City of Spokane: Your Choice (Copay) NGF - CPIII $10/$20 Rx

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Important Questions

What is the
overall deductible?

Are there
other deductibles for
specific services?

Is there an out-of—pocket
limit on my expenses?

What is not included in
the out—of—pocket limit?
Is there an overall annual
limit on what the plan
pays?

Does this plan use
a network of providers?

Do | need a referral to see
a specialist?

Are there services this
plan doesn’t cover?

$100 Individual / $300 Family. Does not
apply to prescription drugs and services
listed below as "No charge".

No.

Yes. In-network: $625 Individual / $1,875
Family

Premium, balance-billed charges, and
health care this plan doesn't cover.

No.

Yes. For a list of in-network providers, see
www.premera.com or call 1-800-722-1471.

No. You don't need a referral to see a
specialist.

Yes.

Coverage Period: 01/01/2017 - 12/31/2017
Coverage for: Individual or Family | Plan Type: PPO

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan document at
https:/lwww.premera.com/SBC or by calling 1-800-722-1471.

You must pay all the costs up to the deductible amount before this plan begins to pay
for covered services you use. Check your policy or plan document to see when

the deductible starts over (usually, but not always, January 1st). See the chart starting
on page 2 for how much you pay for covered services after you meet the deductible.

You don't have to meet deductibles for specific services, but see the chart starting on
page 2 for other costs for services this plan covers.

The out-of-pocket limit is the most you could pay during a coverage period (usually
one year) for your share of the cost of covered services. This limit helps you plan for
health care expenses.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.

The chart starting on page 2 describes any limits on what the plan will pay for specific
covered services, such as office visits.

If you use an in-network doctor or other health care provider, this plan will pay some or
all of the costs of covered services. Be aware, your in-network doctor or hospital may
use an out-of-network provider for some services. Plans use the term in-

network, preferred, or participating for providers in their network. See the chart
starting on page 2 for how this plan pays different kinds of providers.

You can see the specialist you choose without permission from this plan.

Some of the services this plan doesn't cover are listed on page 5. See your policy or
plan document for additional information about excluded services.

Questions: Call 1-800-722-1471 or TTY 1-800-842-5357 or visit us at www.premera.com.

If you aren't clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary
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(. e Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.
M e Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if the
plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if you haven't met
your deductible.

e The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the allowed
amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and the allowed amount
is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

This plan may encourage you to use in-network providers by charging you lower deductibles, co-payments and co-insurance amounts.

Common Your cost if you use a e :
Services You May Need _ _ Limitations & Exceptions
Medical Event In-Network Provider Out-Of-Network Provider

Primary care visit to treat an | First 3 visits no charge, then

40% coinsurance

injury or illness 20% coinsurance
Specialist visit ATE VISR 0 GG, Ure 40% coinsurance
If you visit a health 20% coinsurance
care provider’s office Spinal manipulations limited to 30 visits
or clinic Other practitioner office visit | 20% coinsurance 40% coinsurance per calendar year, Acupuncture limited to
24 visits per calendar year
Preventlvg care / screening / No charge Not covered
immunization
Diagnostic test (x-ray, blood | First $1QO no charge, then 40% coinsurance
work) 20% coinsurance
If you have a test . . i izati
y Imaging (CT/PET scans, First $100 no charge, then , AT authon_zathn regommended for
) 40% coinsurance some outpatient imaging tests. Penalty
MRIs) 20% coinsurance

for out-of-network: no penalty.
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Common .
Medical Event Services You May Need

If you need drugs to
treat your illness or
condition

More information

about prescription drug
coverage is available

at http://client.formularyn
avigator.com/Search.asp
x?siteCode=6065073448

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital
stay

If you have mental
health, behavioral
health, or substance
abuse needs

Generic drugs

Preferred brand drugs

Non-preferred brand drugs

Specialty drugs

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

Physician/surgeon fees
Emergency room services

Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital
room)

Physician/surgeon fee

Mental/Behavioral health
outpatient services

Mental/Behavioral health
inpatient services

$10 copay (retail),
Not covered (mall)

$20 copay (retail),
Not covered (mail)

$20 copay (retail),
Not covered (mail)

Generic: $10 copay
Brand: $20 copay

20% coinsurance

20% coinsurance
20% coinsurance

20% coinsurance

Hospital-based: 20%
coinsurance

Freestanding center: First 3
visits no charge, then 20%
coinsurance

20% coinsurance

20% coinsurance
Office Visit: First 3 visits no

charge, then 20% coinsurance

Facility: 20% coinsurance

20% coinsurance

Your cost if you use a
In-Network Provider Out-Of-Network Provider

$10 copay + 40%
coinsurance (retail)
$20 copay + 40%
coinsurance (retail)
$20 copay + 40%
coinsurance (retail)

Generic: $10 copay + 40%
coinsurance (retail)

Brand: $20 copay + 40%
coinsurance (retail)

40% coinsurance

40% coinsurance
20% coinsurance

20% coinsurance

Hospital-based: 20%
coinsurance

Freestanding center: 40%
coinsurance

40% coinsurance
40% coinsurance

40% coinsurance

40% coinsurance

Limitations & Exceptions

Covers up to a 30 day supply or 100
units whichever is greater (retail and
mail). No charge for specific preventive
drugs.

Covers up to a 30 day supply or 100
units whichever is greater.

Prior authorization recommended for
some services. Penalty for out-of-
network: no penalty.

Prior authorization recommended for all
planned inpatient stays. Penalty for out-
of-network: no penalty.

Prior authorization recommended for all
planned inpatient stays. Penalty for out-
of-network: no penalty.
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Common .
Medical Event Services You May Need

If you are pregnant

If you need help
recovering or have
other special health
needs

If your child needs
dental or eye care

Substance use disorder
outpatient services

Substance use disorder
inpatient services

Prenatal and postnatal care
Delivery and all inpatient
services

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

Hospice service

Eye exam

Your cost if you use a
In-Network Provider Out-Of-Network Provider

Office Visit: First 3 visits no

charge, then 20% coinsurance | 40% coinsurance

Facility: 20% coinsurance

20% coinsurance

20% coinsurance
20% coinsurance

0% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

0% coinsurance

No charge

40% coinsurance

40% coinsurance
40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

No charge

Limitations & Exceptions

Prior authorization recommended for all
planned inpatient stays. Penalty for out-
of-network: no penalty.

Limited to 130 visits per calendar year
Limited to 45 outpatient visits per
calendar year, limited to 30 inpatient
days per calendar year.

Prior authorization recommended for all
planned inpatient stays. Penalty for out-
of-network: no penalty.

Limited to 45 outpatient visits per
calendar year, limited to 30 inpatient
days per calendar year.

Prior authorization recommended for all
planned inpatient stays. Penalty for out-
of-network: no penalty.

Limited to 180 days per calendar year.
Prior authorization recommended for all
planned inpatient stays. Penalty for out-
of-network: no penalty.

Prior authorization recommended to buy
some medical equipment over $500.
Penalty for out-of-network: no penalty.
Limited to 240 respite hours - 6 month
overall lifetime benefit limit, except when
approved otherwise.

Limited to one exam per calendar year
(under age 19).
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Common Your cost if you use a

| Services You May Need Limitations & Exceptions

Medical Event In-Network Provider Out-Of-Network Provider
Frames and lenses: Limited to 1 pair per
‘ Glasses No charge No charge calendar year (under age 19).
| Dental check-up Not covered Not covered none

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

o Assisted fertilization treatment o Dental care (Adult) e Private-duty nursing
e Bariatric surgery e Hearing aids e Weight loss programs
e Cosmetic surgery e Long-term care

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these services.)

e Acupuncture e Foot care e Routine eye care (Adult)
e Chiropractic care or other spinal manipulations e Non-emergency care when traveling outside the
U.S.
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Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay while
covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-800-722-1471. You may also contact your state insurance department, the U.S.
Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and Human Services at
1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. You can contact your
issuer's member assistance resources at 1-800-722-1471. Additionally, a consumer assistance program can help you file your appeal. Contact 1-800-562-6900.

Does this Coverage Provide Minimum Essential Coverage?

The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does provide
minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?

The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This health
coverage does meet the minimum value standard for the benefits it provides.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-722-1471.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-722-1471.

Chinese (H130): i RFE P CRIEY), WRITX DS 1-800-722-1471.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne" 1-800-722-1471.

To see examples of how this plan might cover costs for a sample medical situation, see the next page.
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About these Coverage Having a baby Managing type 2 diabetes
Exam ple S (normal delivery) (routine maintenance of
a well-controlled condition)
These examples show how this plan might cover B Amount owed to providers: $7,540 B Amount owed to providers: $5,400
medical care in given situations. Use these M Plan pays $6,740 M Plan pays $4,720
examples to see, in general, how much financial B Patient pays $800 B Patient pays $680
protection a sample patient might get if they are
covered under different plans. Sample care costs: Sample care costs:
Hospital charges (mother) $2,700 Prescriptions $2,900
Routine obstetric care $2,100 Medical Equipment and Supplies $1,300
-y Thisis Hospital charges (baby) $900 Office Visits and Procedures $700
“ not a cost Anesthesia $900 | Education $300
estimator. Laboratory tests $500 Laboratory tests $100
Prescriptions $200 Vaccines, other preventive $100
Don't use these examples to Radiology $200 | Total $5,400
estimate_ your actual costs Vaccines, other preventive $40 Patient pays:
under this pla_n. Thg actual Total $7,540 Deductibles $100
care you receive will be , _ C $300
different from these examples, Patient Pays. opays
and e costorthat carewill Deductibles $100 Coinsurance $200
also be different. Copays $0 Limits or exclusions $80
Coinsurance $500 Total $680
See the next page for Limits or exclusions $200
important information about Total $800
these examples.
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Questions and answers about the Coverage Examples:

What are some of the assumptions
behind the Coverage Examples?

Costs don't include premiums.

Sample care costs are based on national
averages supplied by the U.S. Department
of Health and Human Services, and aren't
specific to a particular geographic area or
health plan.

The patient’s condition was not an excluded or
preexisting condition.

All services and treatments started and
ended in the same coverage period.

There are no other medical expenses for
any member covered under this plan.
Out-of-pocket expenses are based only on
treating the condition in the example.

The patient received all care from in-
network providers. If the patient had
received care from out-of-network
providers, costs would have been higher.

What does a Coverage Example show?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn't covered or payment is limited.

Does the Coverage Example predict my
own care needs?

NO. Treatments shown are just examples.
The care you would receive for this condition
could be different based on your doctor’s
advice, your age, how serious your condition
is, and many other factors.

Does the Coverage Example predict my
future expenses?

No. Coverage Examples are not cost
estimators. You can't use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your own
costs will be different depending on the care
you receive, the prices your providers
charge, and the reimbursement your health
plan allows.

Questions: Call 1-800-722-1471 or TTY 1-800-842-5357 or visit us at www.premera.com.

If you aren't clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary

at www.cciio.cms.gov or call 1-800-722-1471 or TTY 1-800-842-5357 to request a copy.

Premera Blue Cross is an Independent Licensee of the Blue Cross Blue Shield Association.

Can | use Coverage Examples to
compare plans?

Yes. When you look at the Summary of
Benefits and Coverage for other plans, you'll
find the same Coverage Examples. When you
compare plans, check the “Patient Pays” box
in each example. The smaller that number,
the more coverage the plan provides.

Are there other costs | should consider
when comparing plans?

Yes. An important cost is the premium you
pay. Generally, the lower your premium, the
more you'll pay in out-of-pocket costs, such as
copayments, deductibles, and
coinsurance. You should also consider
contributions to accounts such as health
savings accounts (HSASs), flexible spending
arrangements (FSAs) or health
reimbursement accounts (HRAS) that help you
pay out-of-pocket expenses.
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Discrimination is Against the Law

Premera Blue Cross complies with applicable Federal civil
rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. Premera does
not exclude people or treat them differently because of
race, color, national origin, age, disability or sex.

Premera:

e Provides free aids and services to people with disabilities
to communicate effectively with us, such as:
¢ Qualified sign language interpreters
e \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
e Information written in other languages

If you need these services, contact the Civil Rights
Coordinator.

If you believe that Premera 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:

Civil Rights Coordinator — Complaints and Appeals

PO Box 91102, Seattle, WA 98111

Toll free 855-332-4535, Fax 425-918-5592,

TTY 800-842-5357

Email AppealsDepartmentinquiries@Premera.com

You can file a grievance in person or by mail, fax, or
email. If you need help filing a grievance, the 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 Ave SW, Room 509F, HHH Building
Washington, D.C. 20201, 1-800-368-1019,
800-537-7697 (TDD). Complaint forms are available at
http:/lwww.hhs.gov/ocr/office/file/index.html.

Getting Help in Other Languages

This Notice has Important Information. This notice may
have important information about your application or
coverage through Premera Blue Cross. There may be key
dates in this notice. You may need to take action by certain
deadlines to keep your health coverage or help with costs.
You have the right to get this information and help in your
language at no cost. Call 1-800-722-1471 (TTY: 1-800-842-
5357).

K745 (Amharic):

2V TINFOEL ANAT aPLE CHA: LU TI0FOEL QA
T\ nFP 0e,9° ¢ Premera Blue Cross 1147 A04.AL 9028
AFLD & AN (LY 710 FOEP ONT RAG PTT AT

e Ak Pm.G 7 114797 AenNPS NANG4.A hCS T
ATITTF o0 PLE 180F ACIPE avo-0L: 210P T
BUPGA: U7 0P8 W18.PTT WG PATPTI° haf NL1EP
ACSF WP8.0TT ook AaPF=N0Ah ¢7C 1-800-722-1471
(TTY: 1-800-842-5357) £.8@-n-x

421 (Arabic):
Cilaslea Hladyl) 138 (5 5y 3 Aalh cila glea Jlad¥) 13 (5 93
Jsmanll b i Gl ddaxdl) o Al (12 gendy daga

Gl s dlia (<58 Premera Blue Cross JMa (x Leale
Ama Z)l 5 (B ol pa) JATY lsi a5 ladY) 13 (A daga
Al oy CallSl g8y sacbuall 5 dpaall dlidaas I Lliall
A A A5 () g0 elind saclusall s il glaall 038 e ) geanl)
= duail

1-800-722-1471 (TTY: 1-800-842-5357)

H1 3 (Chinese):

KEMEBEEEMNRAR . ABARERRESEE
Premera Blue Cross 12 XX HIBRSES RIS EZAR
o ABHANREAEEAE, BAReEEAE L
BEAZ HIERERITE), LURBEMNBRRIENEE
FwRL, EEENREUGMEESIIARARRN
Hhy, BEERES

1-800-722-1471 (TTY: 1-800-842-5357).

Oromoo (Cushite):

Beeksisni kun odeeffannoo barbaachisaa gaba.
Beeksisti kun sagantaa yookan karaa Premera Blue Cross
tiin tajaajila keessan ilaalchisee odeeffannoo barbaachisaa
gabaachuu danda’a. Guyyaawwan murteessaa ta’an
beeksisa kana keessatti ilaalaa. Tarii kaffaltidhaan
deeggaramuuf yookan tajaajila fayyaa keessaniif guyyaa
dhumaa irratti wanti raawwattan jiraachuu danda’a. Kaffaltii
irraa bilisa haala ta’een afaan keessaniin odeeffannoo
argachuu fi deeggarsa argachuuf mirga ni gabaattu.
Lakkoofsa bilbilaa 1-800-722-1471 (TTY: 1-800-842-5357)
tii bilbilaa.



Francais (French):

Cet avis a d'importantes informations. Cet avis peut
avoir d'importantes informations sur votre demande ou la
couverture par l'intermédiaire de Premera Blue Cross. Le
présent avis peut contenir des dates clés. Vous devrez
peut-étre prendre des mesures par certains délais pour
maintenir votre couverture de santé ou d'aide avec les
colts. Vous avez le droit d'obtenir cette information et de
I'aide dans votre langue a aucun colt. Appelez le 1-800-
722-1471

(TTY: 1-800-842-5357).

Kreyol ayisyen (Creole):

Avi sila a gen Enfomasyon Enpotan ladann. Avi sila a
kapab genyen enfomasyon enpotan konsenan aplikasyon
w lan oswa konsenan kouveti asirans lan atrave Premera
Blue Cross. Kapab genyen dat ki enpotan nan avi sila a.
Ou ka gen pou pran kek aksyon avan séten dat limit pou ka
kenbe kouveti asirans sante w la oswa pou yo ka ede w
avek depans yo. Se dwa w pou resevwa enfomasyon sa a
ak asistans nan lang ou pale a, san ou pa gen pou peye
pou sa. Rele nan

1-800-722-1471 (TTY: 1-800-842-5357).

Deutsche (German):

Diese Benachrichtigung enthalt wichtige
Informationen. Diese Benachrichtigung enthélt unter
Umstanden wichtige Informationen beziiglich lhres Antrags
auf Krankenversicherungsschutz durch Premera Blue
Cross. Suchen Sie nach eventuellen wichtigen Terminen in
dieser Benachrichtigung. Sie kdnnten bis zu bestimmten
Stichtagen handeln miissen, um lhren
Krankenversicherungsschutz oder Hilfe mit den Kosten zu
behalten. Sie haben das Recht, kostenlose Hilfe und
Informationen in lhrer Sprache zu erhalten. Rufen Sie an
unter 1-800-722-1471 (TTY: 1-800-842-5357).

Hmoob (Hmong): Tsab ntawv tshaj xo no muaj cov
ntshiab lus tseem ceeb. Tej zaum tsab ntawv tshaj xo no
muaj cov ntsiab lus tseem ceeb txog koj daim ntawv thov
kev pab los yog koj ghov kev pab cuam los ntawm
Premera Blue Cross. Tej zaum muaj cov hnub tseem ceeb
uas sau rau hauv daim ntawv no. Tej zaum koj kuj yuav tau
ua gee yam uas peb kom koj ua tsis pub dhau cov caij
nyoog uas teev tseg rau hauv daim ntawv no mas koj thiaj
yuav tau txais kev pab cuam kho mob los yog kev pab
them tej ngi kho mob ntawd. Koj muaj cai kom lawv muab
cov ntshiab lus no uas tau muab sau ua koj hom lus pub
dawb rau koj. Hu rau 1-800-722-1471 (TTY: 1-800-842-
5357).

lloko (llocano): Daytoy a Pakdaar ket naglaon iti
Napateg nga Impormasion. Daytoy a pakdaar mabalin
nga adda ket naglaon iti napateg nga impormasion
maipanggep iti apliksayonyo wenno coverage babaen iti
Premera Blue Cross. Daytoy ket mabalin dagiti importante
a petsa iti daytoy a pakdaar. Mabalin nga adda rumbeng
nga aramidenyo nga addang sakbay dagiti partikular a
naituding nga aldaw tapno mapagtalinaedyo ti coverage ti
salun-atyo wenno tulong kadagiti gastos. Adda
karbenganyo a mangala iti daytoy nga impormasion ken
tulong iti bukodyo a pagsasao nga awan ti bayadanyo.
Tumawag iti numero nga

1-800-722-1471 (TTY: 1-800-842-5357).

Italiano (Italian): Questo avviso contiene informazioni
importanti. Questo avviso puo contenere informazioni
importanti sulla tua domanda o copertura attraverso
Premera Blue Cross. Potrebbero esserci date chiave in
questo avviso. Potrebbe essere necessario un tuo
intervento entro una scadenza determinata per consentirti
di mantenere la tua copertura o0 sovvenzione. Hai il diritto di
ottenere queste informazioni e assistenza nella tua lingua
gratuitamente. Chiama 1-800-722-1471 (TTY: 1-800-842-
5357).

HAEE (Japanese):
COBHMCIEEGHEBAESEATLVET, O
DEHNIZ(X. PremeraBlue Cross M FHE5 & 1= (X4
EBHEEICHATIEELGFERNTENTLSEE
NHYET, COBAMICEE I TLDAIREMSE
NHLIEELGAMZ CHRIEZEIV, BERKR
PERYR— b ZHFTLICE. BEOHRE
TIZTBZMO B ITNEGESBNEENHY F
T, CHEDEZBICLDFEMEYR— FHEH
TR SN FT, 1-800-722-1471 (TTY: 1-800-842-
535N FETHREFS LY,

2 ETAN==SstEEIIIEN USLICHE = 0]
S M= AHotel AN 20510 212l 1 Premera
Blue Cross & S&t HHEI X0l 28t BEE
Lot UAS 4= UASLICHEL 2 EXN MU= A0
= EMS0l U2 = ASLICH Hot= Ao
AL HAHCI KN E HS FAGHALIHIES
201D ol LEsHOFZLNK 2XIE
FoHoF e 2RIt JUAS = ASLICH Hot=
Olefgt 3B =32 Aot dHZ "=
S0 ¢S 4= U= Al IJF USLICH 1-800-
722-1471

(TTY: 1-800-842-5357) & M SOt Al L2



270 (Lao),

ccagnwv.ua.qumv

ccagmvvavoa D20)VIIHVNIONVISDIIY
TIN B HOIVEVOHDYUEH VU 2DV
Premera Blue Cross. .

2709¢ Bdmﬁéwén?vcca"gmuﬁ
VIBINDTPICTVCIBIOICDLNIVOIVNIIOCO
ms“cw‘)“cwssns‘mow WOHDYUTNVI2E W
L B eoIVFoBCHOCHD9H FI9209UIVLO.
vinH3olosSuaynd oy
£090508CHCTLWIFTIZEINIVLOBVCION1.
Toilvima 1-800-722-1471 (TTY: 1-800-842-5357).

mmtzs (Khmer):

tmﬁﬁﬁswmhts DSANsLISHNNA2SY
imGﬁﬁSwﬂﬂﬁIS Ui sSasmsung
NEWSHL‘WQE:TMT,UUUQ
gﬁWmUI«‘rﬁUﬁJHﬁ“ﬁ‘f:ﬁw Premera Blue Cross
E_nmmt’m:ﬂs
MIUUNIGSUIa1SISIHHIUG AN SIS
Hﬁpimmt’n]ﬁimnﬁmmmaﬁmm
Nmﬁ‘mmﬁmﬁr_@m@@
m&gst&m&wQﬁmzm@nummammmmﬁﬁ
g“g:ﬂﬁ*msmmmtm
Hﬁmsmgggmmﬁ&ﬂm@
stﬁmsmtsﬁﬁtﬁmmzumﬁﬁimmaSHmmm
I'E;rjtm fﬂ‘i:‘igifﬂm 1-800-722- 1471

(TTY: 1- 800-842- 5357)

UAT= (Punjabi):
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Polskie (Polish):

To ogtoszenie moze zawieraé wazne
informacje. To ogtoszenie moze zawierac
wazne informacje odnosnie Panstwa wniosku
lub zakresu swiadczen poprzez Premera Blue
Cross. Prosimy zwrocic uwage na kluczowe daty,
ktore mogg by¢ zawarte w tym ogtoszeniu aby
nie przekroczy¢ terminéw w przypadku
utrzymania polisy ubezpieczeniowej lub pomocy
zwigzanej z kosztami. Macie Panstwo prawo do
bezptatnej informacji we wtasnym jezyku.
Zadzwoncie pod 1-800-722-1471 (TTY: 1-800-842-
5357).

Portugués (Portuguese):

Este aviso contém informag6es importantes. Este aviso
poderd conter informag@es importantes a respeito de sua
aplicagéo ou cobertura por meio do Premera Blue Cross.
Poderdo existir datas importantes neste aviso. Talvez seja
necessario que vocé tome providéncias dentro de
determinados prazos para manter sua cobertura de saude
ou ajuda de custos. Vocé tem o direito de obter esta
informagéo e ajuda em seu idioma e sem custos. Ligue
para 1-800-722-1471 (TTY: 1-800-842-5357).

Romana (Romanian):

Prezenta notificare contine informatii importante.
Aceasta notificare poate contine informatii
importante privind cererea sau acoperirea
asigurarii dumneavoastre de sanatate prin
Premera Blue Cross. Pot exista date cheie in aceasta
notificare. Este posibil sa fie nevoie sa actionati
pana la anumite termene limita pentru a va
mentine acoperirea asigurarii de sanatate sau
asistenta privitoare la costuri. Aveti dreptul de a obtine
gratuit aceste informatii si ajutor in limba
dumneavoastra. Sunatila 1-800-722-1471

(TTY: 1-800-842-5357).

Pycckun (Russian):

HacTosiwee yBeagomneHue coaepxur
BaXXHYI0 MHopMaLmio. ITO yBeJOMIEeHne
MOXeT coAepKaTb BaXKHY MHOPMaLNIO O
BalLleM 3asBIIEHUN UMW CTPAXOBOM MOKPbITUK
yepe3s Premera Blue Cross. B HacTosiem
yBEOOMIMEHUN MOTYT ObITb YKa3aHbl KIoYeBbIE
Aatbl. Bam, BO3MOXHO, noTpebyeTcsa NpuHATL
MepbI K onpeaeneHHbIM npeaesibHbiM Cpokam
ANs COXpaHEHNSA CTPaxoBOro NOKPbITUA UIn
nomMoLu ¢ pacxogamu. Bel umeeTe npaBo Ha
BecnnaTHoe nonyyYeHne 3aTon MHopMaLumn 1
NOMOLLb Ha BalleM si3bike. 3BOHUTE NO
TenegoHy 1-800-722-1471 (TTY: 1-800-842-5357).



Fa’asamoa (Samoan):

Atonu ua iai i lenei fa’asilasilaga ni fa’amatalaga e sili
ona taua e tatau ona e malamalama i ai. O lenei

tulaga o le polokalame, Premera Blue Cross, ua e tau fia
maua atu i ai. Fa’amolemole, ia e iloilo fa'alelei i aso
fa’apitoa olo’o iai i lenei fa'asilasilaga taua. Masalo o le'a iai
ni feau e tatau ona e faia ao le'i aulia le aso ua ta'ua i lenei
fa'asilasilaga ina ia e iai pea ma maua fesoasoani mai ai i
le polokalame a le Malo olo'o e iai i ai. Olo'o iai iate oe le
aia tatau e maua atu i lenei fa’asilasilaga ma lenei
fa'matalaga i legagana e te malamalama i ai aunoa ma se
togiga tupe. Vili atu i le telefoni 1-800-722-1471 (TTY: 1-
800-842-5357).

Espafiol (Spanish):

Este Aviso contiene informacion importante. Es posible
que este aviso contenga informacion importante acerca de
su solicitud o cobertura a través de Premera Blue Cross.
Es posible que haya fechas clave en este aviso. Es posible
que deba tomar alguna medida antes de determinadas
fechas para mantener su cobertura médica o ayuda con
los costos. Usted tiene derecho a recibir esta informacion y
ayuda en su idioma sin costo alguno. Llame al 1-800-722-
1471

(TTY: 1-800-842-5357).

Tagalog (Tagalog):

Ang Paunawa na ito ay naglalaman ng mahalagang
impormasyon. Ang paunawa na ito ay maaaring
naglalaman ng mahalagang impormasyon tungkol sa iyong
aplikasyon o pagsakop sa pamamagitan ng Premera Blue
Cross. Maaaring may mga mahalagang petsa dito sa
paunawa. Maaring mangailangan ka na magsagawa ng
hakbang sa ilang mga itinakdang panahon upang
mapanatili ang iyong pagsakop sa kalusugan o tulong na
walang gastos. May karapatan ka na makakuha ng
ganitong impormasyon at tulong sa iyong wika ng walang
gastos. Tumawag sa 1-800-722-1471 (TTY: 1-800-842-
5357).

Ine (Thai):

dsenatifidiayadnAty

Uszmailenaiiieyaiigndty Auaiunisnsasianviteeuias:
AUGININTBI AN PremeramBlue Cross
wazanainuuanislulsznias . .
ABNAAzfiassfiunisnne luiuasrazng Nutiuanuiieasin
wn9UsyiuguAINIeIAnTaNIsTas AR NNAN 14N
AuRAnnazlfiudayauarandosmaeilunsaasnmiagl
{iA1dAne Tng 1-800-722-1471

(TTY: 1-800-842-5357)

YkpaiHcbkum (Ukrainian):

Lle noBigOMIMEHHA MICTUTb BaXXNUBY
iHopmauito. Lle noBigOMMEHHA MOXeE MICTUTU
BaXnuBy iHdbopmMaLito Npo Balue 3BepHEHHSA
OO0 CTpaxyBanbHOro NOKpUTTSA Yepes Premera
Blue Cross. 3BepHiTb yBary Ha Kro4oBi AaTu, ki
MOXYTb OYTW BKa3aHi y LibOMY NOBiJOMIIEHHI.
IcHye imoBipHiCcTb Toro, wo Bam Tpeba byae
30IMCHUTN NEBHI KPOKWN Y KOHKPETHI KiHLIEBI
CTPOKM ans Toro, wob 36epertn Bawe megnyHe
cTpaxyBaHHsi abo oTpumaTtu giHaHCOBY
ponomory. Y Bac € npaBo Ha oTpuMaHHs Uiel
iHdbopmau,ii Ta gonoMorn 6e3KoLTOBHO Ha
Bawin pigHin mosi. [13BOHITb 32 HOMEPOM
TenedoHy 800-1-800-722-1471 (TTY: 1-800-842-5357).

Tiéng Viét (Vletnamese)

Thong b4o nay cung cap thong tin quan trong. Thong
bao nay c6 thong tin quan trong vé don xin tham gia hoac
hop déng béo hiém ctia quy vi qua chwong trinh
Premera Blue Cross. Xin xem ngay quan trong trong théng
bao nay. Quy vj ¢ thé phai thure hién theo thong bao
dung trong thi han dé duy tri bao hiém strc khoe hodc
dworc tro gidp thém vé chi phi. Quy Vi cO quyen duwoc
biét thong tin nay va dwgrc trer gidp bang ngén ngtr cla
minh mién phi. Xin goi s6

1-800-722-1471 (TTY: 1-800-842-5357).



