Congressional National Plan
BlueChoice Advantage HSA/HRA Gold

1500

Integrated Deductible

Services

In-Network You Pay'

Summary of Benefits

Out-of-Network You Pay’

FIRSTHELP—24/7 NURSE ADVICE LINE

Free advice from a registered nurse.
Visit www.carefirst.com/needcare to
learn more about your options for care.

BLUE REWARDS

Visit www.carefirst.com/bluerewards for more
information

Individual/Family

Individual/Family
PREVENTIVE SERVICES

‘ Visit www.carefirst.com/doctor to locate providers and facilities

When your doctor is not available, call FirstHelp at 800-535-9700 to speak with a registered
nurse about your health questions and treatment options.

Blue Rewards is an incentive program where you can earn a reward for taking an active role in
getting healthy and staying healthy. For Platinum, Gold and Silver plans you can earn up to $600.

ANNUAL MEDICAL DEDUCTIBLE (BENEFIT PERIOD)?3

‘ $1,500 Individual/$3,000 Family (aggregate)

ANNUAL OUT-OF-POCKET MAXIMUM (BENEFIT PERIOD)?*>

‘ $4,000 Individual/$8,000 Family (separate)

‘ $3,000 Individual/$6,000 Family (aggregate)

‘ $8,000 Individual/$16,000 Family (separate)

PCP AND SPECIALIST SERVICES

FACILITY CHARGE®—In addition to the physician
copays/coinsurances listed below, if a service
is rendered on a hospital campus, ADD facility
charge if applicable

Deductible, then $50 per visit

Well-Child Care (including exams & No charge* No charge*

immunizations)

Adult Physical Examination (including routine No charge* No charge* after deductible
GYN visit)

Breast Cancer Screening No charge* No charge*

Pap Test No charge* No charge*

Prostate Cancer Screening No charge* No charge* after deductible
Colorectal Cancer Screening No charge* No charge* after deductible

Deductible, then $100 per visit

Office Visits for Illness—PCP%”

Deductible, then $10 per visit

Deductible, then $40 per visit

Office Visits for Illness—Specialist®”

Deductible, then $20 per visit

Deductible, then $40 per visit

Allergy Testing®

Deductible, then $20 per visit

Deductible, then $40 per visit

Allergy Shots®

Deductible, then $20 per visit

Deductible, then $40 per visit

Physical, Speech, and Occupational Therapy®

Deductible, then $20 per visit

Deductible, then $40 per visit

Spinal Manipulation®

Deductible, then $20 per visit

Deductible, then $40 per visit

Acupuncture®

IMMEDIATE AND EMERGENCY SERVICES
Convenience Care (retail health clinics
such as CVS MinuteClinic or Walgreens
Healthcare Clinic)

Not covered (except when approved or
authorized by Plan when used for anesthesia)

Deductible, then $10 per visit

Not covered (except when approved or
authorized by Plan when used for anesthesia)

Deductible, then $40 per visit

Urgent Care Center®
(such as Patient First or ExpressCare)

Deductible, then $50 per visit

In-network deductible, then $50 per visit

Hospital Emergency Room Services®
= Facility

= Physician

Deductible, then $100 per visit (waived if
admitted

Deductible, then $20 per visit

In-network deductible, then $100 per visit
(waived if admitted)

In-network deductible, then $20 per visit

Ambulance (if medically necessary)®

Deductible, then $20 per service

In-network deductible, then $20 per service
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Services

In-Network You Pay'

Out-of-Network You Pay’

DIAGNOSTIC SERVICES

Labs’®

= Non-Hospital/Freestanding Facility
= Hospital (preauthorization required)

Deductible, then $10 per visit
Deductible, then $20 per visit

Deductible, then $40 per visit
Deductible, then $80 per visit

X-ray
= Non-Hospital/Freestanding Facility
= Hospital (preauthorization required)

Deductible, then $20 per visit
Deductible, then $40 per visit

Deductible, then $40 per visit
Deductible, then $80 per visit

Imaging
= Non-Hospital/Freestanding Facility
= Hospital (preauthorization required)

Outpatient Surgery (Non-Hospital)
= Facility
= Physician

Deductible, then $100 per visit
Deductible, then $200 per visit

Deductible, then $100 per visit
Deductible, then $20 per visit

Deductible, then $200 per visit
Deductible, then $300 per visit

SURGERY AND HOSPITALIZATION—(MEMBERS ARE RESPONSIBLE FOR BOTH PHYSICIAN AND FACILITY FEES)

Deductible, then $200 per visit
Deductible, then $40 per visit

Outpatient Surgery (Hospital)
= Facility
= Physician

Deductible, then $200 per visit
Deductible, then $20 per visit

Deductible, then $300 per visit
Deductible, then $40 per visit

Inpatient Surgery and Hospital Services
= Facility

= Physician
HOSPITAL ALTERNATIVES
Home Health Care

Deductible, then $200 per day (5 day maximum
payment per admission)

Deductible, then $20 per visit

No charge* after deductible

Deductible, then $300 per day (5 day maximum
payment per admission)

Deductible, then $40 per visit

Deductible, then $40 per visit

Hospice (Inpatient—limited to 60 days per
hospice eligibility period; Outpatient—limited
to 180 day hospice eligibility period)

No charge* after deductible

Inpatient-Deductible, then $40 per admission
Outpatient-Deductible, then $40 per visit

Skilled Nursing Facility (limited to 60 days/
benefit period)

MATERNITY
Preventive Prenatal and Postnatal Office Visits

Deductible, then $20 per day

No charge*

Deductible, then $40 per day

Deductible, then $40 per visit

Delivery and Facility Services

Deductible, then $200 per day (5 day maximum
payment per admission)

Deductible, then $300 per day (5 day maximum
payment per admission)

Artificial and Intrauterine Insemination®°

Not covered

Not covered

In Vitro Fertilization Procedures®*®

Office Visits

Not covered

MENTAL HEALTH AND SUBSTANCE ABUSE—(MEMBERS ARE RESPONSIBLE FOR BOTH PHYSICIA

Deductible, then $10 per visit

Not covered
N AND FACILITY FEES)
Deductible, then $40 per visit

Outpatient Services
= Facility

= Physician

Deductible, then $20 per visit
Deductible, then $20 per visit

Deductible, then $40 per visit
Deductible, then $40 per visit

Inpatient Services

= Facility

= Physician
MEDICAL DEVICES AND SUPPLIES
Durable Medical Equipment

Deductible, then $200 per day (5 day maximum
payment per admission)

Deductible, then $20 per visit

Deductible, then 25% of Allowed Benefit

Deductible, then $300 per day (5 day maximum
payment per admission)

Deductible, then $40 per visit

Deductible, then 45% of Allowed Benefit

Hearings Aids

Not covered

Not covered
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Services

PRESCRIPTION DRUGS*2
Formulary List

In-Network You Pay'

Out-of-Network You Pay’

Visit www.carefirst.com/acarx to locate Formulary List

Annual Prescription Drug Deductible

Subject to combined medical and prescription drug deductible

Preventive Drugs

No charge*

Oral Chemo Drugs and Diabetic Supplies

No charge* after deductible

Generic Drugs

30-day supply Deductible, then $10;
90-day supply Deductible, then $20 (maintenance drugs only)

Preferred Brand Drugs®?

30-day supply Deductible, then $45;
90-day supply Deductible, then $90 (maintenance drugs only)

Non-preferred Brand Drugs**

30-day supply Deductible, then $65;
90-day supply Deductible, then $130 (maintenance drugs only)

Specialty Drugs (must be filled through
Exclusive Specialty Pharmacy Network)

PEDIATRIC VISION—(THROUGH THE END OF TH

30-day supply Deductible, then 50% up to $150 maximum;
90-day supply Deductible, then 50% up to $300 maximum (maintenance drugs only)

E CALENDAR YEAR IN WHICH THE DEPENDENT TURNS 19)

Routine Exam (limited to 1 visit/benefit period) | No charge* Total charge minus $40 reimbursement
Frames and Contact Lenses— Pediatric No charge* Reimbursements apply

Collection Only

Spectacle Lenses No charge* Reimbursements apply

PEDIATRIC DENTAL—(THROUGH THE END OF THE CALENDAR YEAR IN WHICH THE DEPENDENT TURNS 19)

Annual Dental Deductible

$25

$50

Class | Preventative & Diagnostic Services—
Exams (2 per year). Cleanings (2 per year),
fluoride treatments (2 per year), sealants,
bitewing X-rays (2 per year), full mouth X-ray
(one every 3 years)

No charge*

20% of Allowed Benefit

Class Il Basic Services—Fillings (amalgam or
composite), simple extractions, non-surgical
periodontics

Deductible, then 20% of Allowed Benefit

Deductible, then 40% of Allowed Benefit

Class 1l Major Services—Surgical periodontics,
endodontics, oral surgery

Deductible, then 20% of Allowed Benefit

Deductible, then 40% of Allowed Benefit

Class IV Major Services—Restorative Crowns,
dentures, inlays and onlays

Deductible, then 50% of Allowed Benefit

Deductible, then 65% of Allowed Benefit

Class V Medically Necessary Orthodontic
Services

50% of Allowed Benefit

65% of Allowed Benefit
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Note: Allowed Benefit is the fee that providers in the network have agreed to accept for a particular service. The provider cannot charge the member more than this amount for any
covered service. Example: Dr. Carson charges $100 to see a sick patient. To be part of CareFirst’s network, he has agreed to accept $50 for the visit. The member will pay their copay/
coinsurance and deductible (if applicable) and CareFirst will pay the remaining amount up to $50.

* No copayment or coinsurance.

! When multiple services are rendered on the same day by more than one provider, Member payments are required for each provider.

In- and out-of-network deductible and out-of-pocket maximums do not contribute to each other.

Aggregate - For family coverage only: The family deductible must be met before any member starts receiving benefits. The deductible may be met by one member or any
combination of members.

2

3

Separate - For family coverage only: When one family member meets the individual out-of-pocket maximum, their services will be covered at 100% up to the Allowed Benefit.
Each family member cannot contribute more than the individual out-of-pocket maximum amount. The family out-of-pocket maximum must be met before the services for all
remaining family members will be covered at 100% up to the Allowed Benefit. The out-of-pocket maximum includes deductibles, copays and coinsurance.

All drug costs are subject to the in-network out-of-pocket maximum.

If a service is rendered on a hospital campus you could receive two bills, one from the physician and one from the facility.

“Telemedicine services” refers to the use of a combination of interactive audio, video, or other electronic media used for the purpose of diagnosis, consultation, or treatment. Use
of audio-only telephone, electronic mail message (e-mail), or facsimile transmission (FAX) is not considered a telemedicine service.

If the out-of-network benefit is listed as contributing toward the in-network deductible, then it also contributes toward the in-network out-of-pocket maximum.

Members accessing laboratory services inside the CareFirst Service area (Maryland, D.C., Northern Virginia) must use LabCorp as their Lab Test facility and a non-hospital/
freestanding facility for X-rays and specialty Imaging for In-Network benefits. Services performed by any other provider, while inside the CareFirst Service area will be
considered Out-of-Network. Members accessing laboratory, X-rays, and specialty Imaging services outside of Maryland, D.C. or Northern Virginia, may use any participating
BlueCard PPO facility and receive in-network benefits.

Members who are unable to conceive have coverage for the evaluation of infertility services performed to confirm an infertility diagnosis, and some treatment options for
infertility. Preauthorization required.

Except for emergency services or out-of-area urgent care, if a member goes to a non-participating pharmacy, the member is responsible for the copay/coinsurance for the drug
plus the difference between the allowed charge and the actual charge for that drug (called balance billed amount). The balance billed amount does not contribute to the out-of-
pocket maximum.

Benefits for Specialty Drugs are only available when Specialty Drugs are purchased from and dispensed by a specialty Pharmacy in the Exclusive Specialty Pharmacy Network.
If a Generic drug becomes available for a Preferred Brand drug, the Preferred Brand drug moves to the Non-preferred Brand drug tier.

If a provider prescribes a Non-preferred Brand drug, and the Member selects the Non-preferred Brand drug when a Generic drug is available, the Member shall pay the
applicable Copayment or Coinsurance as stated in the Schedule of Benefits plus the difference between the price of the Non-preferred Brand drug and the Generic drug up to the
cost of the drug. This amount will not contribute to the Out-of-Pocket Maximum.

Not all services and procedures are covered by your benefits contract. This summary is for comparison purposes only and does not create rights not given
through the benefit plan.

The benefits described are issued under form numbers: DC/CFBC/SHOP/GC (R 1/17) - DC/CFBC/SHOP/HMO POS/EOC (1/17) « DC/CFBC/DOL APPEAL (R. 1/16) « DC/
CFBC/SHOP/ADV IN DOCS (1/17) « DC/CFBC/SG/POS IN CDH/GOLD 1500 (1/17) « DC/CFBC/ADV IN/IPP GRP (1/14) - DC/CFBC/ADV IN/IPP MEM (1/14) « DC/CFBC/
SHOP/ELIG AMEND (1/17) « DC/CFBC/ANCILLARY AMEND (10/12) DC/CFBC/PT PROTECT (9/10) » DC/CFBC/SG INCENT (1/16) « DC/CFBC/SHOP/ELIG (1/14) « DC/CF/
SHOP/GC (R 1/17) » DC/CF/SHOP/POS OON/EOC (1/17) + DC/GHMSI/DOL APPEAL (R. 1/16) - DC/CF/SHOP/POS OON/DOCS (1/17) « DC/CF/SG/POS OON CDH/GOLD
1500 (1/17) » DC/CF/BLCRD (1/12) « DC/CF/MEM/BLCRD (1/12) « DC/CF/ANCILLARY AMEND (10/12) « DC/CF/PT PROTECT (9/10) - DC/GHMSI/HEALTH GUARANTEE
1/15 « DC/CF/SHOP/ELIG (1/14) and any amendments.

Carehtst

Family of health care plans

www.carefirst.com

CareFirst BlueCross BlueShield is the business name of Group Hospitalization and Medical Services, Inc. CareFirst BlueCross BlueShield and
CarefFirst BlueChoice, Inc. are independent licensees of the Blue Cross and Blue Shield Association. ® Registered trademark of the Blue Cross and Blue Shield Association.
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Notice of Nondiscrimination and
Availability of Language Assistance Services

CareFirst BlueCross BlueShield and CareFirst BlueChoice, Inc. (CareFirst) complies with applicable federal civil rights laws
and does 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 aids and services to people with disabilities to communicate effectively with us, such as:

[J Qualified sign language interpreters

[ 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:

[J Qualified interpreters

[J Information written in other languages

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

If you believe that 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

Telephone Number 410-528-7820
Mailing Address P.O. Box 8894
Baltimore, Maryland 21224
Fax Number 410-505-2011
Email Address civilrightscoordinator@carefirst.com

You can file a grievance by mail, fax, or email. If you need help filing a grievance, our CareFirst Civil Rights Coordinator is
available to help you.

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.



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 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

ATICE (Amharic) 10000 U TINFOEP NA ao&7 T47TP avlB HA: oA $1-180°F (44 L& Fo-
eI NCT ALTG AATLT AIHUT 047 6T AL &FAA: &NT 08 P99TTH AG PATOTIP h&f NLTEP A

P Tt a1t AAPF: AQA NP havd04P NCeP NAHECA AL OLTmPOAD- PAAD RPC aPLDA LT AN AOA
NAUE £919° ©F AAh R TC 855-258-6518 L@@ 07 AP AANLTICE &40 71957 a1 AANP: A1e OhLA
AN (LOATPE P9LLATTT R7% Pam-%E NHLI° NHCATL IC L1955 (s

Edé Yoriubd (Yoruba) 1tétiléko: Akiyési yii ni iwifan nipa isé ad6jatofo re. O le ni awon dééti patd o si le
ni 1ati gbé igbéseé ni awon 0j¢ gbédéke kan. O ni &t 1ati gba iwifin yii ati iranlowd ni edeé re 16feé. Awon
omo-egbé gbddd pe ndomba foonu té wa 1éyin kaadi idanimo won. Awon miran le pe 855-258-6518 ki o si
duro nipase ijiroro titi a 6 fi so fun ¢ 14ti te 0. Nigbati asoju kan ba dahun, s édé ti o fé a 6 si so 0 po mo
ogbufo kan.

Tiéng Viét (Vietnamese) Chu y: Thong bao nay chira thong tin vé pham vi bao hiém cua quy vi. Thong
bao co the chtra nhimg ngdy quan trong va quy vi can hanh dong trude mot s6 thoi han nhit dinh. Quy vi
¢6 quyén nhan duoc thong tin nay va hd tro bang ngon ngir ciia quy vi hoan toan mién phi. Cac thanh
vién nén goi sé dién thoai & mit sau cua thé nhan dang. T4t ca nhing ngudi khac c6 thé  goi sd
855-258-6518 va chd hét cude 601 thoai cho dén khi duoc nhac nhan phim 0. Khi mét tong dai vién tra
10i, hiy néu rd ngdn ngit quy vi can va quy vi sé& dugc két ndi 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 ningtin costo. Los
asegurados deben llamar al nimero 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.

Pycckuii (Russian) Banmanne! Hacrosiee yBegomiieHre CONEPKUT HH(DOPMAIIHIO O BAIlIEM CTPaXOBOM
oOecriedeHn. B HEM MOTYT yKa3bIBaThCs BaXKHBIC JIaThl, U OT BAC MOXET NOTPEOOBATHCS BHITIOJTHHUTH
HEKOTOpBIE IEHCTBUS 10 OTPEIeNIEHHOTr0 cpoka. Bbl nmeere npaBo O6eCIuIaTHO MOMYYUTh HACTOALIHNE
CBEJICHHSI U COIYTCTBYIOIIYIO TOMOIbL HA YAOOHOM BaM sI3bIKE. Y YaCTHHKAM ClieyeT 00paiaThes Mo
HOMepy TenedoHa, yka3aHHOMY Ha ThUIBHOW CTOpPOHE UIEHTH(HMKAMOHHOM KapThl. Bce mpoune
A0OHEHTHI MOTYT 3BOHHTH 110 HOMepy 855-258-6518 u oxxuaaTh, moka B rOJIOCOBOM MEHIO HE OyeT
npeiokeHo Haxath mudpy «0». Ilpu oTBeTe areHTa yKa)XuTe jKenaeMbli sI3bIK OOILEHHS,  BaC CBSKYT
C TIEPEBOTYUKOM.



B=aT (Hindi) €ATo1 &: 6 T H AT STAT Haol & S H ST AT 375 & | 8 TeheTl & foh 3HH
ey fAfAgt 1 3eoi@ 81 3R 39 forw ol e Teg-FaT & iR 1 Tl ST 811 39t
Ig SR 3R T FETIAT 39T $T8T 3 To¥:3oeh UTel T DR | T Sl I Tgeled g7
& OIS ST 3T Bl AR TR il AT ARV | 3T THT 9T 855-258-6518 IR el Y Tehl g AR 19
e 0 el & ToIU o ST ST, I doh AIG, T TATETT | ST IS Ui 3cak & ar 3 39T AT
TV 3R 3R SATEATHR & Sholare T AT STTa|

Bdsss-wiidi (Bassa) To Puli Cao! B3 nia ke ba nyo b& ké m gbo kpa b6 ni fiia-fiid-tiin nyse jé dyi. B3
nia ke bédé wé jéé bé bé m ké de wa m5 m ké nyuee nyu hwe bé wé béa ké zi. D md ni kpé bé m ké b3
nia ke ké gbo-kpa-kpa m mjee dyé dé ni bidi-wudu mua b€ m ké se widi do pée. Kpood nyo bé me da
fliin-nd6a nia dé waa L.D. kaad dein nye. Nyo 33 séin me d4 ndba nia ke: 855-258-6518, ké m me fo
tee B¢ wa kée th gbo c& B¢ th ké ndba mda 0 kee dyi padain hwe. D jli ké nyo do dyi th g5 jiiin, po
wudu m m3 poe dyig, ké nys o mu b6 niin b€ 5 ké ni wudud mu za.

FR] (Bengali) %5 e A3 (AGCT ST 3] FOES T 0T T@A® | 97 & 379 oIfFy

YF© MEF AT [T SIART T ATAE TS e 200 T | a1 150 Tes g 92 % M8IF
AT FRIFOT MBI AHFF ATAF AR | T S AACIT@S e AP T F 0 J|
SIEATET 855-258-6518 THE@ Fe1 F&F 0 6@ A1 Io1 G HOTH FH(0 *NES | I (FIEAT A6 Sod (W@
ST AP A SAE T T T2 AN (MSINF N S FH 2J|

O S 5 0ol S (e el - o Jaiia yy laslaa (Blale ) S (a3 SOl 088 a8 (Urdu) 52/
S deala Glasbes my by Sl 5y s (S S8 (518 SS Ui 5 AT e sada S QA o (Sas sl
S s 058 3sm se gy adly SIS GALE 1) S ) jee 3 S S deala ade e 0L s S A A s

S il S Ul S5 s S S a0 sl on =S S JS 11855-258-6518 Sl K g - s S
S 0ils pdsise an e ) Gl Ol msthe Gy S Gl

p oY 52l e sl 2o ) sl (Sae ) Lal ey gy 0l (Sle Dlal (5 sla axadle ) il a5 (Farsi) ol
uh)@u&ﬂ\)&-l‘)}.am“)‘ﬁw\)jub%\ug\UAgmJ\JJ}A}&AU:}\ J\MM@\M\@A&AMJ‘)&A@JUUQJ
AJMQMJ\)SG.AA\)S\ b .A.'a‘):g\_ju.uwQ@@b&i&)&@gz)ﬁaﬁGJAwaLgdeE'Ac\ S Gl ja Gl A

el 5l ) 3 (S i (o Bl ) axy diaa JLES ) () 2o 2 b 4l )& Ll ) U aniley Hlatie 23 80 (elaiB55-258-6518
s daayada s e an yie 43 U aiS aaati ) 356 L)

oV glind By caga gl 58 o (i 385 i) elihaas GLay Claslea e Jad ) 138 g sing 4l (Arabic) Lyl 44l
‘;cG;_.\:\:\.Zﬂs;'\giMojqéjﬂg&ujubﬁmmuhécd}d\é}d;ﬂ‘ Badsa Aailed e ga J sl Chlel ) AT
A e DLt o AN (S e Aala A gl iy yai Ay el 8 sS3all Calel 8 5 e JLai) sliac )

S a3 Sl anf sl vie 0, ) e darall agie callay s slaall A Us5Y15855-258-6518
Omosal) e el aaly el 58 S ey Joal )

111 EAE (Traditional Chinese) VEx: AE A& BN E I LRBR AT A B &Rl . AT R & &
BLH W AR 2 IR 2 AT 7 BRI AT E) . AR AR E A A, DLAOEIE R () RERE SR
BERI I IRES . & BEEEHTENE 523300 RS M ERE 9 S. HAprA N Lol 4T E5
855-258-6518 , W&k B BB EEFL RIS FIesd 0. s &R, SEmb B FEEHNES,
B ALEL I RE N\ BBiAR .

Igbo (Igbo) Nrubama: Qkwa a nwere 0zi gbasara mkpuchi nchekwa onwe gi. O nwere ike inwe ubochi
ndi di mkpa, i nwere ike ime ihe tupu ufodu ubochi njedebe. | 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 0z0 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 IThren 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 lhrer Sprache
zu erhalten. Als Mitglied verwenden Sie bitte die auf der Riickseite Ihrer 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 gewiinschte 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 I'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, aprés 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.

oF50)(Korean) F21: o] A A ol= B3] An Ao gk ARr 7t 23 o] FUnh 58 2
2 225 FHallof st 54 71%ko] 23 = lFUTh At Al AR Aol = s F A E o}

A DS S At Ut 3 Qelal A9 ID 7h=2) 5ol e AsH s dets) T4 Q.
3] o] o}y Al 7% 855-258-6518 Hl O & A 3}3te] 08 FE et WA X7 52 w71
7o A A 2L AAE Aol Al B ek o] & WEEAIH TG Au 2ol AAs) =YYt





