Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

rehirst 1@ ] ] Coverage Period: 01/01/2026 - 12/31/2026
(]_;)EiueC?lOTC: BlueChoice HMO Silver 2000 Ded Coverage for: Individual | Plan Type: HMO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the
cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only a

" summary. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other
underlined terms, see the Glossary. You can see the Glossary at www.carefirst.com/sbcg or call 1-855-258-6518 to request a copy. For more information about
your coverage, or to get a copy of the complete terms of coverage, please visit http://content.carefirst.com/sbc/contracts/AHNDC01BRXXDC366.pdf.

important Questions _ Answers __[Why This Matters

Generally, you must pay all the costs from provider up to the deductible amount before this

: ) : - plan begins to pay. If you have other family member(s) on the plan, each family member
\é\g:jautcltsiglf:;overall ::na:ﬁ;work' §2,000 Individual/$4,000 may need to meet their own individual deductible, OR all family members may combine to

meet the overall family deductible before the plan begins to pay, depending upon plan
coverage. Please refer to your contract for further details.
Yes, all In-Network preventive care
. services, as well as the following (non-
ﬁ;?otlge;zﬁnnétte; oci;vered hospital facilities only, when applicable):
deductible? Primary care, Retail health, Generic drugs,
—_— Urgent care, Mental Health office visit,
Home health, Hospice.
Yes. Pediatric Dental: In-Network: $25
Are there other deductibles |ndividual; Out-of-Network: $50 Individual. [You must pay all of the costs for these services up to the specific deductible amount
for specific services? Prescription Drug: $250 Individual. There before this plan begins to pay for these services.
are no other specific deductibles.

This plan covers some items and services even if you haven't yet met the deductible
amount. But, a copayment or coinsurance may apply. For example, this plan covers
certain preventive services without cost sharing and before you meet your deductible.
See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.

The out-of-pocket limit is the most you could pay in a plan year for covered services. If
Medical and Prescription Drug combined: |you have other family member(s) on the plan, each family member may need to meet
In-Network: $9,500 Individual/$19,000 their own out-of-pocket limits, OR all family members may combine to meet the overall
Family family out-of-pocket limit, depending upon plan coverage. Please refer to your contract for
further details.

What is the out-of-pocket
limit for this plan?

What is not included in the Premiums, balance-billed charges, and

out-of-pocket limit? health care this plan does not Gover. Even though you pay these expenses, they don't count toward the out-of-pocket limit.

This plan uses a provider network. You will pay less if you use a provider in the plan’s
network. You will pay the most if you use an out-of-network provider, and you might
Will you pay less if you use Yes. See www.carefirst.com or call 1-855- |receive a bill from a provider for the difference between the provider's charge and what
a network provider? 258-6518 for a list of provider network. your plan pays (balance billing). Be aware, your network provider might use an out-of-
network provider for some services (such as lab work). Check with your provider before
you get services.

Do you need a referral to

"t . Y n he speciali h with referral.
see a specialist? No ou can see the specialist you choose without a referra

CarefFirst BlueChoice, Inc. is an independent licensee of the Blue Cross and Blue Shield Association. ® Registered trademark of the Blue Cross and Blue Shield Association.
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u All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical Event | Services You May Need

If you visit a health care
provider’s office or
clinic

If you have a test

Primary care visit to treat an
injury or illness

Specialist visit

Retail Health Clinic

Preventive care/screening/
immunization

Diagnostic test (x-ray, blood
work)

Imaging (CT/PET scans,
MRIs)

SBC ID: SBC20250912AHNDC01BRXXDC366012026

In Network Provider
You will pay the least

Provider: $40 copay per
visit

Hospital Facility:
Deductible, then $50 copay
per visit

Provider: Deductible, then
$100 copay per visit
Hospital Facility:
Deductible, then $50 copay
per visit

$40 copay per visit
No Charge

Lab Test: Non-Hospital:
Deductible, then $25 copay
per visit

Hospital: Deductible, then
$150 copay per visit
X-Ray: Non-Hospital:
Deductible, then $50 copay
per visit

Hospital: Deductible, then
$200 copay per visit

Non-Hospital: Deductible,
then $250 copay per visit
Hospital: Deductible, then
$550 copay per visit

What You Will Pa

Out of Network Provider
You will pay the most

Provider & Hospital Facility:

Not Covered

Provider & Hospital Facility:

Not Covered

Not Covered

Not Covered

Lab Test: Non-Hospital:
Not Covered

Hospital: Not Covered
X-Ray: Non-Hospital: Not
Covered

Hospital: Not Covered

Non-Hospital: Not Covered
Hospital: Not Covered

Limitations, Exceptions, & Other
Important Information

Virtual Connect Plus offers $0 cost share
through selected providers, including
CloseKnit. HSA-qualified plans are
subject to the required deductible.
(www.carefirst.com/virtualconnect)

If a service is rendered at a Hospital
Facility, prior authorization is required,
and the additional Facility charge may

apply.

If a service is rendered at a Hospital
Facility, prior authorization is required,
and the additional Facility charge may

apply.

None

Some services may have limitations or
exclusions based on your contract

Within the CareFirst service area, In-
Network Lab Test benefits apply only to
tests performed at LabCorp. If a service is
rendered at a Hospital Facility, prior
authorization is required, and the Hospital
Diagnostic Test copay or coinsurance will
apply. Please see your contract.

If a service is rendered at a Hospital
Facility, prior authorization is required,
and the additional Facility charge may
apply. Please see your contract.
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Limitations, Exceptions, & Other
Important Information

What You Will Pa
Common Medical Event | Services You May Need In Network Provider Out of Network Provider
You will pay the least You will pay the most

Generic drugs $15 copay Paid As In-Network

Preferred brand drugs Deductible, then $50 copay | Paid As In-Network

If you need drugs to
treat your iliness or
condition

More information about
prescription drug
coverage is available at
www.carefirst.com/rx

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital
stay

SBC ID: SBC20250912AHNDC01BRXXDC366012026

Non-preferred brand drugs

Preferred Specialty drugs

Non-Preferred Specialty
drugs

Facility fee (e.g., ambulatory

surgery center)

Physician/surgeon fees

Emergency room care

Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital
room)

Deductible, then $75 copay

Deductible, then 50% of
Allowed Benefitup to a
Member maximum
payment of $100

Deductible, then 50% of
Allowed Benefitup to a
Member maximum
payment of $150

Non-Hospital: Deductible,
then $300 copay per visit
Hospital: Deductible, then
$500 copay per visit

Non-Hospital & Hospital:
Deductible, then $100
copay per visit

Deductible, then $500
copay per visit

Deductible, then $100
copay per visit

$100 copay per visit

Deductible, then $500
copay per day up to a
Member maximum
payment of $2,500 per
admission

Paid As In-Network

Not Covered

Not Covered

Non-Hospital & Hospital:

Not Covered

Non-Hospital & Hospital:

Not Covered

Paid As In-Network

Paid As In-Network

Paid As In-Network

Not Covered

For all prescription drugs: Prior
authorization may be required for

certain drugs; No Charge for preventive
drugs or contraceptives;

Copay applies to up to 30-day supply; Up
to 90-day supply of maintenance drugs is
2 copays;

Specialty Drugs: Participating Providers:
covered when purchased through the
Exclusive Specialty Pharmacy Network
Non-Participating Providers: Not Covered

For services provided at a Hospital
Facility, prior authorization is required

For services provided at a Hospital
Facility, prior authorization is required

Limited to Emergency Services;
Additional professional charges may
apply; Copay waived if admitted

Prior authorization is required for air
ambulance services, except when
Medically Necessary in an emergency.

Limited to unexpected, urgently required
services

Prior authorization is required
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Common Medical Event | Services You May Need

If you need mental
health, behavioral
health, or substance
abuse services

If you are pregnant

If you need help
recovering or have

Physician/surgeon fees

Outpatient services

Inpatient services

Office visits

Childbirth/delivery
professional services

Childbirth/delivery facility
services

Home health care
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In Network Provider
You will pay the least

Deductible, then $100
copay per visit

Office Visit: $40 copay per

visit

Deductible, then $500
copay per day up to a
Member maximum
payment of $2,500 per
admission

No Charge

Deductible, then $100
copay per visit

Deductible, then $500
copay perday up to a
Member maximum
payment of $2,500 per
admission

No Charge

What You Will Pa
Out of Network Provider
You will pay the most

Not Covered

Office Visit: Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Limitations, Exceptions, & Other
Important Information

None

Virtual Connect Plus offers $0 cost share
through selected providers, including
CloseKnit. HSA-qualified plans are
subject to the required deductible.
(www.carefirst.com/virtualconnect)

For treatment at an Outpatient Hospital
Facility, additional charges may apply

Prior authorization is required; Additional
professional charges may apply

For routine pre/postnatal office visits only.
For non-routine obstetrical care or
complications of pregnancy, cost sharing
may apply. If a service is rendered at a
Hospital Facility, prior authorization is
required.

None

Prior authorization is required

Prior authorization is required; 90
visits/episode of care
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Common Medical Event | Services You May Need

other special health
needs

If your child needs
dental or eye care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

Hospice services

Children’s eye exam

Children’s glasses

Children’s dental check-up

SBC ID: SBC20250912AHNDC01BRXXDC366012026

What You Will Pa

In Network Provider
You will pay the least

Provider: Deductible, then
$100 copay per visit
Hospital Facility:
Deductible, then $50 copay
per visit

Provider: Deductible, then
$100 copay per visit
Hospital Facility:
Deductible, then $50 copay
per visit

Deductible, then $500
copay per day up to a
Member maximum
payment of $2,500 per
admission

Deductible, then 25% of
Allowed Benefit

Inpatient Care: No Charge
Outpatient Care: No
Charge

No Charge

No Charge for
glasses/lenses

No Charge

Out of Network Provider
You will pay the most

Provider & Hospital Facility:
Not Covered

Provider & Hospital Facility:
Not Covered

Not Covered

Not Covered

Inpatient Care: Not
Covered

Outpatient Care: Not
Covered

Member pays expenses in
excess of the Pediatric
Vision Allowed Benefit of
$40

Allowances available for
glasses/lenses

20% of Allowed Benefit

Limitations, Exceptions, & Other
Important Information

Prior authorization is required and if the
service is rendered at a Hospital Facility
the additional Facility charge may apply

Prior authorization is required and if the
service is rendered at a Hospital Facility
the additional Facility charge may apply

Prior authorization is required; 60 days
Ibenefit period

Prior authorization is required for
specified services. Please see your
contract.

Prior authorization is required; For
Participating Providers: Limited to a
maximum 180-day Hospice Eligibility
Period which includes a maximum of 60
days Inpatient Hospice Services per
Hospice Eligibility Period

Limited to Members up to age 19; 1
visit/benefit period

Limited to Members up to age 19; 1 set of
glasses/lenses per benefit period

Limited to Members up to age 19; 2
visits/benefit period
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Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Bariatric surgery e Long-term care e Routine eye care (Adult)
e Cosmetic surgery ¢ Non-emergency care when traveling outside the e Routine foot care

e Dental care (Adult) u.s. o Weight loss programs

e Hearing aids e Private-duty nursing

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Abortion, except in limited circumstances ¢ Chiropractic care o Infertility treatment
e Acupuncture e Coverage provided outside the United States. See
www.carefirst.com

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Department of Labor Employee Benefits Security Administration, http://www.dol.gov/ebsa/healthreform, or call 1-866-444-EBSA (3272); or Department
of Health and Human Services, Center for Consumer Information and Insurance Oversight, http://www.cciio.cms.gov, or call 1-877-267-2323 x61565. Other coverage
options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the
Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or
assistance, contact: Department of Labor Employee Benefits Security Administration, http://www.dol.gov/ebsa/healthreform, or call 1-866-444-EBSA (3272); or
Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, http://www.cciio.cms.gov, or call 1-877-267-2323 x61565.

Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-855-258-6518.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-855-258-6518.
Chinese (F130): AN FRZE T SCRYEE B, BT A 518 1-855-258-6518.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-258-6518.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

Peg is Having a Baby

(9 months of in-network pre-natal care and a hospital
delivery)

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a well-controlled
condition)

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Mia’s Simple Fracture
(in-network emergency room visit and follow up care)

B The plan’s overall deductible $2,000
W Specialist copayment $100
W Hospital (facility) copayment $500
W Other copayment $25

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

B The plan’s overall deductible $2,000
M Specialist copayment $100
W Hospital (facility) copayment $500
M Other coinsurance 25%

This EXAMPLE event includes services like:
Primary care physician office visits (including disease
education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

B The plan’s overall deductible $2,000
W Specialist copayment $100
W Hospital (facility) copayment $500
m Other copayment $50

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost | $12,700 Total Example Cost | $5,600 Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost Sharing Cost Sharing Cost Sharing
Deductibles $2,000 Deductibles $400 Deductibles $2,000
Copayments $600 Copayments $800 Copayments $700
Coinsurance $0 Coinsurance $0 Coinsurance $0

What isn’t covered What isn’t covered What isn’t covered

Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $2,660 The total Joe would pay is $1,220 The total Mia would pay is $2,700

The plan would be responsible for the other costs of these EXAMPLE covered services.

SBC ID: SBC20250912AHNDC01BRXXDC366012026
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Carehrst

Family of health care plans

Notice of Nondiscrimination and
Availability of Language Assistance Services

(UPDATED 4/15/2025)

CareFirst BlueCross BlueShield, CareFirst BlueChoice, Inc. and all of their corporate affiliates (CareFirst) comply
with applicable federal civil rights laws and do not discriminate on the basis of race, color, national origin, age,
disability or sex. CareFirst does not exclude people or treat them differently because of race, color, national
origin, age, disability or sex.

CareFirst:

= Provides free aid and services to people with disabilities 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)
= Provides free language services to people whose primary language is not English, such as:

o Qualified interpreters
o Information written in other languages

If you need these services, please call 855-258-6518.

If you believe CareFirst has failed to provide these services, or discriminated in another way, on the basis of
race, color, national origin, age, disability or sex, you can file a grievance with our CareFirst Civil Rights
Coordinator by mail, fax or email. If you need help filing a grievance, our CareFirst Civil Rights Coordinator is
available to help you.

To file a grievance regarding a violation of federal civil rights, please contact the Civil Rights Coordinator
as indicated below. Please do not send payments, claims issues, or other documentation to this office.

Civil Rights Coordinator, Corporate Office of Civil Rights.

Mailing Address P.O. Box 14858
Lexington, KY 40512
Email Address civilrightscoordinator@carefirst.com
Telephone Number 410-528-7820
Fax Number 410-505-2011

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil
Rights electronically through the Office for Civil Rights Complaint portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building Washington, D.C. 20201
800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc. CareFirst of Maryland, Inc., Group
Hospitalization and Medical Services, Inc., CareFirst BlueChoice, Inc., The Dental Network and First Care, Inc. are independent licensees of the Blue Cross and Blue Shield
Association. In the District of Columbia and Maryland, CareFirst MedPlus is the business name of First Care, Inc. In Virginia, CareFirst MedPlus is the business name of First Care,
Inc. of Maryland (used in VA by: First Care, Inc.). The BLUE CROSS® and BLUE SHIELD® and the Cross and Shield Symbols are registered service marks of the Blue Cross and
Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.
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Attention (English): This notice contains information about your insurance coverage. It may contain key dates
and you may need to take action by certain deadlines. You have the right to get this information and assistance in
your language at no cost. Members should call the phone number on the back of their identification card. All
others may call 1-855-258-6518 and wait through the dialogue until prompted to push 0. When an agent answers,
state the language you need and you will be connected to an interpreter.
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AT {47 (Bengali): 42 TS SisiATa INT FES SIS 2 IR At ZFgHo sifgasfa disms
SN 972 AT TS fAHE ST Wy SAwesst Ao o HA1E | @r==17 SrEry [Anyer a3 vy a3e
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/AR (Chinese) : WWBAMESHAMENRBEENEN. CTERESSHEBEN. TTRRSEEREHL
B BIERELT Eﬂo ZHRREDENFRSENLERNB. e8RS EEETEMNEREMG. H
BT A AT AHEFT 855-258-6518 W HFHAEIE, HEIR iR 0. ERIEFHERR, FRPETENES
. RETFERBEASHE.
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Attention (French): Le présent avis contient des informations essentielles relatives a votre couverture d’assurance.
Il peut inclure des échéances importantes nécessitant une action de votre part dans un delai déterminé. Vous avez
le droit d’obtenir ces informations ainsi qu'une assistance dans votre langue, et ce, sans frais. Les assurés sont
invités a contacter le numero figurant au verso de leur carte d’adhérent. Toute autre personne peut appeler le 855-
258-6518 et patienter jusqu’a |'invitation a composer le (). Lorsque votre appel sera pris en charge, indiquez la
langue souhaitée afin d’étre mis en relation avec un interprete.

Achtung (German): Dieser Hinweis enthilt Informationen zu lhrem Versicherungsschutz. Darin sind
moglicherweise wichtige Termine aufgefiihrt und Sie miissen méglicherweise bis zu bestimmten Fristen
MaBnahmen ergreifen. Sie haben das Recht, diese Informationen und Unterstiitzung kostenlos in lhrer Sprache zu
erhalten. Mitglieder sollten die Telefonnummer auf der Riickseite ihres Mitgliedsausweises anrufen. Alle anderen
kénnen 855-258-6518 anrufen und den Dialog abwarten, bis sie aufgefordert werden, die 0 zu driicken. Wenn ein
Agent antwortet, geben Sie die gewiinschte Sprache an und Sie werden mit einem Dolmetscher verbunden.



B ¢ (Hindi): 39 AT | 3119 141 st & aR H SiaR! 81 399 gecaqef fafeat g aadl & 3R smaet
fAfeSia Tw AT deb BHars &Il U8 Tdbdl &1 3T T8 STHBRI 3R FErdl 319+ 1T # f3: (e Ut & &1
ATUPR &1 WedT Bl U e USd UF & UTe fSU 7T BT Fa% U BId BT ATeC | 3=T JHT AT 855-258-
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FaT¢ ST 3! ATaededr & 3R 3! gUISAT A SireT AT |

Leruoanya (Igbo): 6kwa a nwere ozi banyéré mkpuchi megide ihe mberede gi. O nwere ike inwe ubochi ndi
di 6ké mkpa ma o nwekwara ike idi mkpa ka imee ihe tupu oge ufodu agafee. Inwere ikike inweta ozi a ya na
enyemaka na asusu gi n'akwughi ugwo obula. Ndi ot ga akpo onuogugu ekwenti di na azu kaadi njirimara
ndi otu ha. Ndi 0z¢ nile nwere ike ikpo 855-258-6518 ma chere geruo mkparita uka ruo mgbe asi ha pia 0.
Mgbe onye ozi zara,kwuo asusu ichoro, a ga ejikota gi na onye ntughari asusu.

Attenzione (Italian): Questa informativa contiene informazioni sulla copertura assicurativa. Potrebbe contenere
date importanti e potrebbe essere necessario intraprendere azioni entro determinate scadenze. E possibile ottenere
queste informazioni e assistenza nella propria lingua gratuitamente. 1 membri sono pregati di chiamare il numero
di telefono riportato sul retro del proprio tesserino di riconoscimento. Tutti gli altri possono chiamare il numero
855-258-6518 e rimanere in linea fino a quando non viene richiesto di premere 0. Quando un operatore risponde,
€ necessario indicare la lingua desiderata per essere messi in contatto con un interprete.

2] (Korean): ©] A& A5te] B¥ 04 Welol e Jurt TFo) YFUTh o 7lol & Fa
SRt £ R0 28 4 Dovl, 54 SN £AF Aok & £ AU Asks uE glol
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Baa’akoninizin (Navajo): Dii bee il hane’i béeso nich’adh naa’nil bee nik’é"asti’i bodaholniihgo bee baa dahane’i
biyi’. Dayootkali déo bee ida’ii’aahi haidii shif t’aa bich’{’ji” ha’at’iishif adadiiliitigii biyi’. Dii bee baa dahane’i
doo t°aa jiik’eh nizaad bee nika’e’eyeedgo bee na’ahoot’i’. Bil hada’dit’éhi binaaltsoos nitt’izhi bee béédahozini
baah béésh bee hane’i namboo bika’igii yee dahalne’ dooleel. Naana ta’ j¢eoagioeea) yee dahalne” doo yalti’i
biba’ asdéagju niléi 6 bit adilchiid hodoo’niidji’. Naalnishi haadzij’go, saad ninizinigii bee bit hodiilnih d6o ata’
vatti’i bich’i” ni’doolnih.
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Atencdo (Portuguese): Este aviso contém informagdes sobre a cobertura do seu seguro. Ele pode conter datas
importantes e vocé pode precisar tomar medidas dentro de determinados prazos. Vocé tem o direito de obter essas
informacdes e assisténcia em seu idioma, sem nenhum custo. Os associados deverdo ligar para o nimero de
telefone indicado no verso do seu cartdo de identificacéo de associado. Todos os outros podem ligar para 855-
258-6518 e aguardar a mensagem até que seja solicitado a pressionar (). Quando um agente atender, indique o
idioma que vocé precisa e vocé sera conectado a um intérprete.



Buumanue (Russian): B Hactosimem yseomiieHHN cotepkuTes HHGopManis o BalleM CTPaXOBOM [OKPHITHH.
OHO MOKET colepaTh KIIoUeBble JaThl, H BaM MOKeT NoTpeboBarbes NPeANpHHATE AeiCTBHA K ONpee/ieHHBIM
cpokaM. Bel HMeeTe npaBo MoONy4HTE 3Ty HHGOPMAaIlHo U [IOMOILE HA CBOeM s3bIke OecrutaTtHo. Yienam
npod)coroza clielyeT 3BOHUTE [0 HOMepY TelledoHy, yKazaHHOMY Ha 0OpaTHOI cTOpoHe HX YI10CTOBepeHHs
JIHUHOCTH. Bee ocTanbHble MOTYT 3BOHUTE 110 HoMepy 855-258-6518 u moskaTbes qualnora, oKa He NOSBHTCS
npeuiokerue Haxath . Korja areHT oTBeTHT, HA30BUTE HYIKHBIH BaM S3bIK, H BAC COEIMHST C [IEPEBOUYHKOM.

Fa'alogo (Samoan): O lenei fa'aaliga o lo'o iai fa'amatalaga 1 vaega e kava e lau inisiua. E ono aofia ai aso taua ma
atonu e te mana‘omia ai le faia o se gaioiga i nisi taimi fa“agata. E iai lau aia tatau e maua ai nei fa'amatalaga ma
fesoasoani 1 lau gagana e aunoa ma se totogi. E tatau 1 sui auai ona vili le numera o le telefoni i tua o le latou pepa
faamaonia. O isi uma e mafai ona vala'au 1 le 855-258-6518 ma fa'atali i le talanoaga se'ia fa'atonuina e oomi le 0.
A tali mai se so'o upu, fa'ailoa atu le gagana e te mana'omia ona fa'afeso'ota'i lea o oe 1 se tagata fa'aliliu.

PaZnja (Serbian): Ovo obaveitenje sadrzi informacije o vasem osiguranju. MoZe sadrZati kljuéne datume 1 mozda
¢ete morati da preduzmete akciju do odredenih rokova. Imate prava da dobijete ove informacije 1 pomoc¢ na
vasem jeziku besplatno. Trebalo bi da élanovi nazovu telefonski broj na poledini svoje ¢lanske legitimacije. Svi
ostali mogu pozvati 855-258-6518 i sacekati automat dok ne dobiju obavestenje da pritisnu taster "0". Kada se
agent javi, navedite jezik koji vam je potreban i bi¢ete povezani s prevodiocem

Atencion (Spanish): Este aviso contiene informacion sobre su cobertura de seguro. Puede contener fechas clave y
es posible que deba tomar medidas antes de determinadas fechas limite. Usted tiene derecho a obtener esta
informacion y asistencia en su idioma sin coste alguno. Los afiliados deben llamar al nimero de teléfono que
figura en el reverso de su tarjeta de identificacion del afiliado. Todos los demas pueden llamar al 855-258-6518 y
esperar el dialogo hasta que se les solicite presionar 0. Cuando un agente responda, indique el idioma que necesita
y se conectara con un intérprete.

Atensyon (Tagalog): Ang abisong ito ay naglalaman ng impormasyon tungkol sa saklaw ng iyong insurance.
Maaaring naglalaman ito ng mga mahahalagang petsa at maaaring kailanganin mong kumilos ayon sa ilang
partikular na mga deadline. May karapatan kang makuha ang impormasyong ito at tulong sa iyong wika nang
walang bayad. Ang mga miyembro ay dapat tumawag sa numero ng telepono sa likod ng kanilang member
identification card. Ang lahat ng 1iba ay maaaring tumawag sa 855-258-6518 at maghintay hanggang sa masabihan
na pindutin ang 0. Kapag sumagot ang isang ahente, sabihin ang wikang kailangan mo at ikaw ay ikokonek sa
isang tagapagsalin.
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Luu y (Vietnamese): Théng bao nay c¢6 chira thong tin vé pham vi bao hiém cia ban. No ¢6 thé chira cac ngay
quan trong va ban c6 thé can phai hanh dong theo thdi han nhit dinh. Ban co quyén nhén thong tin va hd tro nay
bing ngdn ngf ciia minh ma khong mat phi. Cac thanh vién nén goi dén sb dién thoai & mit sau thé thanh vién
ctia minh. Nhimg ngudi khéc 6 thé goi dén s6 855-258-6518 va ché qua héi thoai cho dén khi duoe nhic nhin s6
0. Khi ¢6 nhén vién tra l&i, hdly néu ngdn ngir ban cin va ban s& duoc két ndi véi phién dich vién.



