Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2022 - 12/31/2022

Fairfax County Public Schools — CareFirst BlueChoice Advantage

Coverage for: Individual / Family | Plan Type: POS

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 more information about your coverage, or to get a copy of the complete terms of coverage, contact CareFirst at 1-800-296-0724. 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 view the Glossary at www.carefirst.com or call 1-800-296-0724 to request a copy. For more information about your coverage, or to get a copy of the complete

terms of coverage, please visit www.carefirst.com/fcps.

mportantQuestions | Answers | WhyThis Maters

In-Network:
What is the overall $250 Individual / $500 Family
deductible? Out-of-Network:

$500 Individual / $1,000 Family

Are there services covered

before you meet your Yes. In-Network preventive care services.
deductible?

Are there other deductibles

for specific services? No

In-Network and Out-of-Network (Combined)
What is the out-of-pocket | Out of Pocket Maximums:
limit for this plan? Medical:  $2,000 Individual / $4,000 Family
Pharmacy: $1,500 Individual / $3,000 Family

Premiums, balance-billing charges, health care
this plan doesn’t cover, and penalties for failure
to obtain pre-authorization for services. Copays
and coinsurance for covered prescriptions apply
to pharmacy out-of-pocket maximum.

What is not included in
the out-of-pocket limit?

Will you pay less if you use | Yes. See www.carefirst.com or call 800-296-
a network provider? 0724 for a list of Network providers.

Do you need a referral to

e No
see a specialist?

Generally, you must pay all the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must
meet their own individual deductible until the total amount of deductible expenses paid by all
family members meets the overall family deductible.

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
https://www.healthcare.gov/coverage/preventive-care-benefits/ for a list of covered preventive
services. See https://provider.carefirst.com/providers/medical/medical-policy.page? for
colorectal cancer screening recommendations.

You don't have to meet deductibles for specific services.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, they have to meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

For Pharmacy plan details, see http://info.caremark.com/fcps.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
Separate out-of-pocket maximums apply to medical and pharmacy benefits.

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 receive a
bill from a provider for the difference between the provider’'s charge and what 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.

You can see the specialist you choose without a referral.
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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 Services You May
Medical Event Need

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

If you have a test

If you need drugs to treat
your illness or condition

More information
about prescription drug

coverage is available at

http://info.caremark.com/fcps

Primary care visit to treat
an injury or illness

Specialist visit

Retail health clinic /
Convenience care

Preventive

care/screening/
immunization

Diagnostic test (x-ray,
blood work)

Imaging (CT/PET scans,
MRIs)

Generic drugs

Preferred brand drugs

Non-preferred brand
drugs

Specialty drugs

What You Will Pay

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

$20 copay per visit

$40 copay per visit

$20 copay per visit, not
subject to deductible.

No charge, not subject to
deductible.

No Charge

Office (Non-Hospital)

$75 copay per visit

OP Facility (Hospital)

$100 copay per visit

Retail: $7 / $14 / $21
(30/60/90-day supply)

Mail Order: $14

(up to 90-day supply)
20% subject to following
maximums:

Retail: $75/$150 / $225
(30 /60 /90-day supply)

Mail Order: $150
(up to 90-day supply)

Not Covered

20% of cost of drug, $75
maximum, up to a 30-day
supply

40% of Allowed Benefit
40% of Allowed Benefit

40% of Allowed Benefit

40% of Allowed Benefit

40% of Allowed Benefit

40% of Allowed Benefit

Pay in full, then file claim
for reimbursement.

Reimbursement limited to

amount plan would have

paid if network pharmacy

was used.

Not Covered

Must use CVS Specialty
Pharmacy after first fill.

Limitations, Exceptions & Other Important

Information

No visit limits.

Certain therapeutic services limited to a 90-visit
maximum, per therapy, per calendar year.

None

Age & frequency limits may apply. You may have to
pay for services that aren’t preventive. Ask your
provider if the services needed are preventive, then
check what your plan will pay for.

BlueChoice providers and outpatient facilities must
use LabCorp for lab services to be covered in-
network. If a BlueChoice provider refers you to a lab,
you must use a LabCorp facility for lab services to be
covered in-network.

None

Maximum $50 copay per 30-day supply of insulin.

Participants using a CVS retail pharmacy for
maintenance medications may receive a 90-day
supply for two retail copays.

Active Employees and Non-Medicare Retirees:

Your plan uses a network of participating pharmacies
and a formulary (a list of preferred covered
medications). Some drugs may require
preauthorization; if preauthorization is not obtained,
the drug may not be covered.

Deductible does not apply to prescription coverage.
Certain preventive medications covered for $0 copay.
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44 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

What You Will Pay

Limitations, Exceptions & Other Important
Information

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital stay

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

If you are pregnant

Facility fee (e.g.,
ambulatory surgery
center)

Physician / surgeon
fees

Emergency room care

Emergency medical
transportation

Urgent care

Facility fee (e.g.,
hospital room)

Physician/surgeon fees

Outpatient services

Inpatient services

Office visits

Childbirth/delivery
professional services

Childbirth/delivery
facility services

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

$100 copay per visit

$20 PCP copay per visit
$40 Spec copay per visit

$250 copay then 10% of
Allowed Benefit

10% of Allowed Benefit

$40 copay per visit, not
subject to deductible.

$150 admission copay, plus
$100 copay per day (max 5
copays per admission)

$20 PCP / $40 Spec copay
per provider, per day

$20 copay per visit (office),
$40 copay per visit
(specialist),

$100 copay facility charge (if
applicable)

$150 admission copay, plus
$100 copay per day (max 5
copays per admission)

No Charge

$20 PCP / $40 Spec copay
per provider, per day

$150 admission copay, plus
$100 copay per day (max 5
copays per admission)

40% of Allowed Benefit

40% of Allowed Benefit

Paid as In-Network if
bona fide emergency

10% of Allowed Benefit

$40 copay per visit, not
subject to deductible.

$150 per admission copay

then 40% of Allowed
Benefit

40% of Allowed Benefit

40% of Allowed Benefit

40% of Allowed Benefit

40% of Allowed Benefit

40% of Allowed Benefit

$150 per admission copay

then 40% of Allowed
Benefit

Prior authorization may be required depending on
type of service rendered.

$250 copay waived if admitted. No coverage
for non-emergency use; prudent layperson
rules & definitions apply.

Must be medically necessary.

If using a non-participating provider, may be
required to pay in full & file for reimbursement.

Prior authorization is required for all inpatient
admissions.

For treatment at an Outpatient Hospital Facility,
facility charge may apply. Prior authorization is not
required for Outpatient Therapy Visits.

Prior authorization is required for all inpatient hospital
and treatment facility stays. Additional professional
charges may apply

Cost sharing does not apply for preventive services.
Depending on the type of service, a copayment,
coinsurance or deductible may apply. Maternity care
may include tests and services described elsewhere
in the SBC (i.e. ultrasound). Prior authorization
required for maternity & newborn confinements that
exceed the standard length of stay for normal vaginal
delivery or C-Section.
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44 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

If you need help
recovering or have
other special health
needs

If your child needs
dental or eye care

Home health 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

$40 copay per visit

$40 copay per visit/therapy

$40 copay per visit/therapy

Hospital Facility:

$150 admission copay, plus
$100 copay per day (max 5
copays per admission)

$40 copay

Outpatient: $40 copay per visit

Hospital Facility: $150
admission copay, plus $100
copay per day (max 5 copays
per admission)

$20 copay, not subject to
deductible

Standard glasses covered in
full up to $130 allowance

Not covered

40% of Allowed Benefit

40% of Allowed Benefit

40% of Allowed Benefit

40% of Allowed Benefit

40% of Allowed Benefit

$150 per admission
copay then 40% of
Allowed Benefit

Reimbursement up to
$40

Reimbursement $40 -
$80

Not covered

90 visits/calendar year; prior authorization is required
Inpatient rehabilitation: 90 days per benefit period
combined between in-network and out-of-network.
Prior authorization required. Per admission copay
may apply.

Outpatient rehabilitation: In-network and out-of-
network PT, OT, and ST benefits are limited to a 90-
visit maximum combined per condition per calendar
year and combined between in- and out-of-network.
Utilization Management approval required. If a
service is rendered at a Hospital Facility, the
additional Facility charge may apply.

Prior authorization is required. Includes coverage for
Autism Spectrum Disorder. Other habilitative
services covered as part of Early Intervention
Program (birth to age 3). If a service is rendered at a
Hospital Facility, the additional Facility charge may
apply.

Prior authorization is required. 120-day maximum per
benefit period; days renewed when out of the facility
60 consecutive days. $150 copay admission copay
waived if transferred directly from inpatient facility.
Prior authorization is required for certain durable
medical equipment. Please see the CareFirst Plan
Booklet for more information.

Prior authorization is required. Inpatient per
admission copay waived if transferred directly from
inpatient or skilled nursing facility.

Once every 12 months. Routine vision services not
subject to deductible.

Lenses once per 12 months; frames once per 24
months; max $130 allowance

Not covered
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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.)

o Cosmetic surgery e Long-term care
¢ Dental care (Adult and child) ¢ Routine foot care

o Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Acupuncture —only if used by a physicianinlieu e Infertility treatment — subject to Utilization Mgmt

of anesthesia approval e Private-duty nursing — outpatient only — limited to 120
o Bariatric surgery - subject to Utilization e Hearing aids — only if result of accidental injury days per benefit period

Management approval ¢ Non-emergency care when travelling outside the ¢ Routine eye care (Adult)
e Chiropractic care US. See www.bcbsglobalcore.com

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. For more information on your rights to continue
coverage, contact the plan at www.fcps.edu or 571-423-3200, Option 3. For non-federal governmental group health plans, contact the Department of Health and Human
Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov.

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: Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, 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 (FX): INRF=EhXHIEER, 1EKITX 515 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:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be

Peg is Having a Baby

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

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-

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

hospital delivery)

M The plan’s overall deductible $250

M Specialist $40

® Hospital (facility) copay, then $150

$100 per day copay (max 5 copays)

M Other 10%
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)

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing
Deductibles $250
Copayments $400
Coinsurance $0
What isn’t covered
Limits or exclusions $60
The total Peg would pay is $710

controlled condition)

M The plan’s overall deductible $250

W Specialist $40

® Hospital (facility) copay, then $150

$100 per day copay (max 5 copays)

M Other 10%
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)
Total Example Cost $7,400
In this example, Joe would pay:
Cost Sharing
Deductibles $250
Copayments $500
Coinsurance $1,000
What isn’t covered
Limits or exclusions $30
The total Joe would pay is $1,780

up care)
M The plan’s overall deductible $250
W Specialist $40
® Hospital (facility) copay, then $150
$100 per day copay (max 5 copays)
M Other 10%

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 $1,900
In this example, Mia would pay:
Cost Sharing

Deductibles $250

Copayments $600

Coinsurance $100

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $950

Note: These numbers assume the patient does not participate in the plan’s wellness incentive. If you participate in the plan’s wellness incentive, you may be able to
reduce your costs. For more information about the wellness incentive, please contact: www.carefirst.com/fcps.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Notice of Nondiscrimination and
Availability of Language Assistance Services

(UPDATED 8/5/19)

CareFirst BlueCross BlueShield, CareFirst BlueChoice, Inc., CareFirst Diversified Benefits 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:
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:
Qualified interpreters
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.

CarefFirst 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. InVirginia, 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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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.

ATICE (Amharic) MANNP- 2U MAFDEP NA CET AEYP MLE £H A= NTOAR $1-120F N&F ALFTFD PRI 171CF
ASS NATTFA RIHUT DA% $F ABH £FAA: 7 008 PRe TH AT PATPITR RGP NFILP ATH PR TH OONE AAP
ANA MU NP F@eP NCEP NNHECN AL DE+MPAD: PRAR €MC TLMA LFAA: ANA NALPT L7 ML NAR &m(

855-258-6518 L@M-AM- 07 AT8nF ANNLIICP 2N 191947 MNP AANP: AT MA AN ANDPE PALATTT €78
PAM¢T hH, PR N+CaT, IC 2795 Ko

Edé Yoruba (Yoruba) Itétiléko: Akiyési yii ni iwifiin nipa isé¢ ad6jitofo re. O le ni awon dééti paté o si le ni lati
gbé ighése ni awon 0jo gbédéke kan. O ni &to I4ti gba iwifun yii ati iranldwg ni edeé re 16féé. Awon omo-egbé
gbodo pe nomba foonu t6 wa léyin kaadi idanimo won. Awon miran le pe 855-258-6518 ki 0 si durd nipase ijirord
titi a O fi so fUn o lati te 0. Nigbati asoju kan ba dahun, so edé ti o fé a 6 si so ¢ po mo ogbufo kan.

Tiéng Viét (Vietnamese) Chu y: Thong bao nay chira thong tin vé pham vi bao hiém cta quy vi. Thong bao c6 thé
chtra nhitg ngay quan trong va quy vi can hanh dong trude mot s6 thoi han nhat dinh. Quy vi ¢6 quyén nhan
dugc thong tin nay va hd trg bang ngdn ngit ctia quy vi hoan toan mién phi. Cac thanh vién nén goi sé dién thoai
& mit sau cua thé nhan dang. Tat ca nhimg nguoi khic co thé goi s6 855-258-6518 va chd hét cude ddi thoai cho
dén khi dugc nhic nhan phim 0. Khi mét tong dai vién tra 16i, hdy néu rd ngdn ngit quy vi can va quy vi s& duoc
két ndi voi mot théng 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.

Espafiol (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 informacidn y asistencia en su idioma sin ningln costo. Los asegurados deben Ilamar al
namero de teléfono que se encuentra al reverso de su tarjeta de identificacion. Todos los deméas 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.

Pycckuui (Russian) Baumanue! Hacrosiiiee yBe1oMIeHHE COMEPKUT HHPOPMAIIUIO O BallleM CTPaXxOBOM
obecrieueHun. B HeM MOTYT yKa3bIBaThCs BXKHBIC JIATHI, H OT BAC MOXKET OTPEOOBATHCS BHIOJIHUTH HEKOTOPHIC
JIEHCTBUS 0 OTMPECICHHOTO Cpoka. Bl nMeeTe mpaBo OECIUIaTHO MOMYYNUTh HACTOSIINAE CBEJCHUS U
COMYTCTBYIOIIYIO TOMOIIb Ha YIOOHOM BaM SI3bIKE. Y4YacTHHKaM CIeAyeT 00palarhscs mo HoMepy TenedoHa,
YKa3aHHOMY Ha TbUIBHOW CTOPOHE MICHTU(HUKAIIMOHHON KapThl. Bee mpoune abOHEHTHI MOTYT 3BOHUTH 110
HoMepy 855-258-6518 u oxkuaaTh, Moka B roJIOCOBOM MEHIO He OYJET NpeaiokeHo HaxaTh nudpy «0». Ilpu
OTBETE areHTa YKa)KUTE JKEIaeMBbIH SI3bIK OOILEHHS, ¥ BAC CBSXKYT C IEPEBOJUMKOM.
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TR W HId HRAT FoMRUI =T U AT 855-258-6518 TR Hidt IR bl & 3R 59 d% 0 TFoTo B
<20 OTU, dd dodb Jd:«:Iq B AT P | Ol ﬁ'sc Q\_:[\E JdoeR T dol ST SO HIS-T aa;;;;rﬁr
3R MTYD! ARG TTHR T HAFC PR §&IT S|

Bassi-wud (Bassa) To Puiti Cao! B3 nia ke ba nyo bé ké m gbo kpa b6 ni fu a-flia-tifn nyee jé dyi. B3 nia ke bédé
wé jéé bé bé th ké de wa m5 m ké nyuee nyu hwe b wé béa ké zi. D md ni kpé b£ rh ké b3 nia ke ke gbo-kpa-
kpa m maee dyé dé ni bidi-wudu mu b¢ t ké se widi do pé&. Kpood nys b& me d4 fiiin-ndba nia dé waa

.D. kdad dein nye. Nyo t3) séin me da ndba nia ke: 855-258-6518, ké mme fo tee b€ wa kée mgbo ce b€ mké
ndba mda 0 kee dyi padain hwe. D jii ké nyo do dyi m g3 jiiin, po wudu th m3 poe dyie, ké nys do mu b6 niin bé
2 ké ni wudud mu za.

JIE (Bengali) T FFA: IR MO WA [N FGCFRE TR S TM(0 | I TRY PR (0 SRy
RIFHS PR 1 T | O RRAILR TR SIS ST o0 RIS S0P | RINT 2R T8 Wl TCe R O
A8 Coo T G008 TRETCOT T8 T TR WA SIC¥Y | STPFHE OPI (0 Ce F PA(AI YTl N
1 FIT6 T | W 855-258-6518 T Fe T 0 o710 ol IeToT (-7 THPF -] FT0 AR | L TAT G
O AR O SO PGS ST I Jelg]

S AR TSI (e MLE PLT I|

OSan sl use 698 3 s s sp %) - daiie p ilagles Blrta i sS B s S T g s sz st )Urdu( 2/

S0 ozt A 08 e ol Sladba o o Sl Jo S5 p0m 68 2 i8S Gl IS S gl AT pasuage Sl S 2
225 el 8 ISy o s 3 s S oS IS plid il 58 o o G 1S S8 Juale 238 e O
O ovstha i) g o0 sz oS Syl s S B I g a8 1S 2 2 0 sl us 288 S IS 0855-258-6518 K4
& 0dz phas e uangia sl o

C;JU o gl (-;J'I\ U0 g slo @,’)U d}\c gl Ud?" Sl Lag a5y Lhidige ol ) dd\&du:\ LS}‘C "u'(‘j‘t‘ o ez )FarSi( Y
s @l s Gl en &) <y sua e | sulagely s g Ul gl 1 3l D1 Ga Gl ) L A
o gt o s s A sl 20 elet lisslulog S8 St 53 03 3 o e b gl Liac)
O ool 31 Ss gt s Kok O dew e I 0 23 0k sloul s ol D) e ypber sla 5 3)s 8 (4ei855-258-6518
A0 duas Ao s e o e 4 0 35S asbi | Jlsg 2 5

‘ ) o gl 35 Bpae gl Gl s s Bjsald e cliv cilagen Jo llaFdl) 136 (55 opié (Arabic) fua/ £/
Jai N °LAEJ” ‘5‘6 ‘-SE“‘J’ Bl <_5\ d(n; e dutdq a_:u}l’.nj\} sacludl 528 ‘_Jt d;uacJ‘ dJ Gro. Baza By -\;&‘}A JJ]C“ Glel sal
855- (d)l\ G‘t Juaidh s Al peleg, b °u4‘cJ' By sel) g i ilday yela g U553 Cailal FS) e
Wy Jual sl I Clum guJ\ °EJJ‘ S eedidyl aalf sla) Ve 0. piL tf‘t L@Al e -y N Budadll dd\c Ladil g 258-6518
gl s pcipd) sl st sy

XX B K (Traditional Chinese) ;& : AEHBSHENEHNRIGHKTHEEAEN, ABHUEISEEAHR
CERBTHRZAIZERINTE. GERAGKEESENEN LREREMEEREMIZEIR



. ERFBITNES MM FEEMERRN, HMATHE AT RTES 855-258-6518, i FxE F
HERRTIRTRE 0, EERAENZR, FRHCFELANES EXRCHREOZARER.



Igbo (Igbo) Nrubama: Qkwa a nwere ozi gbasara mkpuchi nchekwa onwe gi. QO nwere ike inwe ubochi ndi di
mkpa, i nwere ike ime ihe tupu ufodu ubochi njedebe. I nwere ikike inweta 0zi na enyemaka a n’asysuy gi na
akwughi ugwo o bula. Ndi otu kwesiri ikpo akara ekwenti di n’azy nke kaadi njirimara ha. Ndi 9zo 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 tber Ihren Versicherungsschutz. Sie kann
wichtige Termine beinhalten, und Sie missen gegebenenfalls innerhalb bestimmter Fristen reagieren. Sie haben
das Recht, diese Informationen und weitere Unterstiitzung kostenlos in Ihrer 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 gewlinschte Sprache an, damit er Sie mit einem Dolmetscher verbinden kann.

Francais (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 I'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 interpreéte.

ot=0f(Korean) F2|: 0| SX|AM0l= 28 AHH2|X|0of CHot HEIF ZE | USLLCHL T8 R X
ZX|E Fol{oF = EH 7|2H0] Z=etE 5= JASLICEH Ao H = AHE A2 of|T E K|S &2
Ha[7t ASLICH 2| 0|4 A2 1D 7tEL| HEHO| Q= Mot 2 e FUA| L, 3| [0 OfL| A HL2
855-258-6518 H2 = [250 02 FEEh= HA[X|Z7F S8 W7FX| Z|Ch2[dA| 2. HEE SERoA
23t AN E YESAH &Y M| A0 HZ8] EEILICE

Diné Bizaad (Navajo) Ge’: Dii bee it hane’igii bii” dahdl¢ bee éédahdzin béeso ach’aah naanil
nik’ist’i'igii ba. Bii’ dahold¢ doo iiyisii yoolkaaligii doo t'aadoo le’é adadoolyjjligii da
yokeedgo t'aa doo bee e’e’aahi ajiil’jjh. Bee na ahdot’i’ dii bee it hane’ doo

nika'adoowot t'aa ninizaad bee t'aa jiik’é. Atah danilinigii béésh bee hane’é bee wétta’igii
nitfizgo bee nee hodolzinigii bikéédéé’ bikaa’ bich’|’ hodoonihji’. Aaddé6 naanata’ éi kojj’
dahédoolnih 855-258-6518 doo vii diitts’jjit yatti‘igii t’aa niléijj aadéé éi bikéé’'dééd naasbaas

bit adidiilchit. Akd’anidaalwd’igii neidiitddgo, saad bee yanitt’i‘igii yii diikit d66 ata’ halne’é
|a nikd’adoolwot.





