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January 1, 2025 

There are upcoming changes* to your plan’s drug 
coverage — and we want to be sure you’re ready 
Starting January 1, 2025, you’ll see changes to the drugs your Advanced Control Plan-Aetna: 
Federal Employees covers. It’s important that you review the changes in the chart enclosed. 
Talk to your doctor about how these changes might impact you.  

Find out how to keep your costs low  
If the status of your current drug is changing, you may pay more for refilling them on or after 
January 1, 2025. So, we want to make sure you understand your options and what to do next. 

What to do if your drugs are changing 
Talk to your doctor to find out if changing to a preferred drug is right for you. If they agree, 
have them send a new prescription to your pharmacy so it’s ready for you to fill January 1, 
2025. 

Your doctor may decide it’s best for you to stay on your current drug. If so, they can ask for 
medical exception. Or you can call us at the number on your member ID card to request one. If 
approved, you’ll still pay your plan copay or cost-share, after you meet your plan’s deductible or 
out-of-pocket requirements.   

Need more support? We’re here to help. 
• Visit the website listed on your member ID card to view your current plan details.
• Call us at the number on your member ID card.

* In accordance with state law or insurer policies, changes to drug coverage are not efective
for commercial fully insured plans (including HMOs) in Louisiana, New York, Texas, and in 
most circumstances Connecticut and Vermont, until the plans’ renewal date. 
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Changes beginning January 1, 2025 

On or after this date, log in to your member website. Here, you can search for and estimate the 
cost of your drug(s). You can also find options that may cost you less. Keep in mind, these costs 
will depend on several things, like where you are with your deductible.  

The changes listed in this chart are based on your plan information as of the date of this letter. 

UPPER CASE = brand-name drug                             lower case = generic drug 

Drug Name Change(s) 
ACCU-CHEK AVIVA  
(NDC 65702010710 only) 

Moving to preferred brand tier 

ACCU-CHEK FASTCLIX LANCETDEVICE KIT 
(NDC 65702048110 only) 

Moving to preferred brand tier 

ACCU-CHEK FASTCLIX LANCETS 
(NDC 65702028810 only) 

Moving to preferred brand tier 

ACCU-CHEK GUIDE CONTROL LEVEL1 / 
LEVEL2 (NDC 65702071310 only) 

Moving to preferred brand tier 

ACCU-CHEK SAFE-T-PRO PLUSLANCETS 
(NDC 50924007920 only) 

Non-formulary; not covered. Covered options include: 
ONETOUCH LANCETS 

ACCU-CHEK SMARTVIEW CONTROL 
(NDC 65702048810 only) 

Moving to preferred brand tier 

ACCU-CHEK SOFTCLIX LANCETDEVICE KIT 
(NDC 65702040010 only) 

Moving to preferred brand tier 

ACCU-CHEK SOFTCLIX LANCETS 
(NDC 50924097110 only) 

Moving to preferred brand tier 

ACCU-CHEK SOFTCLIX LANCETS 
(NDC 65702012410 only) 

Moving to preferred brand tier 

ACCU-CHEK SOFTCLIX LANCETS (NDC 
65702015610 only) 

Non-formulary; not covered. Covered options include: OneTouch 
lancets 

ACTEMRA Not covered under pharmacy benefit. May be covered under the 
medical benefit 

ADIPEX-P Quantity limits apply. Covered up to 30 units every 25 days 
AGRYLIN Quantity limits removed 
AIMOVIG Drug list addition (preferred); Step therapy required; Quantity 

limits apply. Covered up to 1 syringe every 25 days 
AJOVY Non-formulary; not covered. Covered options include: AIMOVIG, 

EMGALITY, QULIPTA 
albuterol sulfate hfa (NDC 00093317431 
only) 

Non-formulary; not covered. Covered options include: albuterol 
sulfate HFA inhalation aerosol (except certain NDCs) 

anagrelide hydrochloride Quantity limits removed 
ASMANEX HFA Drug list addition (preferred); Quantity limits apply. Covered up to 

1 package every 25 days 
aspirin / dipyridamole Quantity limits removed 
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Drug Name Change(s) 
AUSTEDO Non-formulary; not covered. Covered options include: 

tetrabenazine, INGREZZA 
AUSTEDO XR Non-formulary; not covered. Covered options include: 

tetrabenazine, INGREZZA 
AUSTEDO XR PATIENT TITRAT Non-formulary; not covered. Covered options include: 

tetrabenazine, INGREZZA 
BASAGLAR KWIKPEN Non-formulary; not covered. Covered options include: INSULIN 

GLARGINE-YFGN 
BASAGLAR TEMPO PEN Non-formulary; not covered. Covered options include: INSULIN 

GLARGINE-YFGN 
benzphetamine hcl Quantity limits apply. Covered up to 90 tabs every 25 days 
breyna Drug list addition (preferred); Quantity limits apply. Covered up to 

3 packages every 25 days 
BRILINTA Quantity limits removed 
budesonide / formoterol fumarate dihydrate Drug list addition (preferred); Quantity limits apply. Covered up to 

3 packages every 25 days 
cilostazol Quantity limits removed 
clovique Preauthorization removed 
CONTOUR HIGH CONTROL (NDC 
00193711101 only) 

Non-formulary; not covered. Covered options include: ACCU-
CHEK LANCETS/LANCING DEVICE, ONETOUCH 
LANCETS/LANCING DEVICE 

CONTOUR LOW CONTROL (NDC 
00193711001 only) 

Non-formulary; not covered. Covered options include: ACCU-
CHEK LANCETS/LANCING DEVICE, ONETOUCH 
LANCETS/LANCING DEVICE 

CONTOUR NEXT CONTROL LEVEL 1 (NDC 
00193731501 only) 

Non-formulary; not covered. Covered options include: ACCU-
CHEK LANCETS/LANCING DEVICE, ONETOUCH 
LANCETS/LANCING DEVICE 

CONTOUR NEXT CONTROL LEVEL 2 (NDC 
00193731401 only) 

Non-formulary; not covered. Covered options include: ACCU-
CHEK LANCETS/LANCING DEVICE, ONETOUCH 
LANCETS/LANCING DEVICE 

CONTOUR NORMAL CONTROL (NDC 
00193710901 only) 

Non-formulary; not covered. Covered options include: ACCU-
CHEK LANCETS/LANCING DEVICE, ONETOUCH 
LANCETS/LANCING DEVICE 

COPAXONE Non-formulary; not covered. Covered options include: dimethyl 
fumarate delayed-rel, fingolimod, glatiramer, glatopa, 
teriflunomide, BETASERON, KESIMPTA, MAYZENT, REBIF, 
TYSABRI, VUMERITY, ZEPOSIA 

DAXXIFY Not covered under pharmacy benefit. May be covered under the 
medical benefit 

DEMSER Moving to non-preferred specialty tier; Preauthorization required; 
Quantity limits apply. Covered up to 480 caps every 30 days 

DEPEN TITRATABS Preauthorization removed 
DIASTIX REAGENT STRIPS(NDC 
00193280650 only) 

Non-formulary; not covered 

DIASTIX(NDC 00193280250 only) Non-formulary; not covered 
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Drug Name Change(s) 
diethylprop tab 25mg Quantity limits apply. Covered up to 90 tabs every 25 days 
diethylprop tab 75mg er Quantity limits apply. Covered up to 30 tabs every 25 days 
DIPENTUM Preauthorization removed 
dipyridamole Quantity limits removed 
DIVIGEL Moving to non-preferred brand tier 
EFFIENT Quantity limits removed 
ELFABRIO Drug list addition (preferred specialty); Preauthorization required 
EPIPEN-JR 2-PAK Moving to non-preferred brand tier 
EXELDERM Quantity limits removed 
EXELON Preauthorization removed 
FABRAZYME Moving to preferred specialty tier 
FARXIGA Non-formulary; not covered. Covered options include: 

JARDIANCE 
FENSOLVI Not covered under pharmacy benefit. May be covered under the 

medical benefit 
FINGERSTIX LANCETS (NDC 00193596531 
only) 

Non-formulary; not covered. Covered options include: ACCU-
CHEK LANCETS/LANCING DEVICE, ONETOUCH 
LANCETS/LANCING DEVICE 

FLOVENT HFA Non-formulary; not covered. Covered options include: ARNUITY 
ELLIPTA, ASMANEX HFA 

fluticasone propionate hf Non-formulary; not covered. Covered options include: ARNUITY 
ELLIPTA, ASMANEX HFA 

FORTEO Non-formulary; not covered. Covered options include: 
teriparatide, TYMLOS 

FREESTYLE CONTROL SOLUTION HIGH / 
LOW (NDC 99073070432 only) 

Non-formulary; not covered. Covered options include: ACCU-
CHEK calibration liquid 

GENOTROPIN Non-formulary; not covered. Covered options include: 
HUMATROPE, NORDITROPIN, SOGROYA 

GENOTROPIN MINIQUICK Non-formulary; not covered. Covered options include: 
HUMATROPE, NORDITROPIN, SOGROYA 

gentamicin sulfate Quantity limits removed 
HUMATROPE Drug list addition (preferred specialty); Preauthorization required 
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Drug Name Change(s) 
HUMIRA 
HUMIRA PEDIATRIC CROHNS DISEASE 
      STARTER PACK 
HUMIRA PEN 
HUMIRA PEN-CD / UC / HS STARTER 
HUMIRA PEN-PEDIATRIC UC STARTER PAC 
HUMIRA PEN PS / UV STARTER 

Non-formulary; not covered.  
Covered options include:  
For Ankylosing Spondylitis: Adalimumab-ADAZ, Cosentyx, 
Enbrel, Hyrimoz, Rinvoq 

For Crohn’s Disease: Adalimumab-ADAZ, Hyrimoz, Skyrizi 
subcutaneous, Stelara subcutaneous, Rinvoq 

For Psoriasis: Adalimumab-ADAZ, Hyrimoz, Otezla, Skyrizi 
subcutaneous, Sotyktu, Stelara subcutaneous, Taltz, 
Tremfya 

For Psoriatic Arthritis: Adalimumab-ADAZ, Cosentyx, 
Enbrel, Hyrimoz, Otezla, Rinvoq, Skyrizi subcutaneous, 
Stelara subcutaneous, Tremfya  

For Rheumatoid Arthritis: Adalimumab-ADAZ, Enbrel, 
Hyrimoz, Kevzara, Orencia Clickject, Orencia 
subcutaneous, Rinvoq, Xeljanz, Xeljanz XR  

For Ulcerative Colitis: Adalimumab-ADAZ, Hyrimoz, 
Rinvoq, Stelara subcutaneous, Xeljanz, Xeljanz XR, Zeposia 

For All Other Conditions: Adalimumab-ADAZ, Enbrel, 
Hyrimoz 

icosapent ethyl Drug list addition (preferred generic) 
INSULIN GLARGINE SOLOSTAR Non-formulary; not covered. Covered options include: INSULIN 

GLARGINE-YFGN 
INSULIN GLARGINE-YFGN Drug list addition (preferred) 
JANUMET Non-formulary; not covered. Covered options include: 

ZITUVIMET, ZITUVIMET XR 
JANUMET XR Non-formulary; not covered. Covered options include: 

ZITUVIMET, ZITUVIMET XR 
JANUVIA Non-formulary; not covered. Covered options include: ZITUVIO 
KETO-DIASTIX(NDC 00193288221, 
00193288250 only) 

Non-formulary; not covered 

KETOSTIX(NDC 00193288021,00193288050 
only) 

Non-formulary; not covered 

LANTUS SOLOSTAR Non-formulary; not covered. Covered options include: INSULIN 
GLARGINE-YFGN 

LUMIZYME Not covered under pharmacy benefit. May be covered under the 
medical benefit 

LUPRON DEPOT-PED (1-MONTH) Moving to preferred specialty tier; Preauthorization required 
LUPRON DEPOT-PED (3-MONTH) Moving to preferred specialty tier; Preauthorization required 
LUPRON DEPOT-PED (6-MONTH) Moving to preferred specialty tier; Preauthorization required 
LYVISPAH Preauthorization removed 
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Drug Name Change(s) 
MEDISENSE GLUCOSE KETONE CONTR 
(NDC 93815080312 only) 

Non-formulary; not covered. Covered options include: ACCU-
CHEK calibration liquid 

MEDISENSE GLUCOSE KETONE CONTROL 
SOLUTION 1-NORMAL (NDC 57599031201 
only) 

Non-formulary; not covered. Covered options include: ACCU-
CHEK calibration liquid 

MEDISENSE HIGH / MID / LOW CONTROL 
SOLUTION (NDC 57599055101 only) 

Non-formulary; not covered. Covered options include: ACCU-
CHEK calibration liquid 

memantine hcl titration pak Preauthorization removed 
memantine hydrochloride Preauthorization removed 
memantine hydrochloride er Preauthorization removed 
methergine Quantity limits removed 
methylergonovine maleate Quantity limits removed 
metyrosine Moving to preferred specialty tier; Preauthorization required; 

Quantity limits apply. Covered up to 480 caps every 30 days 
MICROLET LANCETS (NDC 00193658621 
only) 

Non-formulary; not covered. Covered options include: ACCU-
CHEK LANCETS/LANCING DEVICE, ONETOUCH 
LANCETS/LANCING DEVICE 

MICROLET NEXT (NDC 00193670201 only) Non-formulary; not covered. Covered options include: ACCU-
CHEK LANCETS/LANCING DEVICE, ONETOUCH 
LANCETS/LANCING DEVICE 

MIEBO Drug list addition (preferred) 
MULTISTIX 10 SG (NDC 08620216121 only) Non-formulary; not covered 
NAMENDA Preauthorization removed 
NAMENDA TITRATION PAK Preauthorization removed 
NAMZARIC Preauthorization removed 
NP THYROID 120(NDC 42192032801 only) Non-formulary; not covered. Covered options include: 

levothyroxine tablets, liothyronine 
NP THYROID 15(NDC 42192032701 only) Non-formulary; not covered. Covered options include: 

levothyroxine tablets, liothyronine 
NP THYROID 30(NDC 42192032901 only) Non-formulary; not covered. Covered options include: 

levothyroxine tablets, liothyronine 
NP THYROID 60(NDC 42192033001 only) Non-formulary; not covered. Covered options include: 

levothyroxine tablets, liothyronine 
NP THYROID 90(NDC 42192033101 only) Non-formulary; not covered. Covered options include: 

levothyroxine tablets, liothyronine 
OMNIPOD GO 20 UNITS / DAY Non-formulary; not covered. Covered options include: OMNIPOD 

5 INSULIN INFUSION PUMP, OMNIPOD DASH INSULIN INFUSION 
PUMP, OMNIPOD INSULIN INFUSION PUMP 

OMNIPOD GO 30 UNITS / DAY Non-formulary; not covered. Covered options include: OMNIPOD 
5 INSULIN INFUSION PUMP, OMNIPOD DASH INSULIN INFUSION 
PUMP, OMNIPOD INSULIN INFUSION PUMP 

OMNIPOD GO 40 UNITS / DAY Non-formulary; not covered. Covered options include: OMNIPOD 
5 INSULIN INFUSION PUMP, OMNIPOD DASH INSULIN INFUSION 
PUMP, OMNIPOD INSULIN INFUSION PUMP 

orlistat Quantity limits apply. Covered up to 90 caps every 25 days 
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Drug Name Change(s) 
penicillamine Preauthorization removed 
PHEBURANE Moving to preferred specialty tier 
phendimetrazine tartrate Quantity limits apply. Covered up to 180 tabs every 25 days 
phentermine cap 15mg Quantity limits apply. Covered up to 60 caps every 25 days 
phentermine cap 30mg Quantity limits apply. Covered up to 30 caps every 25 days 
phentermine cap 37.5mg Quantity limits apply. Covered up to 30 units every 25 days 
phentermine tab 37.5mg Quantity limits apply. Covered up to 30 units every 25 days 
phytonadione Quantity limits removed 
PRALUENT Non-formulary; not covered 
prasugrel hydrochloride Quantity limits removed 
PRECISION GLUCOSE KETONE CONTROL 
SOLUTION 1-LOW, 1-HIGH (NDC 
57599013901 only) 

Non-formulary; not covered. Covered options include: ACCU-
CHEK calibration liquid 

PRETOMANID Preauthorization removed 
PYLERA Moving to non-preferred brand tier 
QSYMIA Preauthorization required; Quantity limits apply. Covered up to 30 

caps every 25 days 
QVAR REDIHALER Non-formulary; not covered. Covered options include: ARNUITY 

ELLIPTA, ASMANEX HFA 
RELION KETONE TEST STRIPS(NDC 
81131006043 only) 

Non-formulary; not covered 

REPATHA Moving to preferred brand tier 
REPATHA PUSHTRONEX SYSTEM Drug list addition (preferred) 
REPATHA SURECLICK Moving to preferred brand tier 
RESTASIS Drug list addition (preferred) 
RESTASIS MULTIDOSE Drug list addition (preferred) 
REXULTI Non-formulary; not covered. Covered options include: 

aripiprazole, asenapine, clozapine, lurasidone, olanzapine, 
quetiapine (except 150 mg), risperidone, ziprasidone, VRAYLAR 

rivastigmine tartrate Preauthorization removed 
rivastigmine transdermal system Preauthorization removed 
RUBRACA Non-formulary; not covered. Covered options include: LYNPARZA, 

ZEJULA 
SAXENDA Quantity limits apply. Covered up to 5 pens  every 25 days 
SEMGLEE Non-formulary; not covered. Covered options include: INSULIN 

GLARGINE-YFGN 
SINGLE-LET (NDC 00193656831 only) Non-formulary; not covered. Covered options include: ACCU-

CHEK LANCETS/LANCING DEVICE, ONETOUCH 
LANCETS/LANCING DEVICE 

SIRTURO Preauthorization removed 
SITAGLIPTIN Non-formulary; not covered 
SOGROYA Drug list addition (preferred specialty); Preauthorization required; 

Quantity limits apply. Covered up to 4 pens every 28 days 
SOLIRIS Not covered under pharmacy benefit. May be covered under the 

medical benefit 
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Drug Name Change(s) 
sulconazole nitrate Quantity limits removed 
SUNLENCA Not covered under pharmacy benefit. May be covered under the 

medical benefit 
TAKHZYRO Drug list addition (non-preferred specialty); Preauthorization 

required; Quantity limits apply. Covered up to 2 syringes every 28 
days 

TOFIDENCE Not covered under pharmacy benefit. May be covered under the 
medical benefit 

tramadol hcl tab 100mg Non-formulary; not covered. Covered options include: tramadol 
(except tramadol 100mg), tramadol ext-rel 

trientine hydrochloride Preauthorization removed 
TRIPTODUR Moving to non-preferred specialty tier 
true folic acid(ndc 83035182401 only) Non-formulary; not covered. Covered options include: folic acid 

400 mcg (except certain NDCs) 
TRUXIMA Not covered under pharmacy benefit. May be covered under the 

medical benefit 
TWIIST REFILL KIT / INFUSION(NDC 
98617090100 only) 

Drug list addition (preferred) 

TWIIST REFILL KIT(NDC 98617090400 only) Drug list addition (preferred) 
TYENNE Not covered under pharmacy benefit. May be covered under the 

medical benefit 
V-GO 20 Non-formulary; not covered. Covered options include: OMNIPOD 

5 INSULIN INFUSION PUMP, OMNIPOD DASH INSULIN INFUSION 
PUMP, OMNIPOD INSULIN INFUSION PUMP 

V-GO 30 Non-formulary; not covered. Covered options include: OMNIPOD 
5 INSULIN INFUSION PUMP, OMNIPOD DASH INSULIN INFUSION 
PUMP, OMNIPOD INSULIN INFUSION PUMP 

V-GO 40 Non-formulary; not covered. Covered options include: OMNIPOD 
5 INSULIN INFUSION PUMP, OMNIPOD DASH INSULIN INFUSION 
PUMP, OMNIPOD INSULIN INFUSION PUMP 

VANDAZOLE Not covered under pharmacy benefit. May be covered under the 
medical benefit 

VASCEPA Non-formulary; not covered. Covered options include: icosapent 
ethyl, omega-3 acid ethyl esters 

VELPHORO Non-formulary; not covered. Covered options include: calcium 
acetate, sevelamer carbonate, sevelamer hcl 

VELSIPITY Drug list addition (preferred specialty); Preauthorization required; 
Quantity limits apply. Covered up to 30 tabs every 30 days 

VERSACLOZ Preauthorization removed 
VOTRIENT Moving to non-preferred specialty tier 
WEGOVY Quantity limits apply. Covered up to 4 pens  every 21 days 
XIGDUO XR Non-formulary; not covered. Covered options include: 

SYNJARDY, SYNJARDY XR 
ZITUVIMET Drug list addition (preferred); Step therapy required 
ZITUVIMET XR Drug list addition (preferred); Step therapy required 
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Drug Name Change(s) 
ZITUVIO Drug list addition (preferred); Step therapy required 
zomig(ndc 60846238303, 60846238404 
only) 

Non-formulary; notcovered 
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Information is subject to change. 

Your plan may not cover certain drugs to treat conditions such as infertility, erectile 
dysfunction and weight loss. 

Health benefits and health insurance plans are ofered, administered and/or underwritten 
by Aetna Health Inc., Aetna Health Insurance Company of New York, Aetna Health 
Assurance Pennsylvania Inc., Aetna Health Insurance company and/or Aetna Life Insurance 
Company (Aetna). In Florida, by Aetna Health Inc. and/or Aetna Life Insurance Company. In 
Utah and Wyoming by Aetna Health of Utah Inc. and Aetna Life Insurance Company. In 
Maryland, by Aetna Health Inc., 151 Farmington Avenue, Hartford, CT 06156. Pharmacy 
benefits are administered by an affiliated pharmacy benefit manager, CVS Caremark. Aetna® 
is part of the CVS Health® family of companies. 

Not all health services are covered. See plan documents for a complete description of 
benefits, exclusions, limitations and conditions of coverage. To check coverage and copay 
information for a specific medicine, log into your member website. For questions, please call 
the toll-free number on the back of your member ID card. 

Drug products are identified by unique numerical product identifiers, called National Drug 
Codes (NDC), which identify the manufacturer, strength, dosage form, formulation and 
package size. 

This document contains trademarks or registered trademarks of CVS Pharmacy, Inc. or one 
of its affiliates; it may also contain references to products that are trademarks or registered 
trademarks of entities not affiliated with CVS Health. 

Policy forms issued in Oklahoma include:   
AL HGrpPol 07 AL HCOC 12, AL HSOB 10, AL HSOBNM 10, 
HI HGrpAg 07, HC HCOC 11, HC HSOB 10. 
Policy forms issued in Missouri include:   
AL HGrpPol 07, AL GrpPolAmend-2024 01,  HI HGrpAg 07, HO HGrpPol 05. AL IVL HPOL-1A-2024-
EPO-HIX 03, AL IVL SOB 1A EPO HIX 03, AL IVL HPOL-1A-2024-EPO 03, AL IVL SOB 1A EPO 03. 
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Aetna complies with applicable Federal civil rights laws and does not discriminate, exclude or treat 
people differently based on their race, color, national origin, sex, age, or disability.  

Aetna provides free aids/services to people with disabilities and to people who need language 
assistance. 

If you need a qualified interpreter, written information in other formats, translation or other services, 
call the number on your ID card. 

If you believe we have failed to provide these services or otherwise discriminated based on a 
protected class noted above, you can also file a grievance with the Civil Rights Coordinator by 
contacting: 

Civil Rights Coordinator,  
P.O. Box 14462, Lexington, KY 40512 (CA HMO customers: PO Box 24030 Fresno, CA  93779),  
1-800-648-7817, TTY:  711, 
 
Fax: 859-425-3379 (CA HMO customers: 860-262-7705), CRCoordinator@aetna.com. 
 

You can also file a civil rights complaint with the U.S. Department  of Health and Human Services, 
Office for Civil Rights Complaint Portal,  available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or 
at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F, 
HHH Building, Washington, DC 20201, or at 1-800-368-1019, 800-537-7697 (TDD).    

Aetna is the brand name used for products and services provided by one or more of the Aetna group 
of subsidiary companies, including Aetna Life Insurance Company, Coventry Health Care plans and 
their affiliates (Aetna). 

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
mailto:CRCoordinator@aetna.com


TTY:711
 

English 
To access language services at no cost to you, call the number on your ID card. 

 
      

 

          

  

 

        

       

 

 
   

 

             

 
      

   

 
          

 

 
     

    

 
     

  

 
         

    

   

 
      

  

 
        

     

 
    

      

 
     

  

 

 

          
   

 
    

   

 
       
   

 
             

     

Albanian 
Për shërbime përkthimi falas për ju, telefononi në numrin që gjendet në kartën tuaj 
të identitetit. 

Amharic የ ቋን ቋ አ ገ ልግሎቶችን ያ ለ ክፍያ ለ ማግኘት፣ በ መታወቂያ ዎት ላይ  ያ ለ ውን ቁጥር ይደውሉ፡ ፡ 

Arabic ك. الثرقة اشْ بطبعٙد ىىج٘مٛ ارقاْ٘ عٖٙ تصبجبء الاا٘ر، تٕٙفةن أٓ ودٕة ىٙغدمبت ا٘ا٘خْ عٖٙ ى٘ٙحص

Armenian 

Ձեր նախընտրած լեզվով ավվճար խորհրդատվություն ստանալու համար 
զանգահարեք ձեր բժշկական ապահովագրության քարտի վրա նշված 
հէրախոսահամարով 

Bantu-Kirundi 
Kugira uronke serivisi z'indimi ata kiguzi, hamagara inomero iri ku karangamuntu 
kawe 

Bengali আ঩নাকে িফনামূকীে ভাষা ঩িিকষফা প঩কে হকী আ঩নাি ঩িিচয়঩কে পেওয়া নম্বকি পেিীকপান েম্ভন। 

Burmese 
သင့္အေနျဖင့္ အခေၾကးေငြ မေပးရပဲ ဘာသာစကား၀န္ေဆာင္မႈမ်ား ရရိွႏိုင္ရန္၊ သင့္ ID 
ကတ္ေပၚတြင္ရိွေသာ ဖုန္းနံပတ္အား ေခၚဆိုပါ။ 

Catalan 
Per accedir a serveis lingüístics sense cap cost per a vostè, telefoni al número 
ŮƇīŮġēt ē ƀē sįvē tēršįtē ī’ŮīįƇtŮĹŮġēġŮſ. 

Cebuano 
Aron maakses ang mga serbisyo sa lengguwahe nga wala kay bayran, tawagi ang 
numero nga anaa sa imong kard sa ID. 

Chamorro 
Para un hago' i setbision lengguåhi ni dibåtde para hågu, ågang i numiru gi iyo-mu 
kard aidentifikasion. 

Cherokee 
ᏩᎩᏍᏗ ᎦᏬᏂᎯᏍᏗ ᎢᏅᎾᏓᏛᏁᏗ Ꮭ ᎪᎱᏍᏗ ᏗᏣᎬᏩᎳᏁᏗ ᏱᎩ, ᏫᎨᎯᏏᎳᏛᏏ ᎾᏍᎩ ᏗᏎᏍᏗ 
ᏥᏕᎪᏪᎵ ᎤᎾᎢ ID ᏆᏂᏲᏍᏗ ᏣᏤᎵᎢ. 

Chinese Traditional 如欲使用免費語言服務，請撥打您健康保險卡上所列的電話號碼 

Choctaw 
Anumpa tosholi i toksvli ya peh pilla ho ish i payahinla kvt chi holisso kallo iskitini 
holhtena takanli ma i payah 

Chuukese 
Ren omw kopwe angei aninisin eman chon awewei (ese kamé), kopwe kééri ewe 
nampa mei mak won noum ena katen ID 

Cushitic-Oromo 
Tajaajiiloota afaanii gatii bilisaa ati argaachuuf,lakkoofsa fuula waraaqaa 
eenyummaa (ID) kee irraa jiruun bilbili. 

Dutch Voor gratis taaldiensten, bel het nummer op uw ziekteverzekeringskaart. 

French 
Pour accéder gratuitement aux services linguistiques, veuillez composer le numéro 
indiqué sur votre carte d'assurance santé.  

French Creole 

(Haitian) 

Pou ou jwenn sèvis gratis nan lang ou, rele nimewo telefòn ki sou kat idantifikasyon 
asirans sante ou. 

German 
Um auf den für Sie kostenlosen Sprachservice auf Deutsch zuzugreifen, rufen Sie die 
Nummer auf Ihrer ID-Karte an. 

Greek 
Για ʋʍʊʎγαʎɻ ʎτις υʋɻʍεʎκες γʄϊʎʎας χωʍκς χʍζωʎɻ, ʃαʄζʎτε τʉʆ αʍιɽʅʊ ʎτɻʆ 
ʃβʍτα αʎφβʄιʎɼς ʎας. 

Gujarati 
ત\ા^ે ક૊ઇ ઩ણ જાતના ખર્ચ િિના [ાષા સેિાઓ \ે`િિા \ાટે, ત\ા^ા આઇડી કાડચ ઩^
^હ_ે નZં^ ઩^ કૉ_ ક^િ૊.



 
          
      

 
                

   

 
             

   

 
    

  

 
      

   

 
      

  

 
     

 

  

 
   

 
         

 

 
      

 

 
  

 

  

 
       

   

 
              
   

 

       
 

 
 

 

 

 
          

 

 
                 
      

   

          

Hawaiian 
NƎ Žē wēƀēʻēu ʻēƇē Ɔį Žē ƀēwįƀēwį ʻōƀįƀƎ į Žēūįē ēŽu Ů Žē ūįƀu ŽįƀįpƎƇē Ɔē Žęu 
ŽęƀįŽē ID. KęŽŮ ʻƎƀį ʻŮē ŽĵŮē ŽōŽuē ƇįŮ. 

Hindi 
ध��ा किसि िी�त िे �ाषा सेवाओुं िा उ��ोग ि��े िे लिए, अ��े आईडि िाडड �� दीए �ुं��
�� िुि ि�ें।

Hmong 
Yuav kom tau kev pab txhais lus tsis muaj nqi them rau koj, hu tus naj npawb ntawm 
koj daim npav ID. 

Igbo 
IƇwįtē įƇyįƆēŽē ēsụsụ Ƈē ēŽwušūŮ ụšwỌ ƎĠụƀē, ŽpỌỌ ƇỌƆĠē ƇỌ Ƈē ŽēēīŮ ƇźŮrŮƆērē 
šị 

Ilocano 
Tapno maakses dagiti serbisio ti pagsasao nga awanan ti bayadna, awagan ti 
numero nga adda ayan ti ID kardmo. 

Indonesian 
Untuk mengakses layanan bahasa tanpa dikenakan biaya, silakan hubungi nomor 
telepon di kartu asuransi Anda. 

Italian 
Per accedere ai servizi linguistici senza alcun costo per lei, chiami il numero sulla 
tessera identificativa. 

Japanese 無料の言語サービスは、 IDカードにある番号にお電話ください。 

Karen 
vXw>urRM>usdmw>rRpXRtw>zH;w>rRwz. 

vXwtd.'D;tyShRvXeub.[h.tDRt*D><ud;b.vDwJpdeD.*H>vXttd.vXecd.*DR A(ID) tvdRM.wuh>I 

Korean 
무료 다국어 서비스를 이용하려면 보험 ID 카드에 수록된 번호로 전화해 

주십시오. 

Kru-Bassa 
I nyuu kosna mahola ni language services ngui nsaa wogui wo, sebel i nsinga i ye 
ntilga i kat yong matibla 

Kurdish 
 ID( دڱ*ئبڱ  بە ̫مبرەڱ سەر کەبدڱ هىەٕەپ، ۆتۆ بن وىۏ̪تێ ببەن ارڱ زمبىزڰتخزمەبە  نثٕصاگەۏڕٿدەسۆ ب
 .تۆڲ خت̯بر

Lao ţŊƎƓ œţĻƑ ǚ ŘţŃƋ Ľņໍ ŏƋ ĺŘŅŊŘőŘńƌƓ ņໍƓ ţőŀļƓ Ř, ŦŒǚ ťńŒŘţņƌ ťńōƐƓ ŦŅņƊ ŁŇŖľໍ ŘłƑ ŐĻœĽńƓ ŘŅ.

Marathi 
आ�ल्�ािा िोणणॎ�ाही शुल्िालशवा� �ाषा सेवाुं��तं �ोहोचण्�ासाठु, आ�ल्�ा ID िाडाडव�ीि
क्र�ाुंिाव� �ो� ि�ा.

Marshallese 
ŅēƇ ĠōŽ źŮpēƇ ̄ ŽōƇ ŽēźŮƇ ŮƀƎ ēƇ įźźįƃỌŽ wōƋįēƇ Ƈ̄ēƇ Žwį, ŽwōƇ ŽēƀƀƎŽ ƇōṃĠē įƎ ŮƀƎ 
Žēēt ŮƇ ID įƎ ēṃ. 

Micronesian-

Ponapean 

Pwehn alehdi sawas en lokaia kan ni sohte pweipwei, koahlih nempe nan amhw 
doaropwe en ID. 

Mon-Khmer, 

Cambodian 
ដ ើម្បីទទួលបានដេវាកម្មភាសាដ លឥតគិតថ្លៃេម្រាប់ដោកអ្នក 
េូម្ដៅទូរេព្ទដៅកានដ់លខដ លានដៅដលើបណ្ណ េាា លខ់ល នួរបេ់ដោកអ្នក។ 

Navajo 

Nepali 
�ाषासम्�न्�ि सेवाहरू�ाथि न�िःशुल्ि �हुुँच �ाख्� आफ्�ो िाडड�ा �हेिो �म्���ा िि
ग�ुडहोस ।्

Nilotic-Dinka 
TĴ Žɔɔr yųƇ rēƇ īį wɛɛ̈r̈ īį tūƎŽŮġ Žį ġųƇ wĴu Žɔr ŽįįŽ tĴƇɔƍ yųƇ. Kį yųƇ ġɔƀ rēƇ yį Žɔġ 
ŽuɔƇy ƇĴ ƇēƆĠē īį ēĠēġ tɔ̈ ƇĴ ID Žērī īuɔ̈Ƈ īį tųųt īį ƇyŮƇ īį pēƇēŽŮƆ Žɔ̈u. 

Norwegian For tilgang til kostnadsfri språktjenester, ring nummeret på ID-kortet ditt. 
Pennsylvanian-

Dutch Um Schprooch Services zu griege mitaus Koscht, ruff die Nummer uff dei ID Kaart. 



  

 
         

  

 
        

  

 
              

      

     

 
    

   

 
        

   

 
  

 

 
         

  

 
     

 

 
   

 

 
            

 

 
    

   

 
           

 

    

 
    

       

      

 
   

 

 
      

 

 
     

  

      

               

 

Persian Farsi  .دٕٖرڰبمبس تد ىخڲ ٕيبسبت شوڱ ̯بردً رد شٖمبرً قبب ش، نڰبٕە طىر رابن ببزت بە خدمبڲ ثرسدسبراڱ 

Polish 
!Ġy uzysŽēĢ īƎstĸp īƎ ĠįzpƄētƇyġū usƄuš źĸzyŽƎwyġū, Ƈēƀįży zēīzwƎƇŮĢ pƎī ƇuƆįr 
podany na karcie identyfikacyjnej. 

Portuguese 
Para aceder aos serviços linguísticos gratuitamente, ligue para o número indicado 
no seu cartão de identificação. 

Punjabi 
ਤdਹਾਡੇ ਱ਈ ਿਿਨਾਂ ਿਿਸੇ ਿcਮਤ ਵਾ਱cਆਂ ਩ੰ ਜਾਿc ਸੇਵਾਵਾਂ ਦc ਵਰਤੋਂ ਿਰਨ ਱ਈ, ਆ਩ਣੇ ਆਈਡc ਿਾਰਡ
‘ਤੇ ਿਦਿੱ ਤੇ ਨੰ ਿਰ 'ਤੇ ਫ਼ੋਨ ਿਰ।ੋ

Romanian PįƇtru ē ēġġįsē šrētuŮt sįrvŮġŮŮƀį īį ƀŮƆĠĚ, ēpįƀēțŮ ƇuƆĚruƀ īį pį ġērīuƀ īį ƆįƆĠru. 

Russian 
Для того чтобы бесплатно получить помощь переводчика, позвоните по 
телефону, приведенному на вашей идентификационной карте. 

Samoan 
Mō ƀį ƆēuēŮƇē o 'au'aunaga tau gagana e aunoa ma se totogi, vala'au le numera i 
luga o lau pepa ID. 

Serbo-Croatian 
Ɛē ĠįspƀētƇį prįvƎīŮƀēĤŽį usƀušį pƎzƎvŮtį ĠrƎź ƇēvįīįƇ Ƈē ƄēšƎź ŮīįƇtŮĹŮŽēġŮƎƇƎź 
kartici. 

Spanish 
Para acceder a los servicios lingüísticos sin costo alguno, llame al número que figura 
en su tarjeta de identificación. 

Sudanic Fulfulde 
Hįįɓē ē Ƈēēstē Ƈīįr įŽŽŮtƎƀ źēēƇšŮrīį wƎƀīįźŮ wēƀƀē yƎɓušƎ, įwƇu ƀēƆĠē źį ɗƎƇ 
wŮƇīŮ ūē īƎ ɗįrƎwƎƀ Ɔēēɗē. 

Swahili 
Kupata huduma za lugha bila malipo kwako, piga nambari iliyo kwenye kadi yako ya 
kitambulisho. 

Syriac-Assyrian 
ܓܵܢܵܐܝܼܬ، ܼܲ ܡܑ  ܫܵܢܵ ܸ ܠܒܒ 

ܵ ܬܪ ܝܼܲ ܼܲ ܗܕܒ 
ܬܹ ܹ̈ ܼܲ ܡܠ ܸ ܚܠ  ܼܲ ܥܢ  ܼ ܘ̄ܬܝܑ  ܪܵ ܼ ܣܢܞܢ  ܬܵܒܐ ܸ ܼ ܘܞ ܕܵܡܵ

ܲ
ܼ ܗܑ  ܵ ܩܬ ܸ ܦܠ  ܼܲ ܥܑ  ܢܞܵܢܵ ܸ ܡܢ 

ܲ ܘܡ ܼ ܝ ܪܩ
ܘܲ .ܢ ܼ ܟܘ ܕܝ ܼܵ

Tagalog 
Upang ma-access ang mga serbisyo sa wika nang walang bayad, tawagan ang 
numero sa iyong ID card. 

Telugu 
భాష సేవలను మీకు ఖర్చు లేకుుండా అుందుకునుందుకు, మీ ఐడి కార్చు పై ఉన్న న్ుంబర్చకు కాల్ 

చేయుండి. 

Thai หากท่านตอ้งการเขา้ถงึการบรกิารทางดา้นภาษาโดยไมม่คีา่ใชจ้่าย โปรดโทรหมายเลขท่แีสดงอย่บูนบตัรประจ าตวัของท่าน 

Tongan 
Kēpēu ‘ƎŽu Žį ĹŮįƆē’u tē’įtōtōƇšŮ ‘ē į ƇšēēūŮ sĵvįsŮ ŽƎtƎē pĵ ūį ƇšēēūŮ ƀįē ŽƎtƎē, 
tįƀįĹƎƇŮ ŽŮ ūį ĹŮŽē ‘ƎŽu ūę ētu ‘Ů ūƎ’Ǝ ID ŽēētŮ. 

Turkish DŮƀ ūŮzƆįtƀįrŮƇį üġrįtsŮz ƎƀērēŽ įrŮŢƆįŽ ŮĦŮƇ ŽŮƆƀŮŽ ŽērtŷƇŷzīēŽŮ ƇuƆērēyŷ ērēyŷƇ. 

Ukrainian 
Щоб безкоштовнź отримати мовні послуги, задзвоніть за номером, вказаним на 
вашій ідентифікайній картці. 

Urdu
  Ζے ٧پاے، یے لڪی ئبنـفΑےڪڻ نی ُ مک ت بل پف ڪج ٦نΒف دــڈ پف بڪ ΕIDبذمخی ٦بسل

۔ ںڪفی

Vietnamese 
Đҳ sӊ īụƇš ġĕġ īịġū vụ ƇšƀƇ ƇšӋ ƆŮҴƇ pūŰ, vuŮ ƀƏƇš šỌŮ số ĭŮҵƇ tūƎạŮ šūŮ trĲƇ tūẺ ID 
ġỦē quý vị. 

Yiddish ל. טקאר IDער ייאף יער אומועם נל, רופט דצאאפן י פויס פרעסיווערסך פראשן עמקוו באצ

Yoruba LĕtŮ rĕyİsŰ ĔwỌƇ Ůṣẹ ́ İīİ ĹúƇ Ọ ƀỌ́Ĺẹ̀ẹ́, pį ƇỌ́ƆĠĔ tſ wĔ ƀſrŰ ŽĕĔīů ůīĕƇŮƆỌ ̀ rẹ. 
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