Summary of Benefits and Coverage: What This Plan Covers & What You Pay for Covered Services
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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
ﬂ 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/sbeg 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/AHAVCNOQRXXVCNST7 .pdf.

Important Questions _ 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 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.

What is the overall In-Network: $2,000 individual/
deductible? $4,000 family

Yes, all In-Network preventive care

services, as well as the following

(non-hospital facilities only, when This plan covers some items and services even if you haven't yet met the deductible amount.
applicable): Primary care, Specialist, But, a copayment or coinsurance may apply. For example, this plan covers certain preventive
Retail health, Prescription drugs, services without cost sharing and before you meet your deductible. See a list of covered
Urgent care, Mental Health office preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/ .

visit, Home health, Rehabilitation

services, Hospice.

Yes. Pediatric Dental: In-Network:

Are there services
covered before you meet
your deductible ?

Are thgre other - $25 individual; Out-of-Network: $50  You must pay all of the costs for these services up to the specific deductible amount before this
_dedqctlbles for specific individual. plan begins to pay for these services.
services?
The out-of-pocket limit is the most you could pay in a plan year for covered services. If you
What is the out-of-nocket Medical and Prescription Drug have other family member(s) on the plan, each family member may need to meetl their own
limit for this —p—m > combined: In-Network: $8,700 out-of-pocket limits, OR all family members may combine to meet the overall family
I ' individual/ $17,400 family out-of-pocket limit, depending upon plan coverage. Please refer to your contract for further
details.

CareFirst 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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Premiums, balance-billed charges,
and health care this plan does not  Even though you pay these expenses, they don't count toward the out-of-pocket limit.
cover.

What is not included in
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.
Yes. See www.carefirst.com or call  You will pay the most if you use an out-of-network provider, and you might receive a bill from a
1-855-258-6518 for a list of provider  provider for the difference between the provider’s charge and what your plan pays (balance
network. 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.

Will you pay less if you
use a network provider?

Do | need a referral to see

a specialist? No. You can see the specialist you choose without a referral.

What You Will Pay

Common . In-Network Provider Out-of-Network Provider Limitations, Exceptions & Other
Medical Event Services You May Need (You will pay the least)  (You will pay the most) Important Information

If a service is rendered at a Hospital
Facility, prior authorization is required, and
Provider & Hospital Facility:  the additional Facility charge may apply;

Provider: $30 copay per
visit

Primary care visit to treat an Hospital Faciliy:

injury or illness Deductible, then 25% of Not Covered No member cost-sharmg when services
. are rendered by an Indian Health Services
Allowed Benefit Provider

If a service is rendered at a Hospital

Aotisg Ho0 ey e Facility, prior authorization is required, and

visit , . " o o
e , —_ Provider & Hospital Facility:  the additional Facility charge may apply;
Specialist visit Mo e . Not Covered No member cost-sharing when services
Deductible, then 25% of . .
If you visit a health Allowed Benefit are rgndered by an Indian Health Services
care provider’s office or Provider
clinic No member cost-sharing when services
Retail Health Clinic $30 copay per visit Not Covered are rendered by an Indian Health Services
Provider
Preventive care/screening/ No Charge Not Covered Some services may have limitations or

immunization exclusions based on your contract
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What You Will Pay

Common . In-Network Provider Out-of-Network Provider Limitations, Exceptions & Other
Medical Event Services You May Need (You will pay the least)  (You will pay the most) Important Information

LabTest: Non-Hospital:

Deductible, then 25% of

Allowed Benefit

Hospital: Deductible, LabTest: Non-Hospital: Not
then 25% of Allowed Covered

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

Diagnostic test (x-ray, blood Benefit Hospital: Not Covered P . "

work) XRay: Non-Hospital: XRay: Non-Hospital: Not Ia::tcf;mrlz:;:)rn ésrgzqu;redl, anglél;esjggglonal
Deductible, then 25% of | Covered our c)(/)ntrac? No rﬁe&ggf cost-sharin
Allowed Benefit Hospital: Not Covered y ' g

when services are rendered by an Indian

Hospital: Deductible, Health Services Provider

then 25% of Allowed

If you have a test Benefit
Non-Hospital: If a service is rendered at a Hospital
Deductible, then 25% of Facility, prior authorization is required, and
, Allowed Benefit Non-Hospital: Not Covered  the additional Facility charge may apply.
B (S UIFST S WU Hospital: Deductible, Hospital: Not Covered Please see your contract. No member
then 25% of Allowed cost-sharing when services are rendered
Benefit by an Indian Health Services Provider

For all prescription drugs:

Generic drugs $15 copay Paid As In-Network Prior authorization may be required for
If you need drugs to.t-reat Preferred brand drugs $30 copay Paid As In-Network certain drugs; No Charge for prevenpve
your illness or condition drugs or contraceptives; Copay applies to
A |r]for.mat|on cleam! Non-preferred brand drugs $60 copay Paid As In-Network up to QO-day supply; U.p to 90-day.supply
prescription drug of maintenance drugs is 2 copays;
coverage is available at . Specialty Drugs:
www.carefirst.com/rx PIEHEIES] Sl 5] O W Gy e Participating Providers: covered when

. ordered via mail order only
Non-preferred Specialty drugs ~ $250 copay Not Covered Non-Participating Providers: Not Covered
) . o For services provided at a Hospital Facility,
Facility fee (e.g., ambulatory Non Hqspltal & Hosopltal. Non-Hospital & Hospital: Not  prior authorization is required; No member
Deductible, then 25% of . )

surgery center) Allowed Benefit Covered cost-sharing when services are rendered

If you have outpatient by an Indian Health Services Provider
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Common

What You Will Pay

Limitations, Exceptions & Other
Important Information

Services You Mav Need In-Network Provider
Medical Event y (You will pay the least)

surgery

Physician/surgeon fees

Emergency room care

If you need immediate Emergency medical
medical attention transportation

Urgent care

Facility fee (e.g., hospital

room)
If you have a hospital

stay
Physician/surgeon fee
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Non-Hospital & Hospital:
Deductible, then 25% of
Allowed Benefit

Deductible, then 25% of
Allowed Benefit

Deductible, then 25% of
Allowed Benefit

$45 copay per visit

Deductible, then 25% of
Allowed Benefit

Deductible, then 25% of
Allowed Benefit

Out-of-Network Provider
(You will pay the most)

Non-Hospital & Hospital: Not
Covered

Paid As In-Network

Paid As In-Network

Paid As In-Network

Not Covered

Not Covered

For services provided at a Hospital Facility,
prior authorization is required; No member
cost-sharing when services are rendered
by an Indian Health Services Provider

Limited to Emergency Services or
unexpected, urgently required services;
Additional professional charges may apply;
No member cost-sharing when services
are rendered by an Indian Health Services
Provider

Prior authorization is required for air
ambulance services, except when
Medically Necessary in an emergency; No
member cost-sharing when services are
rendered by an Indian Health Services
Provider

Limited to unexpected, urgently required
services; No member cost-sharing when
services are rendered by an Indian Health
Services Provider

Prior authorization is required; No member
cost-sharing when services are rendered
by an Indian Health Services Provider

No member cost-sharing when services
are rendered by an Indian Health Services
Provider
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What You Will Pay

Common . In-Network Provider Out-of-Network Provider Limitations, Exceptions & Other
Medical Event Services You May Need (You will pay the least)  (You will pay the most) Important Information
For treatment at an Outpatient Hospital
Facility, additional charges may apply; No
Office Visit: Not Covered member cost-sharing when services are
If you have mental rendered by an Indian Health Services
health, behavioral Provider
health, or substance Prior authorization is required; Additional
abuse services . 0 professional charges may apply; No
Inpatient services gﬁgxggbéeégﬁp 25% of Not Covered member cost-sharing when services are
rendered by an Indian Health Services
Provider

For routine pre/postnatal office visits only.
For non-routine obstetrical care or
complications of pregnancy, cost sharing
may apply. No member cost-sharing when
services are rendered by an Indian Health
Services Provider

No member cost-sharing when services

Office Visit: $30 copay

Outpatient services "
per visit

Office visits No Charge Not Covered

Childbirth/delivery professional = Deductible, then 25% of

If you are pregnant SEIVCes Allowed Benefit Not Covered are rgndered by an Indian Health Services
Provider
- , . . No member cost-sharing when services
0,

Ch"quh/ Eelian]ieily Dl thgn Ao o Not Covered are rendered by an Indian Health Services

services Allowed Benefit .
Provider

Home health care No Charge Not Covered Prior authorization is required; 100

visits/benefit period

If a service is rendered at a Hospital
Facility, prior authorization is required, and
o _ . . Provider & Hospital Facility:  the additional Facility charge may apply;
Rehabilitation services Hospltql Facilty: . Not Covered 30 visits/benefit period; No member
Deductible, then 25% of haring wh . dered
Allowed Benefit cost-s aring when services are rendere
by an Indian Health Services Provider

Provider: $30 copay per
visit
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What You Will Pay

Common

Limitations, Exceptions & Other
Important Information

Services You Mav Need In-Network Provider
Medical Event y (You will pay the least)

Habilitation services

If you need help
recovering or have other
special health needs

Skilled nursing care

Durable medical equipment

Hospice services

Children's eye exam

If your child needs dental

Children's glasses
or eye care

Children's dental check-up
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Provider: $30 copay per
visit

Hospital Facility:
Deductible, then 25% of
Allowed Benefit

Deductible, then 25% of
Allowed Benefit

Deductible, then 25% of
Allowed Benefit

Inpatient Care: No
Charge

Outpatient Care: No
Charge

No Charge

No Charge

No Charge

Out-of-Network Provider
(You will pay the most)

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

Member pays expenses in
excess of the Pediatric
Vision Allowed Benefit of
$110

20% of Allowed Benefit

Prior authorization is required; If a service
is rendered at a Hospital Facility, prior
authorization is required, and the additional
Facility charge may apply; 30 visits/benefit
period; No member cost-sharing when
services are rendered by an Indian Health
Services Provider

Prior authorization is required; 100
days/admission; No member cost-sharing
when services are rendered by an Indian
Health Services Provider

Prior authorization is required for specified
services. Please see your contract. No
member cost-sharing when services are
rendered by an Indian Health Services
Provider

Prior authorization is required; For

Participating Providers: Limited to a
maximum of 180 days

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

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

Limited to Members up to age 19; 2
visits/benefit period

Page 6 of 9



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.)

» Cosmetic surgery * Infertility treatment * Routine foot care
» Dental care (Adult) * Long-term care » Weight loss programs
» Hearing aids » Non-emergency care when traveling outside the

u.S.

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

» Abortion, except in limited circumstances »  Chiropractic care * Routine eye care (Adult)
* Acupuncture » Coverage provided outside the United States.

See www.carefirst.com
 Bariatric surgery » Private-duty nursing

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: Virginia State Corporation Commission Bureau of Insurance, http://www.scc.virginia.gov/boi/index.aspx, or call 1-800-552-7945. 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 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: Virginia State Corporation Commission Bureau of Insurance, http://www.scc.virginia.gov/boi/index.aspx, or call 1-800-552-7945.

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? Not Applicable
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 (Espariol): 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 (FX): INRFZPXHIFER), 1HLITX A5 1-855-258-6518.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-258-6518.
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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)

M The plan’s overall deductible $2,000
M Specialist Copayment $60
M Hospital (facility) Coinsurance 25%
M Other Coinsurance 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)

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

M The plan’s overall deductible $2,000
M Specialist Copayment $60
M Hospital (facility) Coinsurance 25%
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)

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)
M The plan’s overall deductible $2,000
M Specialist Copayment $60
M Hospital (facility) Coinsurance 25%
M Other Coinsurance 25%

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 $2,000  Deductibles $2,000
Copayments $0  Copayments $450  Copayments $300
Coinsurance $2,000  Coinsurance $153 Coinsurance $38

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

Limits or exclusions $10 Limits or exclusions $0 Limits or exclusions $0
The total Peg would pay is $4,010 The total Joe would pay is $2,603 The total Mia would pay is $2,338

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

Family of health care plans

Notice of Nondiscrimination and Availability of Language Assistance Services

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.

CarefFirst:
e 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)
e 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 8894
Baltimore, Maryland 21224

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., First Care, Inc. and The Dental Network

are independent licensees of the Blue Cross and Blue Shield Association. ® Registered trademark of the Blue Cross and Blue Shield Association.
®' Registered trademark of CareFirst of Maryland, Inc.



Foreign Language Assistance

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 member identification card.
All others may call 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.

ATTC5 (Amharic) “IA0L:- LV TINFOEP AN 07 11477 avl8 LA rt@(T $1-120F Nt ALXTLFO- 009,20 11CT
MG AATLTA ATHUT @47 PG+ ALH S FAN: &7 P28 29977 AG PATPI9° h&f NETEP WM P99 T+ av(1+ AAP =
AOA NP hevd@¢P e P (NHECA AL OLTMPAD: PAADN RTC aPLDA S FAN: AQA NAPT L£919° @L (dh &TC
855-258-6518 L@-A®* 07 A79.B+ AANLTICP &40 719577 apn(1P AANP: AL ONLA aPAN LATP: L9107 £7%
Pam-¢: NH.LI® NHCATL IC LI1G5

Ede Yoriuba (Yoruba) 1tétiléko: Akiyési yii ni iwifin nipa isé ad6jitofo re. O le ni awon dééti patd o si le ni lati
gbé igbése ni awon 0j6 gbédéke kan. O ni &to 1ati gba iwifin yii ati iranlowo ni édé re 16fe¢. Awon omo-egbé
gbddo pe ndmba foonu té wa 1éyin kaadi idanimo won. Awon miran le pe 855-258-6518 ki o si durd nipas¢ ijirord
titi a 6 fi so fun ¢ lati te 0. Nigbati asojt kan ba dahun, so édé ti o fé a 6 si so 0 po mg 6gbufo kan.

Tiéng Viét (Vietnamese) Chu y: Thong bao nay chira thong tin vé pham vi bao hiém ctia quy vi. Thong béo co thé
chira nhitng ngay quan trong va quy vi cAn hanh dong trude mot s6 thoi han nhat dinh. Quy vi c6 quyén nhan
dugc thong tin nay va hd tro bang ngdn ngit cta quy vi hoan toan mién phi. Cac thanh vién nén goi sé dién thoai
& mit sau ctia thé nhan dang. Tt ca nhitng nguoi khac c6 thé goi s6 855-258-6518 va chd hét cude ddi thoai cho
dén khi dugc nhac nhan phim 0. Khi mot tong dai vién tra 10i, hdy néu rd ngon ngit quy vi can va quy vi s& dugc
két nbi véi mot thong dich vién.

Tagalog (Tagalog) Atensyon: Ang abisong ito ay naglalaman ng impormasyon tungkol sa nasasaklawan ng iyong
insurance. Maaari itong maglaman ng mga pinakamahalagang petsa at maaaring kailangan mong gumawa ng
aksyon ayon sa ilang deadline. May karapatan ka na makuha ang impormasyong ito at tulong sa iyong sariling
wika nang walang gastos. Dapat tawagan ng mga Miyembro ang numero ng telepono na nasa likuran ng kanilang
identification card. Ang lahat ng iba ay maaaring tumawag sa 855-258-6518 at maghintay hanggang sa dulo ng
diyalogo hanggang sa diktahan na pindutin ang 0. Kapag sumagot ang ahente, sabihin ang wika na kailangan mo
at ikokonekta ka sa isang interpreter.

Espariol (Spanish) Atencion: Este aviso contiene informacion sobre su cobertura de seguro. Es posible que
incluya fechas clave y que usted tenga que realizar alguna accion antes de ciertas fechas limite. Usted tiene
derecho a obtener esta informacion y asistencia en su idioma sin ningun costo. Los asegurados deben llamar al
numero de teléfono que se encuentra al reverso de su tarjeta de identificacion. Todos los demas pueden llamar al
855-258-6518 y esperar la grabacion hasta que se les indique que deben presionar 0. Cuando un agente de seguros
responda, indique el idioma que necesita y se le comunicara con un intérprete.

Pyccrui (Russian) Buumanune! Hacrosiiee yBejoMiieHue coJIepKUT HHOOPMAIIHIO O BallleM CTPaXxOBOM
oOecriedeHur. B HeM MOTYT yKa3bIBaThCsl BaXKHBIC JIAThI, © OT BAC MOYKET MOTPEOOBATHCS BHIITOIHUTH HEKOTOPHIE
JeMCTBUS 10 OIIPEJIeTICHHOro CpoKa. Bel nmeere npaBo OecryiaTHO MOMYYHTh HACTOSIINE CBEJCHUS U
COIYTCTBYIOIYIO TIOMOIIb HA YI00HOM BaM S3bIKE. Y YaCTHUKAM CIIelyeT 00pamaTsCs o Homepy Tesedona,
YKa3aHHOMY Ha ThUIBHOW CTOpOHE MIEHTH(OUKAIIMOHHOM KapThl. Bee nmpodre aboHEHTHI MOTYT 3BOHUTH 110
HOMepy 855-258-6518 n oxugaTh, MOKa B rOJI0OCOBOM MEHIO He OyJeT mpeuiokeHo Haxath uudpy «0». [lpu
OTBETE areHTa yKa)KUTE JKEIaeMbIi SI3bIK OOIICHUS, U BAC CBSKYT C IIEPEBOIUHKOM.



18GT (Hindi) ST &: 36 AT 7 TThT STAT Fhartol & aR H ST & 1S § | 1 Wehell & Toh SHH ALY
TAfdaT T 3eoi@ &1 3R 319 forw fFaT A TaT-HAT & HIaR e FRAT S 81| TR Tg SATARRT
AR G TERIAT 3191 $T9T H fo¥:Q[eeh TTel 7 3TARR | Tl & 39 TgaTel I o G fqw 10 et
TS IR Plel AT AT | 3o FHY AIRT 855-258-6518 TR el o Hebl & AR 19 e 0 Galet o ol T o gl
ST, A doh HATG ST TATETT Y | ST IS Toic 3cak & df 3 3T ST §dT¢ 31R 3! SATEITHR H halde
Y feam S|

Bdsio-wuq (Bassa) To Puii Cao! B nia ke ba nyo bé ké m gbo kpa bo ni flia-fiia-tiin nyee jé dyi. B5 nia ke
bédé wé jéé bé bé th ké de wa m3 th ké nyuee nyu hwe bé wé béa ké zi. D md ni kpé bé th ké b nia ke ke gbo-
kpa-kpa m miee dyé dé ni bidi-wudu mi b¢ m ké se widi do pée. Kpood nys bé me da fliin-ndba nia dé waa
.D. kdad dein nye. Nyo t3) séin me da ndba nia ke: 855-258-6518, ké m me fo tee b€ wa kée m gbo c& bé m ké
n>ba mda 0 kee dyi padain hwe. J jii ké nys do dyi t g3 jiiin, po wudu m m3 poe dyie, ké nys do mu b6 niin
b€ o ké ni wudud mu za.
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Igbo (Igbo) Nrubama: Qkwa a nwere o0zi gbasara mkpuchi nchekwa onwe gi. O nwere ike inwe ubochi ndi di
mkpa, i nwere ike ime ihe tupu ufodu ubochi njedebe. I nwere ikike inweta ozi na enyemaka a n’asusu gi na
akwughi ugwo o bula. Ndi otu kwesiri ikpo akara ekwenti di n’azu nke kaadi njirimara ha. Ndi 9z niile nwere
ike ikpo 855-258-6518 wee chere ububo ahu ruo mgbe amanyere ipi 0. Mgbe onye nnochite anya zara, kwuo
asusu i choro, a ga-ejiko gi na onye okowa okwu.

Deutsch (German) Achtung: Diese Mitteilung enthélt Informationen {iber lThren Versicherungsschutz. Sie kann
wichtige Termine beinhalten, und Sie miissen gegebenenfalls innerhalb bestimmter Fristen reagieren. Sie haben
das Recht, diese Informationen und weitere Unterstiitzung kostenlos in Threr Sprache zu erhalten. Als Mitglied
verwenden Sie bitte die auf der Riickseite Threr Karte angegebene Telefonnummer. Alle anderen Personen rufen
bitte die Nummer 855-258-6518 an und warten auf die Aufforderung, die Taste 0 zu driicken. Geben Sie dem
Mitarbeiter die gewlinschte Sprache an, damit er Sie mit einem Dolmetscher verbinden kann.

Frangais (French) Attention: cet avis contient des informations sur votre couverture d'assurance. Des dates
importantes peuvent y figurer et il se peut que vous deviez entreprendre des démarches avant certaines échéances.
Vous avez le droit d'obtenir gratuitement ces informations et de 1'aide dans votre langue. Les membres doivent
appeler le numéro de téléphone figurant a l'arriére de leur carte d'identification. Tous les autres peuvent appeler le
855-258-6518 et, apres avoir écouté le message, appuyer sur le 0 lorsqu'ils seront invités a le faire. Lorsqu'un(e)
employé(e) répondra, indiquez la langue que vous souhaitez et vous serez mis(e) en relation avec un interprete.
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Diné Bizaad (Navajo) Ge": Dii bee it hane’igii bii’ dahdl$ bee éédahdzin béeso ach’aah naanil
nik'ist’i’igii ba. Bii" dahdlgd doo iiyisii yoolkaaligii d6o t'aadoo le’é adadoolyjjligii da
yokeedgo t'aa doo bee e’e’aahi ajiil’jjh. Bee na ahdot'i’ dii bee it hane’ déo

nika’adoowot t’'aa ninizaad bee t'aa jiik’é. Atah danilinigii béésh bee hane’é bee woitta’igii
nitt'izgo bee nee hodolzinigii bikéédéé’ bikaa’ bich’|” hodoonihji’. Aadoo naanata’ éi kojj’
dahoddoolnih 855-258-6518 dO0 vyii diitts’jjt yatti‘igii t'aa niléijj aadoo éi bikéé’'ddéo naasbaas

bit adidiilchit. Ak&’anidaalwd’igii neidiitddgo, saad bee yanitt'i'igii yii diikit d66 ata’ halne’é
la nika’adoolwot.



