Anthem@
BlueCross BlueShield @

Schedule of Benefits (Who Pays What)
Anthem Blue Cross and Blue Shield
Name of Carrier
BlueClassic for Group
Name of Plan
30-60-2000/5000-70%
15/50/70/30%

PART A: TYPE OF COVERAGE
1. TYPE OF PLAN
2. OUT-OF-NETWORK CARE COVERED?'
3. AREAS OF COLORADO WHERE PLAN IS
AVAILABLE

Preferred Provider plan
Yes, but the patient pays more for Out-of-Network care
Plan is available throughout Colorado

PART B: SUMMARY OF BENEFITS

Important Note: This form is not a contract, it is only a summary. The contents of this form are subject to the provisions
of the policy, which contains all terms, covenants and conditions of coverage. Your plan may exclude coverage for certain
treatments, diagnoses, or services not noted below. The benefits shown in this summary may only be available if required
plan procedures are followed (e.g., plans may require Precertification, prior authorization, a referral from your Primary
Care Provider, or use of specified providers or facilities). Consult the actual policy to determine the exact terms and

conditions of coverage. Coinsurance and copayment options reflect the amount the covered person will pay.

IN-NETWORK

OUT-OF-NETWORK

4. DEDUCTIBLE TYPE®

Calendar Year

Calendar Year

4a. ANNUAL DEDUCTIBLE®
a) Individual®
b) Family®

$2,000, excludes Copayments
$6,000, excludes Copayments

One Member may not contribute any
more than the individual Deductible
towards the family Deductible.

Some Covered Services have a
maximum benefit of days, visits or
dollar amounts allowed. When the
Deductible is applied to a Covered
Service which has a maximum benefit
of days or visits, those maximum
benefits will be reduced by the
amount applied toward the
Deductible, whether or not the
Covered Service is paid.

$6,000, excludes Copayments
$18,000, excludes Copayments

One Member may not contribute any
more than the individual Deductible
towards the family Deductible.

Some Covered Services have a
maximum benefit of days, visits or
dollar amounts allowed. When the
Deductible is applied to a Covered
Service which has a maximum benefit
of days or visits, those maximum
benefits will be reduced by the
amount applied toward the
Deductible, whether or not the
Covered Service is paid.

Anthem Blue Cross and Blue Shield is the trade name of Rocky Mountain Hospital and Medical Service, Inc. HMO products are underwritten by HMO Colorado, Inc. Independent
licensees of the Blue Cross and Blue Shield Association. ® ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross and Blue Shield names and
symbols are registered marks of the Blue Cross and Blue Shield Association.

Si necesita ayuda en espafiol para entender este documento, puede solicitarla sin costo adicional, llamando al nimero de servicio al cliente.

If you need Spanish-language assistance to understand this document, you may request it at no additional cost by calling member services at the number on the back of your

UAnlth Danafit IN Card

CO BlueClassic 15 30-60-2000/5000-70% 06-00133
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IN-NETWORK

OUT-OF-NETWORK

5. OUT-OF-POCKET ANNUAL
MAXIMUM®
a) Individual

b) Family

c) Is deductible included in
the out-of-pocket
maximum?

$5,000 Copayments, Deductible and
Coinsurance are included in the Out-
of-Pocket Annual Maximum.

$10,000 Copayments, Deductible and
Coinsurance are included in the Out-
of-Pocket Annual Maximum.

One Member may not contribute any
more than the individual Out-of-
Pocket Annual Maximum towards the
family Out-of-Pocket Annual
Maximum.

Yes

Some Covered Services have a
maximum benefit of days, visits or
dollar amounts allowed. These
maximums apply even if the
applicable  Out-of-Pocket  Annual
Maximum is satisfied.

$15,000 Copayments, Deductible and
Coinsurance are included in the Out-
of-Pocket Annual Maximum.

$30,000 Copayments, Deductible and
Coinsurance are included in the Out-
of-Pocket Annual Maximum.

One Member may not contribute any
more than the individual Out-of-
Pocket Annual Maximum towards the
family Out-of-Pocket Annual
Maximum.

Yes

Some Covered Services have a
maximum benefit of days, visits or
dollar amounts allowed. These
maximums apply even if the
applicable  Out-of-Pocket  Annual
Maximum is satisfied. The difference
between Billed Charges and the
Maximum Allowed Amount for non-
participating Providers does not count
toward the Out-of-Pocket Annual
Maximum. Even once the Out-of-
Pocket Annual Maximum is satisfied,
you will still be responsible for paying
the difference between the Maximum
Allowed Amount and the non-
participating Providers Billed Charges
(sometimes called “balance billing”).

The amounts you pay for Out-of-
Network Covered Services are in
addition to your balance billing costs.

6. LIFETIME OR BENEFIT
MAXIMUM PAID BY THE PLAN
FOR ALL CARE

No lifetime maximum for most

Covered Services.

No lifetime maximum for most
Covered Services.

7A. COVERED PROVIDERS

Anthem Blue Cross and Blue Shield
PPO Provider network. See Provider
directory for complete list of current
Providers.

All Providers licensed or certified to
provide Covered Services.

7B. With respect to network plans,
are all the providers listed in 7A
accessible to me through my
Primary Care Provider?

Yes

Yes

CO BlueClassic 15 30-60-2000/5000-70% 06-00133
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IN-NETWORK OUT-OF-NETWORK
8. MEDICAL OFFICE VISITS®
a) Primary Care Providers $30 Copayment per office visit. You | You pay 50% after Deductible
pay 30% after Deductible for all other
services (e.g., laboratory and x-ray
services)
b) Specialists $60 Copayment per office visit. You | You pay 50% after Deductible
pay 30% after Deductible for all other
services (e.g., laboratory and x-ray
services)
9. PREVENTIVE CARE
a) Children’s services No Copayment (100% covered) You pay 50% after Deductible
b) Adult’s services No Copayment (100% covered) You pay 50% after Deductible
10. MATERNITY
a) Prenatal care $60 Copayment for services from a | You pay 50% after Deductible for
Primary Care Provider or $60 | prenatal care office visits/delivery
Copayment for services from a | from the Doctor
Specialist, for first prenatal care office
visit/delivery from the Doctor. You pay
30% after Deductible for all other
services (e.g., laboratory and x-ray
services).
b) Delivery & inpatient well You pay 30% after Deductible You pay 50% after Deductible
baby care’
11. PRESCRIPTION DRUGS Inpatient Care - Included with the | Inpatient Care - Included with the

Level of coverage and
restrictions on prescriptions6

inpatient Hospital benefit (see line
12).

Outpatient Care Retail Pharmacy -
Tier 1 $15 Copayment, tier 2 $50
Copayment, tier 3 $70 Copayment,
ter 4 30% Copayment, per
prescription up to a 30-day supply.
For tier 4 Retail Pharmacy Drugs, the

maximum Copayment per
prescription is $350 per 30-day
supply.

Tier 1, tier 2 and tier 3 non-specialty
Maintenance Medications may be
filed up to a 90-day supply at a
Maintenance Pharmacy. You are
required to pay a Retail Pharmacy
Copayment for each 30-day supply.

Outpatient Care Specialty
Pharmacy - Tier 1 $15 Copayment,
tier 2 $50 Copayment, tier 3 $70
Copayment, tier 4 30% Copayment,
per prescription up to a 30-day
supply. For tier 4 Specialty Pharmacy
Drugs the maximum Copayment per
prescription is $350 per 30-day
supply. Certain Specialty Drugs are
only available from the Specialty

inpatient Hospital benefit (see line
12).

Outpatient Care Retail Pharmacy
Drugs - Not covered

Outpatient Care Specialty
Pharmacy Drugs - Not covered

CO BlueClassic 15 30-60-2000/5000-70% 06-00133
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IN-NETWORK

OUT-OF-NETWORK

Pharmacy and you will not be able to
get them at a Retail Pharmacy or
through the Home Delivery (Mail
Order) Pharmacy. When you get
Specialty Drugs from the Specialty
Pharmacy, you will have to pay the
same Copayment you pay for a 30-
day supply at a Retail Pharmacy.

Outpatient Care Home Delivery
Pharmacy - Tier 1 $37.50
Copayment, tier 2 $150 Copayment,
ter 3 $210 Copayment, per
prescription up to a 90-day supply.
Specialty pharmacy drugs are not
available through the Home Delivery
Pharmacy.

Outpatient Care Home Delivery
Pharmacy Drugs - Not covered

12.

INPATIENT HOSPITAL

You pay 30% after Deductible

You pay 50% after Deductible

13.

OUTPATIENT / AMBULATORY
SURGERY AT A FACILITY

You pay 30% after Deductible

You pay 50% after Deductible

14.

DIAGNOSTICS
a) Laboratory & x-ray

b) MRI, nuclear medicine, and
other high-tech services

You pay 30% after Deductible

You pay 30% after Deductible

You pay 50% after Deductible.

You pay 50% after Deductible.

15.

EMERGENCY CARE’

You pay 30% after Deductible

Out-of-Network care is paid as In-
Network

16.

AMBULANCE

You pay 30% after Deductible

Out-of-Network care is paid as In-
Network; non-emergency ambulance
services will be limited to a maximum
benefit of $50,000 per occurrence.

17.

URGENT, NON-ROUTINE,
AFTER HOURS CARE

$60 Copayment per visit. You pay
30% after Deductible for all other
services including laboratory and x-
ray services.

You pay 50% after Deductible

18.

MENTAL HEALTH CARE
a) Inpatient care

b) Outpatient care

You pay 30% after Deductible

For outpatient facility services, you
pay 30% after Deductible; for
outpatient office visits and
professional services (including online
visits), you pay $30 Copayment per
visit.

Mental health care includes without
limitation, biologically based mental
illness, care that has a psychiatric
diagnosis or that require specific
psychotherapeutic treatment,
regardless of the underlying condition.

You pay 50% after Deductible
You pay 50% after Deductible

Mental health care includes without
limitation, biologically based mental
illness, care that has a psychiatric
diagnosis or that require specific
psychotherapeutic treatment,
regardless of the underlying condition.
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IN-NETWORK

OUT-OF-NETWORK

19. ALCOHOL & SUBSTANCE

ABUSE

Inpatient Care - You pay 30% after
Deductible

Outpatient Care - For outpatient
facility services, you pay 30% after
Deductible; for outpatient office visits
and professional services (including
online visits), you pay $30 Copayment
per visit.

Inpatient Care - You pay 50% after
Deductible

Outpatient Care - You pay 50% after
Deductible

20. PHYSICAL, OCCUPATIONAL, &

SPEECH THERAPY

Inpatient Care - Included with the
inpatient Hospital benefit (see line
12). Up to 30 inpatient rehab days per
calendar year In and Out-of-Network
combined.

Outpatient Care - You pay 30% after
Deductible. Up to 20 visits each for
physical, occupational and speech
therapy per calendar year In and Out-
of-Network combined. From birth until
the Member’s sixth birthday, benefits
are provided as required by
applicable law.

Inpatient Care - Included with the
inpatient Hospital benefit (see line
12). Up to 30 inpatient rehab days per
calendar year In and Out-of-Network
combined.

Outpatient Care - You pay 50% after
Deductible. Up to 20 visits each for
physical, occupational and speech
therapy per calendar year In and Out-
of-Network combined. From birth until
the Member’s sixth birthday benefits
are provided as required by
applicable law.

Deductible

Outpatient Care - $30 Copayment
per office visit for services from a
Primary Care Provider or $60
Copayment per office visit for services
from a Specialist. You pay 30% after
Deductible for all other services (e.g.,
laboratory and x-ray services).

Transportation and lodging services
are limited to a maximum benefit of
$10,000 per Transplant Benefit
Period; unrelated donor searches are
limited to a maximum benefit of
$30,000 per Transplant Benefit
Period.

21. DURABLE MEDICAL You pay 30% after Deductible. One | Not covered
EQUIPMENT wig after cancer treatment up to a
maximum benefit of $500 per
Member.
22. OXYGEN You pay 30% after Deductible Not covered
23. ORGAN TRANSPLANTS Inpatient Care - You pay 30% after | Inpatient Care - Not covered

Outpatient Care - Not covered

24. HOME HEALTH CARE

You pay 30% after Deductible. Up to
100 visits per calendar year.

Not covered

25. HOSPICE CARE

Inpatient Care You
Deductible or Coinsurance

- pay no

Outpatient Care You pay no
Deductible or Coinsurance

Inpatient Care - You pay 50% after
Deductible

Outpatient Care - You pay 50% after
Deductible

CO BlueClassic 15 30-60-2000/5000-70% 06-00133
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IN-NETWORK

OUT-OF-NETWORK

26. SKILLED NURSING FACILITY
CARE

You pay 30% after Deductible. Up to
100 days per calendar year In and
Out-of-Network combined.

You pay 50% after Deductible. Up to
100 days per calendar year In and
Out-of-Network combined.

27. DENTAL CARE

Not covered

Not covered

28. VISION CARE

Not covered

Not covered

29. CHIROPRACTIC THERAPY

$30 Copayment per office visit. You
pay 30% after Deductible for all other
services (e.g., laboratory and x-ray
services). Up to 20 visits per calendar
year, regardless of which type of
Provider renders the therapy.

Not covered

30. SIGNIFICANT ADDITIONAL
COVERED SERVICES

Retail Health Clinic

$30 Copayment per office visit. You
pay 30% after Deductible for all other
services (e.g., laboratory and x-ray
services).

Online Visits
$30 Copayment per visit.

For Mental Health or Substance
Abuse see lines 18 and 19 for
payment information.

Other Covered Services

e Massage Therapy - $30
Copayment per office visit. Up to
20 visits per calendar year
combined for massage and
acupuncture therapy, regardless of
which type of Provider renders the
therapy.

¢ Acupuncture/Nerve Pathway
Therapy - $30 Copayment per
office visit. You pay 30% after
Deductible for all other services
(e.g., laboratory and x-ray
services). Up to 20 visits per
calendar year combined for
massage and acupuncture therapy,
regardless of which type of
Provider renders the therapy.

¢ Nutritional Counseling (other
than for eating disorders and
Diabetes Management) - $30
Copayment per visit for Specialist.
Up to 4 visits per calendar year.

¢ Nutritional Counseling for eating
disorders - Covered under Mental
Health Care, please see row 19.

¢ Nutritional Counseling for
Diabetes Management - Benefit
level determined by place of
service.

Hearing Aids
Benefit level determined by place of

Retail Health Clinic
Not covered

Online Visits
Not covered

Other Covered Services
e Massage Therapy — Not covered

e Acupuncture/Nerve Pathway
Therapy — Not covered

¢ Nutritional Counseling (other
than for eating disorders and
Diabetes Management) - Not
covered

¢ Nutritional Counseling for eating
disorders - Covered under Mental
Health Care, please see row 19.

¢ Nutritional Counseling for
Diabetes Management - Benefit
level determined by place of
service.

Hearing Aids
Benefit level determined by place of

CO BlueClassic 15 30-60-2000/5000-70% 06-00133

(15_50_70_30%ES.Rx)

6

COLGPPONGFHPDF (Rev. 01-19)




IN-NETWORK

OUT-OF-NETWORK

service. Hearing aids are covered up
to age 18. Initial and replacement
hearing aids will be supplied once
every 5 years.

New hearing aids will be a covered
service when alterations to your
existing hearing aids cannot
adequately meet your needs or be
repaired.

General Information

For outpatient Covered Service not
elsewhere listed, you pay
Coinsurance after Deductible. For
example, this includes chemotherapy
and outpatient non-surgical facility
services. However, some covered
services may require a Copayment
prior to and in addition to the
Coinsurance.

service. Hearing aids are covered up
to age 18. Initial and replacement
hearing aids will be supplied once
every 5 years.

New hearing aids will be a covered
service when alterations to vyour
existing hearing aids cannot
adequately meet your needs or be
repaired.

General Information

For outpatient Covered Service not
elsewhere listed, you pay
Coinsurance after Deductible. For
example, this includes chemotherapy
and outpatient non-surgical facility
services. However, some covered
services may require a Copayment
prior to and in addition to the
Coinsurance.

PART C: LIMITATIONS AND EXCLUSIONS

31. PERIOD DURING WHICH PRE-EXISTING
CONDITIONS ARE NOT COVERED.

Not applicable; plan does not impose limitation periods for
pre-existing conditions.

32.

excluded from the policy?

EXCLUSIONARY RIDERS. Can an individual’s
specific, pre-existing condition be entirely

No

33.
EXISTING CONDITION”?

HOW DOES THE POLICY DEFINE A “PRE-

Not applicable; plan does not exclude coverage for pre-
existing conditions.

34. WHAT TREATMENTS AND CONDITIONS ARE
EXCLUDED UNDER THIS POLICY?

Exclusions vary by policy. A list of exclusions is available
immediately upon request from your carrier, agent, or plan
sponsor (e.g., employer). Review the list to see if a service
or treatment you may need is excluded from the policy.

PART D: USING THE PLAN

IN-NETWORK

OUT-OF-NETWORK

35. Does the enrollee have to
obtain a referral and/or prior
authorization for specialty care
in most or all cases?

No

No

36. Is Precertification required for

surgical procedures and

Yes, the Doctor who schedules
the procedure or Hospital care is

Yes, you are responsible for obtaining
Precertification.

a covered service than the plan
normally pays, does the
enrollee have to pay the
difference?

hospital care (except in an responsible for obtaining the
emergency)? Precertification.
37. If the provider charges more for | No Yes, you will be responsible for paying

the difference between the Maximum
Allowed
participating Provider's Billed Charges
(sometimes called “balance billing”).

Amount and the non-

The amounts you pay for Out-of-Network
Covered Services are in addition to your
balance billing costs.

38. What is the main member
service number?

877-811-3106

39. Whom do | write/call if | have a
complaint or want to file a
grievance?

Anthem Blue Cross and Blue Shield Complaints and Appeals

700 Broadway, Denver, CO 80273
877-811-3106

CO BlueClassic 15 30-60-2000/5000-70% 06-00133
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40. Whom do | contact if | am not Write to: Colorado Division of Insurance
satisfied with the resolution of | ICARE Section

my complaint or grievance? 1560 Broadway, Suite 850, Denver, CO 80202
41. To assist in filing a grievance, Policy form #s COLGPPONGF
indicate the form number of Large Group

this policy; whether it is
individual, small group, or large
group; and if it is a short-term
policy.

42. Does the plan have a binding Yes
arbitration clause?

! “Network” refers to a specified group of physicians, hospitals, medical clinics and other health care providers that your
plan may require you to use in order for you to get any coverage at all under the plan, or that the plan may encourage you
to use because it may pay more of your bill if you use their network providers (i.e., go in-network) than if you don’t (i.e., go
out-of-network).

“Deductible Type” indicates whether the deductible period is “Calendar Year” (January 1 through December 31) or
“Benefit Year” (i.e., based on a benefit year beginning on the policy’s anniversary date) or if the deductible is based on
other requirements such as a “Per Accident or Injury” or Per Confinement”.

22 «“Deductible” means the amount you will have to pay for allowable covered expenses under a health plan during a
specified time period (e.g., a calendar year or benefit year) before the carrier will cover those expenses. The specific
expenses that are subject to deductible may vary by policy. Expenses that are subject to deductible should be noted in
boxes 8 through 30.

?® “|ndividual” means the deductible amount you and each individual covered by a non-HSA qualified policy will have to
pay for the allowable covered expenses before the carrier will cover those expenses. “Single” means the deductible
amount you will have to pay for allowable covered expenses under an HSA-qualified health plan when you are the only
individual covered by the plan.

2 “Family” is the maximum deductible amount that is required to be met for all family members covered by a non-HSA
qualified policy and it may be an aggregated amount (e.g., “$3,000 per family”) or specified as the number of individual
deductibles that must be met (e.g., “3 deductibles per family”). “Non-single” is the deductible amount that must be met by
one or more family members covered by an HSA-qualified plan before any covered expenses are paid.

% “Out-of-pocket maximum” means the maximum amount you will have to pay for allowable covered expenses under a
health plan.

* Medical office visits include physician, mid-level practitioner, and specialist visits.

® Well baby care includes an in-hospital newborn pediatric visit and newborn hearing screening. The hospital copayment
applies to mother and well-baby together: there are not separate copayments.

6 Prescription drugs otherwise excluded are not covered, regardless of whether preferred generic, preferred brand name,
or non-preferred.

" “Emergency care” means all services delivered in an emergency care facility which are necessary to screen and stabilize
a covered person. The plan must cover this care if a prudent lay person having average knowledge of health services and
medicine and acting reasonably would have believed that an emergency medical condition or life- or limb threatening
emergency existed.

CO BlueClassic 15 30-60-2000/5000-70% 06-00133 8
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Cancer Screenings

At Anthem Blue Cross and Blue Shield and Our subsidiary company, HMO Colorado, Inc., We believe cancer screenings
provide important preventive care that supports Our mission: to improve the lives of the people We serve and the health of
Our communities. We cover cancer screenings as described below.

Pap Tests

All plans provide coverage under the preventive care benefits for a routine annual Pap test and the related office visit.
Payment for the routine Pap test is based on the plan’s provisions for preventive care. Payment for the related office visit
is based on the plan’s preventive care provisions.

Mammogram Screenings

All plans provide coverage under the preventive care benefits for routine screening or diagnostic mammogram regardless
of age. Payment for the mammogram screening benefit is based on the plan’s provisions for preventive care.

Prostate Cancer Screenings

All plans provide coverage under the preventive care benefits for routine prostate cancer screening for men. Payment for
the prostate cancer screening is based on the plan’s provisions for preventive care.

Colorectal Cancer Screenings

Several types of colorectal cancer screening methods exist. All plans provide coverage for routine colorectal cancer
screenings, such as fecal occult blood tests, barium enema, sigmoidoscopies and colonoscopies. Depending on the type
of colorectal cancer screening received, payment for the benefit is based on where the services are rendered and if
rendered as a screening or medical procedure. Colorectal cancer screenings are covered under preventive care as long
as the services provided are for a preventive screening. Payment for preventive colorectal cancer screenings is based on
the plan’s provisions for preventive care.



NOTICE OF
PROTECTION PROVIDED BY
LIFE AND HEALTH INSURANCE PROTECTION ASSOCIATION

This notice provides a brief summary of the Life and Health Insurance Protection Association (“the Association”) and the
protection it provides for policyholders. This safety net was created under Colorado law, which determines who and what
is covered and the amounts of coverage.

The Association was established to provide protection in the unlikely event that your life, annuity or health insurance
company becomes financially unable to meet its obligations and is taken over by its Insurance Department. If this should
happen, the Association will typically arrange to continue coverage and pay claims, in accordance with Colorado law, with
funding from assessments paid by other insurance companies.

The basic protections provided by the Association are:
e Life Insurance
- $300,000 in death benefits
- $100,000 in cash surrender or withdrawal values
e Health Insurance
- $500,000 in hospital, medical and surgical insurance benefits
- $300,000 in disability insurance benefits
- $300,000 in long-term care insurance benefits
- $100,000 in other types of health insurance benefits
¢ Annuities
- $250,000 in withdrawal and cash values

The maximum amount of protection for each individual, regardless of the number of policies or contracts, is $300,000.
Special rules may apply with regard to hospital, medical and surgical insurance benefits.

Note: Certain policies and contracts may not be covered or fully covered. For example, coverage does not extend
to any portion(s) of a policy or contract that the insurer does not guarantee, such as certain investment additions to the
account value of a variable life insurance policy or a variable annuity contract. There are also various residency
requirements and other limitations under Colorado law.

To learn more about the above protections, as well as protections relating to group contracts or retirement plans, please
visit the Association’s website www.colifega.org, email jwrhodesifega.org or contact:

Colorado Life and Health Insurance Protection Colorado Division of Insurance
Association 1560 Broadway, Suite 850

201 Robert S. Kerr Ave. Suite 600 Denver, CO 80202

Oklahoma City, OK 73102 (303) 894-7499
1-800-337-7796

Insurance companies and agents are not allowed by Colorado law to use the existence of the Association or its
coverage to encourage you to purchase any form of insurance. When selecting an insurance company, you should
not rely on Association coverage. If there is any inconsistency between this notice and Colorado law, then
Colorado law will control.


mailto:jwrhodes@colifega.org

Get help in your language

Curious to know what all this says? We would be too. Here’s the English version:

You have the right to get this information and help in your language for free. Call the Member Services number on
your ID card for help. (TTY/TDD: 711)

Separate from our language assistance program, we make documents
available in alternate formats for members with visual impairments. If
you need a copy of this document in an alternate format, please call
the Member Services telephone number on the back of your ID card.

Spanish

Tiene el derecho de obtener esta informacién y ayuda en su idioma en forma gratuita. Llame al numero de
Servicios para Miembros que figura en su tarjeta de identificacion para obtener ayuda. (TTY/TDD: 711)

Albanian
Keni té drejtén t€ merrni falas ndihmé dhe informacion né gjuhén tuaj. Pér ndihmé, telefononi numrin e
shérbimeve pér anétarét, té shénuar né kartén tuaj ID. (TTY/TDD: 711)
Ambharic

LUF? a0l AG A (LTRP 1R AT P99TTH ool AAPF= AN (90F0EeP AL PAD<T PAAA ATNINAT £TC
£.Lm-(:x(TTY/TDD: 711)

Arabic
el Lalal) Cay pail) A8y e 3 5m sall slime Y1 ciland 28 5y Joail Ulaa lialy sae Lusall 5 il shaall 038 e J ganl) &l 32,
(TTY/TDD: 711)s2cbuall

Armenian

Tnip hpwynip mubp QbLp (Eqny wbddwp vnwbw] wju nbknbjunynipmiap b gulhllu‘lgtu?s
oqunipjniti: Oqunipjnit unnwbwnt hwdwp quiuquhwptp Uinudubph vyuwuwpdwt jEunpnt tp
ID pupunp Jpu wpqud hwdwpny: (TTY/TDD: 711)

Bassa

M bédé dyi-bedgin-ded bé t ké b3 nia ke ke gbo-kpa- kpa dyé dé m bidi-wadtn bo pidyi. Da méba jé gbo-gmd
Kpde ndba nia ni Dyi-dyoin-bg3 ke bé m ké gbo-kpa-kpa dyé. (TTY/TDD: 711)

Bengali

A RARCE 93 92 ANSTR @ WA ST AR FI S SC>I ARICAT Gy S S12fE FICE AP W AR T30 e
F=(TTY/TDD: 711)

Burmese

3290532000542 307350303 20&omamoomyE 3208 q3EYE c0EaaE§ilaogdi
2093003 qurg$ 20¢ ID 008§ 3808300905 08§6800EggP: rs6l $3l05a3 esladdl
(TTY/TDD: 711)

Chinese
A ATNEES B ESZE B - S5 Ty ID £ _ LRk B IR aiiE =K 8 - (TTY/TDD: 711)
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Dinka

Yin nan yic ba ye Iék né yok ku bé yi kuony né thon yin jam ke cin wéu téu ké piiny. Col ran t6n dé koc ké luodi né
namba dén t5 né |.D kat du yic. (TTY/TDD: 711)

Dutch

U hebt het recht om deze informatie en hulp gratis in uw taal te krijgen. Bel het ledendienstennummer op uw ID-
kaart voor ondersteuning. (TTY/TDD: 711)

Farsi

Cilada S g o et 4 CSaS il 53 (51,208 il 5 (353 () 4 B Gy e 4y | LSS 5 e Sal (il 4S 3l 1) G ol ek
(TTY/TDD: 711). 2080 (e el 023 )3 (5 lid &S 5y g 4S eliac]

French

Vous avez le droit d’accéder gratuitement a ces informations et & une aide dans votre langue. Pour cela, veuillez
appeler le numéro des Services destinés aux membres qui figure sur votre carte d’identification. (TTY/TDD: 711)

German

Sie haben das Recht, diese Informationen und Unterstitzung kostenlos in Ihrer Sprache zu erhalten. Rufen Sie
die auf Ihrer ID-Karte angegebene Servicenummer fir Mitglieder an, um Hilfe anzufordern. (TTY/TDD: 711)

Greek

‘ExeTte TO OIKaiwPa va AGBETE QUTES TIG TTANPOPOpIES Kal AuTAV Tn Bonbeia atn yAwooa agag dwpedv. KaAéoTe Tov
apiBuo Tou TuARuartog Ymnpeoiwv MéAoug (Member Services) TTou avaypd@sTal otnv TautétnTtd gag (ID card) yia
Bonbeia. (TTY/TDD: 711)

Gujarati

AR A3 AU HL HsAHT 2 HUB AL 41l Hee Roclalloll A@As12 YR 81 HEE HIS dAHIRL ALETI| 51§ URell RIeR
Ul ololr UR SlAd 8. (TTY/TDD: 711)
Haitian

Ou gen dwa pou resevwa enfdbmasyon sa a ak asistans nan lang ou pou gratis. Rele nimewo Manm Sévis la ki
sou kat idantifikasyon ou a pou jwenn éd. (TTY/TDD: 711)

Hindi

39 9T g ST 3R Hee 3H9eA {197 7 Hod H Todd a3l &l ISR g1 Fee & T 39+ ID H1S | Heed
JATV fek W FieT HL| (TTY/TDD: 711)

Hmong

Koj muaj cai tau txais ghov lus ghia no thiab kev pab hais ua koj hom lus yam tsis xam tus nqi. Hu rau tus nab
npawb xov tooj lis Cov Kev Pab Cuam Rau Tswv Cuab nyob rau ntawm koj daim ID txhawm rau thov kev pab.
(TTY/TDD: 711)

Igbo

| nwere ikike inweta ozi a yana enyemaka n’asusu gi n’efu. Kpoo nomba Qru Onye Otu di na kaadi NJ gi maka
enyemaka. (TTY/TDD: 711)

llokano

Addanka ti karbengan a maala iti daytoy nga impormasyon ken tulong para ti lengguahem nga awanan ti
bayadna. Awagan ti numero ti Serbisyo para ti Kameng a masarakan ayan ti ID kard mo para ti tulong. (TTY/TDD:
711)

Indonesian

Anda berhak untuk mendapatkan informasi ini dan bantuan dalam bahasa Anda secara gratis. Hubungi nomor
Layanan Anggota pada kartu ID Anda untuk mendapatkan bantuan. (TTY/TDD: 711)

05178COMENMUB 06/16 General



Italian

Ha il diritto di ricevere queste informazioni ed eventuale assistenza nella sua lingua senza alcun costo aggiuntivo.
Per assistenza, chiami il numero dedicato ai Servizi per i membri riportato sul suo libretto. (TTY/TDD: 711)

Japanese

COFMEXEEHRLITIEECENTRIZENTEET  XIEER(TBICE. IDAH— RICEEHEINTLIAV N - —EE
FICEFEL TS, (TTY/TDD: 711)

Khmer

HEEISUSSHMISgUfisTmSsIS: SHSSUNSWMMUIUNHRIEN WSS SN
VPTG NISTiUS1N e S/IEUENSUTUN ID ugmEYjsgussw (TTY/TDD: 711)

Kirundi

Ufise uburenganzira bwo gufashwa mu rurimi rwawe ku buntu. Akura umunywanyi abikora |karatakarangamuntu
yawe kugira ufashwe. (TTY/TDD: 711)

Korean

HotoA= F22 Of HEE Y1 F5te Qo2 =25 WS H2[7t ASLLEL =88 P22{H 75t ID
FIE0]| = 3|8 MH|A M2 MISHAA| Q. (TTY/TDD: 711)

Lao

mmuzolosueuww ccos s)ov,UaoecmacUDw‘)svesgmmioeucs@m
immvcu?maegwwuzmws mqnm‘lm’?o’?uuou £990702991cWo200D808cHO. (TTY/TDD: 711)

Navajo

Bee n1 ahoot’i’ 11 ni nizaad k’ehj7 n7k1 a’doowo[ t'11 j77k’e. Naaltsoos bee atah n717n7g77 bee n44ho’dOlzingo
nanitin7g77 b44sh bee hane’7 bik11’ 1aj8 hod77Inih. Naaltsoos bee atah n7I7n7g77 bee n44ho’d0lzingo
nanitin7g77 b44sh bee hane’7 bik11’ 1aj8’ hod77Inih. (TTY/TDD: 711)

Nepali

TATS e AT ST TUT HEANT ITTF=AT HTSTHAT fo1:Qoeh ATecl et TUTShT RN &1 HETIhT oll19T TITSehT D HISHAT
fegUeT HeFT WaT FAFaRHAT Fef eI (TTY/TDD: 711)

Oromo

Odeeffanoo kana fi gargaarsa afaan keetiin kaffalti malee argachuuf mirga gabda. Gargaarsa argachuuf
lakkoofsa bilbilaa tajaajila miseensaa (Member Services) waragaa enyummaa kee irratti argamu irratti bilbili.
(TTY/TDD: 711)

Pennsylvania Dutch

Du hoscht die Recht selle Information un Helfe in dei Schprooch mitaus Koscht griege. Ruf die Member Services
Nummer uff dei ID Kaarte fer Helfe aa. (TTY/TDD: 711)

Polish

Masz prawo do bezptatnego otrzymania niniejszych informacji oraz uzyskania pomocy w swoim jezyku. W tym
celu skontaktuj sie z Dziatem Obstugi Klienta pod numerem telefonu podanym na karcie identyfikacyjne;.
(TTY/TDD: 711)

Portuguese-Europe

Tem o direito de receber gratuitamente estas informacdes e ajuda no seu idioma. Ligue para o niumero dos
Servigos para Membros indicado no seu cartdo de identificacdo para obter ajuda. (TTY/TDD: 711)

Punjabi
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FT$ e I 1< fod Aearal W3 HeT Hed R Yu3 396 T witidg J1 Hee 38 wuE Wil 993 €3 Heg
AafefAa &89 3 % 31 (TTY/TDD: 711)

Romanian

Aveti dreptul s&@ obtineti aceste informatii si asistentd in limba dvs. in mod gratuit. Pentru asistenta, apelati
numarul departamentului de servicii destinate membrilor de pe cardul dvs. de identificare. (TTY/TDD: 711)

Russian

Bbl umeeTe npaBo MOMNy4MTb SAHHYH MHGOpMauUUo M NMOMOLLb Ha Ballem si3blke GecnnaTtHo. Ons nonyyeHus
MOMOLLM 3BOHUTE B OTAEN OOCMY)XMBAHUS Y4aCTHUKOB MO HOMEPY, YKa3aHHOMY Ha Balleil MaeHTUUKaLNOHHON
kapte. (TTY/TDD: 711)

Samoan

E iai lou ‘aia faaletulafono e maua nei faamatalaga ma se fesoasoani i lou lava gagana e aunoa ma se totogi. Vili
le numera mo Sauniuniga mo lou Vaega o loo maua i lou pepa faailoa ID mo se fesoasoani. (TTY/TDD: 711)

Serbian

Imate pravo da dobijete sve informacije i pomo¢ na vasem jeziku, i to potpuno besplatno. Pozovite broj Centra za
podrsku €lanovima koji se nalazi na vasoj identifikacionoj kartici. (TTY/TDD: 711)

Tagalog

May karapatan kayong makuha ang impormasyon at tulong na ito sa ginagamit ninyong wika nang walang bayad.
Tumawag sa numero ng Member Services na nasa inyong ID card para sa tulong. (TTY/TDD: 711)

Thai

Nuilansa a%’uu’%miaaumwﬁagaLLa:mm"ﬁaﬂmﬁalummm 2ITNUNT

InsluAnunsmareuimIsndnuuinsdsziavesinwiavaanusiawiie (TTY/TDD: 711)

Ukrainian

Bu maeTe npaBo 06e3KOWTOBHO OTpMMaTth iHOpMauilo Ta LOMOMOry CBOEK pigHOH MoBow. [lo gonomory
3BepranTecss 3a HOMEpPOM Ccnykbu nigTPUMKM YyYacHUKIB MNporpaMmu CTpaxyBaHHS, YKas3aHUMM Ha Ballin
ineHTudikauinHii kapTui. (TTY/TDD: 711)

Urdu

dls_,s‘)mw}‘)u‘)mj};}a}ﬁ)&&géicu‘Gdéih.sldalsd)maééu‘)}‘@u}luu‘&L\S.Augﬁub‘)@u‘_95&?\‘
(TTY/TDD:711)-0S

Vietnamese

Quy vi c6 quyén nhan mién phi thong tin nay va s tro gilp bang ngén nglr cta quy vi. Hay goi cho sé Dich Vu
Thanh Vién trén thé ID cla quy vi dé dwoc giup d&. (TTY/TDD: 711)

Yiddish

.D1'N2 IXIOW WK 'R VD7D [IX Y'YRNIROYI'N DYT [YNIPRA IX DOV T URN 'R UK QIR YNNI [VAITR yanyn *T 09N
(TTY/TDD:711) 9'7'n XD 7077

Yoruba
O ni &t lati gba iwifun yii ki o si séranwo ni édé re 16féé. Pe Nomba awon ipésé omo-egbé 16ri kaadi idanimo re
fun iranwg. (TTY/TDD: 711)
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It’s important we treat you fairly

That’s why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude people,
or treat them differently on the basis of race, color, national origin, sex, age or disability. For people with disabilities, we
offer free aids and services. For people whose primary language isn’t English, we offer free language assistance services
through interpreters and other written languages. Interested in these services? Call the Member Services number on your
ID card for help (TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color,
national origin, age, disability, or sex, you can file a complaint, also known as a grievance. You can file a complaint with
our Compliance Coordinator in writing to Compliance Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond,
VA 23279. Or you can file a complaint with the U.S. Department of Health and Human Services, Office for Civil Rights at
200 Independence Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-1019 (TDD:
1- 800-537-7697) or online at hitps://ocrportal.hhs.gov/ocr/portal/lobby.jsf . Complaint forms are available
at http://www.hhs.gov/ocr/office/file/index.html



https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

