
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Over-the- The OTC items covered may be purchased for the member only. This benefit cannot be
Counter converted to cash.
(0TO)
Supplies There is no cost to you for this benefit.
Benefit
(continued from
last page)
Over-the- For eligible members (with certain chronic conditions) the Special Supplemental Benefits for
Counter Chronically 11l (grocery benefit) combines with the OTC benefit to cover certain grocery items
(OTC) Plus as part of the monthly OTC allowance, which may only be purchased at select pharmacies
Grocery and/or retailers.
Benefit
You are allowed to spend $1850f the OTC benefit amount towards food, produce and eligible
OTC items.
The benefits mentioned are a part of special supplemental program for the chronically ill. Some
examples of conditions include Cardiovascular Disorder, Hypertension, Osteoarthritis,
Endocrine Disorder and Gastrointestinal Disorder. Eligibility for this benefit cannot be
guaranteed based solely on your condition. Eligible members will be notified and provided
instructions on how to access this benefit
Prescription Drug Benefits
Part D Annual | After you pay your yearly deductible, depending on your income and institutional status, you
out of Pocket pay 25% coinsurance of the cost for all drugs covered by this plan until your total yearly
(TrOOP or drug costs reach $2400. Total yearly drug costs are the total drug costs paid by both you and
RxMOOP) our Part D plan.
Tier 1: 25% coinsurance
You may get your drugs at network retail pharmacies and mail order pharmacies.
If you reside in a long-term care facility, you pay the same as at a retail pharmacy.
You may get drugs from an out-of-network pharmacy at the same cost as an in-network
pharmacy.
Catastrophic Once you reach the annual out of pocket threshold of $2400 you enter the Catastrophic
Coverage Coverage phase. This means you will have no cost-sharing for Medicare Part D Formulary

drugs.
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Tips for Comparing Your Medicare Choices

e Ifyou want to compare our plan with other Medicare Health Plans, ask the other plans for their

Summary of Benefits booklets. Or, use the Medicare Plan Finder on http://www.medicare.gov.
e [fyou want to know more about the coverage and costs of Original Medicare, look in your

current “Medicare & You” handbook. View it online at http://www.medicare.gov or get a copy

by calling 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users
should call 1-877-486-2048.

ElderServe Star (HMO I-SNP) Phone Numbers and Website

e (Call toll-free 1-800-580-7000 or TTY users should call 711.
¢ You can find all plan materials, including the Provider and Pharmacy Directory at
www.ElderServeHealth.org

e You can also see the complete list of covered drugs (Formulary) on our website listed above.
e Or, call us and we will send you a copy of our plan materials.

Hours of Operation

e From October 1 to March 31, you can call us 7 days a week from 8:00 a.m. to 8:00 p.m. ET.
e From April 1 to September 30, you can call us Monday through Friday from 8:00 a.m. to 8:00
p-m. ET.
ElderServe Star is an (HMO [-SNP) plan with a Medicare contract. Enrollment in ElderServe Star
(HMO I-SNP) depends on contract renewal.

This information is not a complete description of benefits. Call 1-800-580-7000 or TTY/TDD 711 for
more information.

This document is available in other formats such as Braille and large print. This document may be
available in a non-English language. For additional information, call us at 1-800-580-7000.
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Pre-Enrollment Checklist

Before making an enrollment decision, it is important that you fully understand our benefits and rules. If you
have any questions, you can call and speak to a customer service representative at 1-800-580-7000
(TTY/TDD 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.ElderServeHealth.org or call 1-800-580-7000 (TTY/TDD 711) to view a copy of the EOC.

Review the provider directory (or ask your doctor) to make sure the doctors you see now are in the
network. If they are not listed, it means you will likely have to select a new doctor.

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

Review the formulary to make sure your drugs are covered.

Understanding Important Rules

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/co-insurance may change on January 1,2027.

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

This plan is an institutional special needs plan (I-SNP). Your ability to enroll will be based on
verification that you, for 90 days or longer, have had or are expected to need the level of services
provided in a skilled nursing facility, a nursing facility, an intermediate care facility for
individuals with intellectual and developmental disabilities, a psychiatric hospital or unit, a
rehabilitation hospital or unit, a long-term care hospital, a swing-bed hospital, or a facility
approved by CMS that furnishes similar services.

Effect on Current Coverage
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ElderServe Health, Inc. Notice of Nondiscrimination

ElderServe Health, Inc. complies with applicable Federal civil rights laws and does not discriminate on the basis
of race, color, national origin (including limited English proficiency and primary language), age, disability, or sex
(consistent with the scope of sex discrimination described at 45 CFR § 92.101(a)(2)). ElderServe Health, Inc.
does not exclude people or treat them less favorable because of race, color, national origin, age, disability, or sex.

ElderServe Health, Inc.:

e Provides people with disabilities reasonable modifications and free appropriate auxiliary aids and services
to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other
formats)
e Provides free language services to people whose primary language is not English, which may include:
o Qualified interpreters
o Information written in other languages

If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance services,
contact Civil Rights Coordinator. If you believe that ElderServe Health, Inc. has failed to provide these services
or discriminated in another way on the basis of race, color, national origin, age, disability, or sex, you may file a
grievance with:

ElderServe Health, Inc.

ATTN Civil Rights Coordinator
80 West 225" Street

Bronx, NY, 10463

Phone: 1-800-771-0088, TTY 711
Fax: 1-888-341-5009

You may file a grievance in person or by mail, phone, or fax. If you need help filing a grievance, the Civil Rights
Coordinator is available to help you.

You may 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.html
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Notice of Availability of Language Assistance Services and Auxiliary Aids and Services

English ATTENTION: If you speak another language, 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 800-580-
7000 (TTY: 711; or speak to your provider.

Espaiiol (Spanish) ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica.
También estan disponibles de forma gratuita ayuda y servicios auxiliares apropiados para proporcionar informacioén en
formatos accesibles. Llame al 800-580-7000 (TTY: 711) o hable con su proveedor.

t1 3 (Simplified Chinese) JE & : WHREV[H L], FTAVE L TONERMES RS . FRATE G 585 & 2115
BT EAMRS:, DA R AE B . #d 800-580-7000 (SCASHLE: 711) BU&HERIAR S He LT .

PYCCKMM (Russian) BHUMAHME: Eciu BbI FOBOpHTE Ha PyCCKOM, BaM JOCTYITHBI GECIUIATHBIE YCIYTH A3BIKOBOI
nojaepkku. COOTBETCTBYIOLIME BCIIOMOTATEIbHbIE CPEACTBA U YCIYTH 10 MPEIOCTaBICHUIO HHPOPMALUH B JOCTYIIHBIX
(hopmMarax Takxke npenocTapistoTcs OecruiatHo. [lo3Bonute no Tenedony 800-580-7000 (TTY: 711) wiu oOpaTuTech K
CBOEMY IOCTABILUKY yCIIYT.

Kreyol Ayisyen (Haitian Creole) 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
800-580-7000 (TTY: 711) oswa pale avek founisé w la.

rot

E.‘Oi (Korean) F=2|: [2t=0{]18 AIESIA|= 8@ F = 20 X| & MH|AF 0|83 &= JASL|CE 0|8 7t5¢Tt
OoZ HEE M35t HESHEX 7|7 Sl MH|AR 22 2 XS & LICH 800-580-7000 (TTY: 711) HO Z
A9} SEALE MH| A K-S M0 22|t A| 2.

|->| 0%t
J>'

Italiano (Italian) 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' 800-
580-7000 (TTY: 711) o parla con il tuo fornitore.

. 977D T IRD LIVIYIRD WIVT DYO N0 1257 TRIDW W7 VIVI R DIN POURI » T (Yiddish)
IO .0 RYNPI PIR IVIVT IWANTVORAINOR TYPLIIDIE PR PURDINORIR ADTONRIY IRIR 0ATR IR OPREIYNYNIN

WAV U7 v 17V WIR711 (TTY: 800-580-7000 )

(Bengali) 2 AMGr® NCAICISY: WA I S5 Oy Ico ATCIAN, OI=(eT %ﬂlgcas O] ST AT
NN G GHNeTgh | ST TG OUT AANG GNY ST SRS HTOl J]3 AT
fINTCAT “1&T A1 800-580-7000 (TTY: 711; RN HIHNF ARNHIANL A FAT IN |

POLSKI (Polish) UWAGA: Osoby mowigce po polsku moga skorzystac z bezptatnej pomocy jezykowej. Dodatkowe
pomoce i ustugi zapewniajace informacje w dostepnych formatach sa rowniez dostgpne bezptatnie. Zadzwon pod numer
800-580-7000 (TTY: 711) lub porozmawiaj ze swoim dostawca.
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420 (Arabic)

e shaall b i) Lulia Cilad g 3aeluse Jiler g d 51 LS Ailaall Ay galll 5ae Losall ciladd Gl giind ¢dus jall A2l Caans i€ 1) i
. Aeddl) ania ) &aad o) (711)800-580-7000 &8 e Jaail Ulae Lga) s sl Sy ity

Francgais (French) ATTENTION : Si vous parlez Frangais, 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 800-580-7000
(TTY: 711) ou parlez a votre fournisseur.

32)) (Urdu)

ﬁ\ﬁ&b}hﬁ@)\ﬂ@b)d;b.uﬁu\:\mduuhéduuuéubJaﬂé%‘}S«ug.‘:cﬂj.\}A)\st])g\ U Al
L (S JIS s (TTY:800-580-7000 (711) -L lufiond e s ladd 5l el ¢y glae canlia S5 S
'Uﬂ)s‘“—’\-.’c‘“’i".‘sﬁ\)éc.‘ﬁ‘

Tagalog (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 800-580-7000 (TTY: 711) o makipag-usap sa iyong provider.

EAvika (Greek) [TIPOXOXH: Edv puAdte EMnvikd, vadpyovv Staféciuec dopedv vanpecicg vrootpiéng ot
GLYKEKPIUEVT YADOOO. Alotifeviat dmpedv KatdAAnAo fondfuota Kot vInpecieg yio Tapoyn TANPOPOPLOY GE
npocPaciueg popeés. Karéote 1o 800-580-7000 (TTY: 711) 1 anevbuvleite otov Tapoyod cog.

Hindi fEE} &1 & afe amu R aiera €, A simues fow M:xIess w1 et Yare Suds gl & | gay uredl o
TSR U&H B & fo1E ITgad Wi A1eH 3R JaTd Ht f:3[eh Iuas § 1 800-580-7000 (TTY: 711) TR HId
D T 30 YTl o T B .
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ElderServe Health

1-800-580-7000 (TTY/TDD 711)
8 a.m. to 8 p.m. ET- 7 days a week.

www.ElderServeHealth.org



