Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
United Coverage Period: 07/11/2025 - 08/09/2026
Healthcare : missouri State University 2025-202864-4 Coverage for: Student/Family | Plan Type: PPO

iy 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, visit www.uhcsr.com/missouristate or
call 1-800-767-0700. For general definitions of common terms, such as allowed amount, balance billing, coinsurance (coins), copayment (copay), deductible
(ded), provider, or other underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary/ or call 1-800-767-0700 to request

a copy.
Important Questions Answers Why This Matters:
What is the overall Preferred Providers $250 / (Person) Generally, you must pay all of the costs from providers up to the deductible amount before
deductible? Out-of-Network Provider $500 / (Person) this plan begins to pay.

This plan covers some items and services even if you haven'’t yet met the deductible
Are there services covered |Yes. Preventive care, Pediatric Dental, amount. But a copayment or coinsurance may apply. For example, this plan covers
before you meet your Pediatric Vision and categories that specify certain preventive services without cost-sharing and before you meet your deductible.
deductible? deddoes not apply. See a list of covered preventive services at

https://www.healthcare.gov/coverage/preventive-care-benefits/.
Are there other deductibles |Yes. Pediatric Dental $500. There are no other |You must pay all of the costs for these services up to the specific deductible amount

for specific services? specific deductibles. before this plan begins to pay for these services.
Preferred Providers $8,550 / (Person) The out-of-pocket limit is the most you could pay in a year for covered services. If you

What is the out—of—pocket

limit for this plan? Preferred Providers $17,100 / (Family) have other family members in this plan, they have to meet their own out-of-pocket limits

Out-of-Network Provider $17,100 / (Person) |until the overall family out-of-pocket limit has been met.
What is not included in the |Premiums, balance-billing charges, and health
out—of—pocket limit? care this plan doesn’t cover.

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

This plan uses a provider network. You will pay less if you use a provider in the plan’s
network. You will pay the most if you use an out—of—network provider, and you might
Will you pay less if you use |Yes. See www.uhcsr.com/missouristate or call |receive a bill from a provider for the difference between the provider’s charge and what
a network provider? 1-800-767-0700 for a list of network providers. |your plan pays (balance billing). Be aware, your network provider might use an out-of-
network provider for some services (such as lab work). Check with your provider before
you get services.

Do you need a referral to Yes This plan will pay some or all of the costs to see a specialist for covered services but only
see a specialist? ' if you have a referral before you see the specialist.
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A\ Al 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

Preferred Provider
(You will pay the

Out-of-Network
Provider (You will pay

Limitations, Exceptions, & Other
Important Information

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

least) the most)
$10 Copay/per visit |$10 Copay/per visit
Primary care visit to treat an injury or illness 30% Coins 50% Coins
deddoes notapply |deddoes not apply
$10 Copay/per visit |$10 Copay/per visit
Specialist visit 30% Coins 50% Coins
deddoes not apply |deddoes not apply

Student Health Center Benefits:

1. The Deductible and Copay will be

waived and benefits will be paid at 100% for

Covered Medical Expenses incurred when

treatment is rendered at the Bill and Lucille

Magers Family Health and Wellness

Center for the following services:

Physician’s Visits.

2. The Deductible will be waived and

benefits will be paid at 100% for Covered

Medical Expenses incurred when treatment

is rendered at the Bill and Lucille Magers

Family Health and Wellness Center for the

following services:

a. Prescription drugs at the Bill and Lucille
Magers Health and Wellness Pharmacy
- $15 Copay for generic ($0 Copay for
generic Contraception); $30 Copay for
brand name when generic is not
available; $50 Copay for brand name
when a generic is available up to a 31-
day supply per prescription.

b. T-spot tuberculosis testing.

C. All other services listed in the Schedule
of Benefits.

3. The Deductible and Copay will be

waived and benefits will be paid at 100% for

Covered Medical Expenses incurred when

treatment is rendered at the Missouri State

University Physical Therapy Clinic.
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Common Medical Event

Services You May Need

What You Will Pay

Preferred Provider

(You will pay the
least)

Out-of-Network
Provider (You will pay

the most)

Limitations, Exceptions, & Other
Important Information

May not apply when related to surgery or
Physiotherapy.

Includes preventive services specified in
the health care reform law or benefits
provided as mandated by state law.

Preventive care/screening/immunization No Charge 50% Coins 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.

Diagnostic test (x-ray, blood work) 30% Coins 50% Coins none

If you have a test
Imaging (CT/PET scans, MRIs) 30% Coins 50% Coins none
50% Coins per Preferred Providers: up to a 31-day supply
Tier 1 - Your Lowest-Cost Option prescription Tier 1 per prescription
deddoes notapply  |50% of billed charge Preferred Providers: Mail Order Network
50% Coins per generic drug Pharmacy or Preferred 90 Day Retail
Tier 2 - Your Midrange-Cost Option prescription Tier2  |50% of billed charge Network Pharmacy at 2.5 times the retail
If you need drugs to deddoes notapply  |brand-name drug Copay uptoa 90-da¥ supply
treat your illness or 50% Coins per deddoes not apply Out-of-Network Proylder: up to a 31-day
condition Tier 3 - Your Highest-Cost Option prescription Tier 3 supply per prescription
ded does not apply You may need to obtain cerFain specialty
More information about drugs from a pharmagy de§|gnated k.)y U.S'
L. You may need to obtain prior authorization
prescription drug : -
- - for certain prescription drugs.
coverage is available at You may pay more if prior authorization is
www.uhcsr.com/pdl .
not obtained.

Tier 4 - Additional High-Cost Option Not Covered Not Covered For oral chemotherapy drugs, the total
amount of Deductible, Copayments or
Coinsurance shall not exceed $75 per
prescription up to a 31-day supply,
regardless of Tier placement.

If you have outpatient |Facility fee (e.g., ambulatory surgery center) 30% Coins 50% Coins none
surgery Physician/surgeon fees 30% Coins 50% Coins none
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Common Medical Event

Services You May Need

What You Will Pay

Preferred Provider
(You will pay the
least)

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

Limitations, Exceptions, & Other
Important Information

May be limited to use of emergency room

$100 Copay/per visit |$100 Copay/per visit ,
. . and supplies.
) ) Emergency room care 30% Coins 30% Coins The Copayv will be waived if admitted to
If you need immediate deddoes notapply |deddoes not apply ~opay
medical attention the Hospital.
Emergency medical transportation 30% Coins 30% Coins none
Urgent care 30% Coins 50% Coins May be limited to facility fees.
If you have a hospital | Facility fee (e.g., hospital room) 30% Coins 50% Coins none
stay Physician/surgeon fees 30% Coins 50% Coins none
Office Visits: Office Visits:
If you need mental $10 Copay/per visit |$10 Copay/per visit
health, behavioral Outpatient services 30% Coins 50% Coins none
health, or substance deddoes notapply |deddoes not apply
abuse services Other: 30% Coins Other: 50% Coins
Inpatient services 30% Coins 50% Coins none
$10 Copay/per visit | $10 Copay/per visit Cost-sharing does not apply for preventive
Office visits 30% Coins 50% Coins services when provided by a preferred
deddoes not apply |deddoes not apply provider. Depending on the type of
services, a copayment, coinsurance, or
1772 E03 R Childbirth/del fessional ) 30% Coi 50% Coi deductible may apply. Maternity care may
ildbirth/delivery professional services b Coins o Coins include tests and services described
elsewhere in the SBC (i.e., ultrasound).
Childbirth/delivery facility services 30% Coins 50% Coins none
Home health care 30% Coins 50% Coins none
Inpatient . S
If you need help Rehabilitation Facility: 'F”peflt_'te'f'tsi‘;hgb'_“tat'on
recovering or have 30% Coins Pf\CI ! yt.h ° ﬂ
other special health Rehabilitation services Physiotherapy: e none
... 1$10 Copay/per visit
needs $10 Copay/per visit X
. 50% Coins
30% Coins deddoes not appl
deddoes notapply |— el
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Common Medical Event

Services You May Need

What You Will Pay

Preferred Provider
(You will pay the

Out-of-Network
Provider (You will pay

Limitations, Exceptions, & Other
Important Information

least) the most)

$10 Copay/per visit |$10 Copay/per visit
Habilitation services 30% Coins 50% Coins none

deddoes not apply |deddoes not apply
Skilled nursing care 30% Coins 50% Coins none
Durable medical equipment 30% Coins 30% Coins none
Hospice services 30% Coins 50% Coins none

. 0, H - y . . 'O "

Children's eye exam $20 Copay per exam; 50% Coins; deddoes not |See }/our glar.m s.PedlatnciVlsmn Benefit

deddoes notapply |apply Details. Age limits apply.

Lens: $40 Copay;

deddoes not apply

If your child needs . , Frames: Tiered 50% Coins; deddoes not |See your plan’s Pediatric Vision Benefit

Children’s glasses Copays from no e

dental or eye care

charge to 40% based
on retail cost. ded
does not apply

apply

Details. Age limits apply.*

Children’s dental check-up

50% Coins

50% Coins

See your plan’s Pediatric Dental Benefit
Details. Age limits apply.*

*For more information about limitations and exceptions, see plan or policy document at www.uhcsr.com/missouristate
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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.)

® Acupuncture ® Bariatric surgery ® Cosmetic surgery

® Hearing aids ® |ong-term care ® Non-emergency care when traveling outside the
u.s.

® Routine foot care ® \Weightloss programs

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

® Chiropractic care ® Dental care (Adult) only for Injury to sound, ® [nfertility treatment only to diagnose or treat the
natural teeth and removal of impacted wisdom underlying cause of the infertility
teeth

® Private-duty nursing ® Routine eye care (Adult), 1 exam per Policy Year

for eyeglasses or contact lenses, not both
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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: UnitedHealthcare Student Resources at 1-800-767-0700 and Missouri Department of Insurance at 1-800-726-7390 or visit http://insurance.mo.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 on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or
assistance, contact: Missouri Department of Insurance at 1-800-726-7390 or visit http://insurance.mo.gov/.

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 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 1-866-260-2723.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-260-2723.
Chinese (FX): INRFBEHXHWER) - 1EHRITXAN S5 1-866-260-2723.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-260-2723.

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:

ﬂ 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.

Peg is Having a Baby

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

Ml The plan’s overall deductible $250
M Specialist copayment $10
M Hospital (facility) coinsurance 30%
M Other coinsurance 30%

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 routine in-network care of a
well-controlled condition)

H The plan’s overall deductible $250
M Specialist copayment $10
M Hospital (facility) coinsurance 30%
M Other coinsurance 30%

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 $12,700 Total Example Cost $5,600
In this example, Peg would pay: In this example, Joe would pay:
Cost Sharing Cost Sharing
Deductibles $250 Deductibles $250
Copayments $10 Copayments $100
Coinsurance $3,700 Coinsurance $400
What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $20
The total Peg would pay is $4,020 The total Joe would pay is $770

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

Mia’s Simple Fracture

(in-network emergency room visit and
follow up care)

Ml The plan’s overall deductible $250
M Specialist copayment $10
M Hospital (facility) coinsurance 30%
M Other coinsurance 30%

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 $2,800

In this example, Mia would pay:

Cost Sharing
Deductibles $250
Copayments $300
Coinsurance $700

What isn’t covered

Limits or exclusions $0

The total Mia would pay is $1,250
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Notice of Non-Discrimination

we' comply with the applicable civil rights laws and do not discriminate on the basis of race, color, national
origin, age, disability, or sex (including pregnancy, sexual orientation, and gender identity). We do not exclude
people or treat them less favorably because of race, color, national origin, age, disability, or sex.

We provide free aids and services to help you communicate with us. You can ask for interpreters and/or for
communications in other languages or formats such as large print. We also provide reasonable modifications
for persons with disabilities.

If you need these services, call 1-866-260-2723 for Medical Plans, 1-800-638-3120 for Vision Plans, 1-877-
816-3596 for Dental Plans (TTY 711).

Civil Right Coordinator
UnitedHealthcare Civil Rights Grievance
P.O. Box 30608

Salt Lake City, UTAH 84130

UHC Civil Rights@uhc.com

If you need help with your complaint, please call 1-866-260-2723 for Medical Plans, 1-800-638-3120 for
Vision Plans, 1-877-816-3596 for Dental Plans. (TTY 711).

You can also file a complaint with the U.S. Dept. of Health and Human Services, Office for Civil Rights:

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Phone: Toll-free 1-800-368-1019, 1-800-537-7697 (TDD)
Mail: U.S. Dept. of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

Complaint forms are available at https://www.hhs.gov/ocr/complaints/index.html.

This notice is available at: https://www.uhc.com/content/dam/uhcdotcom/en/npp/NDN-LA-UHC-
StudentResources-EN.pdf

'For purposes of the Language Assistance Services and this Non-Discrimination Notice (“Notice”), “We” refers to the following
entities: Dental Benefit Providers, Inc.; Health Allies, Inc.; Spectera, Inc.; UMR, Inc.; United Behavioral Health,; United Behavioral
Health of New York, I.P.A.; UnitedHealthcare Insurance Company; and UnitedHealthcare Insurance Company of New York.
Please note that not all entities listed are covered by this Notice.
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INOTICE OF AVAILABILITY OF LANGUAGE ASSISTANCE SERVICES AND ALTERNATE FORMATS

ATTENTION: You can get an interpreter to talk to your doctor at the time of your appointment or with
us. If you speak English, free language assistance services and free communications in other formats,
such as large print, are available to you. Call 1-866-260-2723 for Medical Plans, 1-800-638-3120 for
Vision Plans, 1-877-B16-3596 for Dental Plans, or call the toll-free phone number listed on your 1D card.
(TTY: 711).

Firsd- NPMEP Lh O hhE JC AP hdhhf™P 20 A0P170 AvPCATL #37TT gFar: he9cE (Amharic) friets
hery? 19 P48 B0f ATa0RE AS 1T TR ATE A% uTen e tueF SeR A ARCHE B8 Awhes OFAT of, 1-
BBA-260-27231 Nhgd 0FAT O 1-B00-638-31207 drrch 6FAT OF 1-877-816-3596 £E@-r DE® kNG FoHoEf
hCE® 48 OETHIALD 1 Thah ®7C 280 (TTY. 711):

“ﬁm|n_ﬁi_u§.l“ULJJleﬂdlL}1mtﬁn_ﬁiﬂrllgﬂL4ﬂ I_;.jﬁ':.:l.ulial__.lu }....:.:.Jll_LE-ui.l i‘LIJ:'I‘.i'L’ih._'E
..—':' el !n__;,j.n_tJ:j.lic-l_-..:..l (e J:Lln_'].IJ_1‘|J=|:|.']_'L_n.I' i pall g ﬂ_'ll_'h.i:.ll ﬁ_l_'_’:r_.l.. ton bl cilans A g [ Arabic)

St st lalos1l ) B66-260-2723

Lgpatl o gl el ) 2 Joaal g i) Llas! 1 877 -816-3596 5 <ol Ly Jakaal 1%533—312‘]
[TT¥: 711) ol docdall guamal

L D ) T e R 1 " S 3 G 1 0 o R o e o s o e G
WTNITHA A T F1F Gl S S (RTeT (ST =MTA= | S =R 95T (Bengali) £ 1
T, ST [FATgETE STE FETel SEEE 9 W0 ST e cIest s, (Tu
TG H, WIE T S 9| CITE=1 SIE T 91 S 1-866-260-2723 T34, o9
ST Gl el TP 1-800-638-3120 WH(F, (GG HIE G e T+ 1-877-816-3596 W44,
WA A TR SEG FI0G (G-I (T T5d 6 S (TTY: 711)

s et A e LR (S S A S Rt R N SRR IS RS L
Hgﬁﬂﬂm%lﬁimdﬁ‘ bUHEéﬁEHﬂmM?E,J (Cambodian Mon-Khmer) SNSaiIEBHAT
ENMTFETS Y FSEE SRR RSSSIE BESERnRis]s GUThHe It LS afnUiEe
RIS 1-866-260-2723 n.iﬁ:ﬂi.fﬁﬁaﬁtﬁﬁﬁmy 1-800-638-3120 m@um@h&tﬁ?iﬁﬂ 1-
B77-816-3596 n.iﬁ:ﬂumﬁaﬁ.':ﬁaﬁmig i i,_puﬂg A EHLE S S S

BTSSR LQ) A S R AR (TTY: 711

ATEMSHUN: Kunka me liye ayu yo interprete para ughul maghal na dokto va eppunghi me guahu. Gare kapetal
Faluwasch [Carolinian), ye toore paliuwal kapetal Faluwasch lane bwe me sew format, ta tipel lane, bwe bwale
tepangiyom. Kali 1-866-260-2723 para ughul Lalap ni ughul tipiyve, 1-800-638-3120 para ughul Lalag ni tipiye nu
mata, 1-B77-816-3596 para ughul Lalap ni tipive nu apapa, o kali ewe kali rerekkepal ni Nuumur ni telepon yeeg
listed me ni Kaarst ni meybur [D-mu. (TTY: 711).

ATENSYOM: Sifia hao humosga un intérprete para kumuentos van i doktermu gi ora di i konsulta-mu pat yan
hame. Yanggen fifing’ hao CHamoru (Chamorro), guaha setbisio siha para hagu ni’ mandibatdi, i sethision fino’
pat lengguahi yan fina'uma‘espiha gi otro na manera siha, taiguihi | para mana’dangkolo i inemprenta. Kalle 1-
866-260-2723 para Planan Mediku, 1-800-638-3120 para Planan Vision, 1-877-816-3596 para Planan Dental, pat
kalle i nimeru gratut na teleponu na esta pa'go gi katta ID para miembro -mu. (TTY: 711).
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FHiEE  WELIEE—IOEE, EFsEERTNREAEFEERMAR. WETHPX
(Chinese), TLME[RIEERENEERNEEEEEEEES, FRIAEMCE. HSHEEIEL
B66-260-2723, 1R NE-HIEEIZ1-800-638-3120, FFiE-¥ Z=FE0E 1-877-816-3596, =L ETIE®EF EAT
RIS AEEERE. (TTY: 711).

c(Farsi) e B 8 208 cul o ca b R gl by b 3 s S b i 6l pe e K 2l a0 Ll

Lo et ptans g m boda il alac il gl g Al gl o800 e 5 s S 08 pidans 0K e Ciaa

s et e St plaadls o gl e

Ll :1-877-816-3596 & et b S50 e 2l 5 1-800-638-3120 +las L 553 ate m 2l p 5 1-866-260-2723
choa o B b das ey s Jlo g gt Sl SV (TTY: 711)

ATTENTION : Vous pouver demander & unie) interpréte de parler & votre médecin au moment de votre rendez-
VOUS oU avec nous. 5ivous parlez francais (French), des services d'assistance linguistique et des communications
dans d'autres formats, notamment en gros caractéres, sont mis & votre disposition gratuitement. Appelez le 1-
B66-260-2723 pour les régimes madicaux, e 1-800-638-3120 pour les régimes de soins de la vue, le
1-877-B16-3596 pour les régimes de soins dentaires, ou appelez le numéro de téléphone gratuit indiqué sur
votre carte de membre. (TTY : 711).

ACHTUMG: Sie kénnen fur Gespriache mit [hrem Arzt bei Threm Termin oder mit uns einen Dolmetscher
anfordern. Falls Sie Deutsch (German) sprechen, stehen Ihnen kostenlose Sprachassistenzdienste und
kostenlose Kommunikation in anderen Formaten, wie zum Beispiel grofe Schrift, zur Verflgung. Rufen Sie 1-
BbE-260-2723 fur Krankenversicherungen, 1-800-638-3120 fir Avgenversicherungen, 1-877-816-3596 fur
Zahnversicherungen oder die gebihrenfreie Telefonnummer auf lhrer Mitgliedskarte an. (TTY: 711).

NPOZOXH: Mnopsite va mapets Svaw SLEpPNVED yLa va PLANCETE PE TO YLOTpo oag oTo pavisfou
oo M yla va puhnoete pall pac. Bav puhare EMAvLka (Greek), untdpyouv SunBeowpes Swpedy
umnpeoies yAwaoowng BonBziag ko dwpsdv smkowvwia of GAAEG PoppoTIowJELg, OTIWG HEydha
ypaypara. Kahfors oto 1-866-260-2723 yLo watpuka Tipoypdppata, oto 1-800-638-3120 yuo
cpBohpohoyka Tpoypappora, oto 1-877-816-3506 vy oSovTLATDLKG TIPOY DO POt 1 KOAEOTE ToV
apLBpd TnAspuwvow Ywpls ¥pswan mow avaypa@psTal oty kapta pehous oag. (TTY: 711).

allel WL oA dmd] Yeustd wuEl weaa 2d] WE cau sse WE did 520 Hie genfda
ol sisl sl wl Al awAdl (Gujarati), clell Bl dl Wed sl Hsdl Al W we sz
usd datz, ¥ 5 Hld Mes, dxizl dz Gusoes B DE56E el M2 1-866-260-2723, (D)l Wil

HIS 1-800-638-3120, Se2Cl Gl HIZ 1-877-816-3596 U2 SIGL 53| ol ML oeel 2853 518 Uz
YRlog Zlet-4l sle dez U2 sla 530 (TTY: 71,

ATAMNSYON: Ou ka jwenn yon entéprét pou pale ak dokté ou @ nan moman randevou w la oswa avék nou. Siw
pale Kreyal Ayisyen [Haitian Creole), s&vis asistans lang gratis ak kominikasyon gratis nan |5t foma, tankou gwo
I&1, disponib pou ou. Rele 1-B66-260-2723 pou Plan Medikal, 1-800-638-3120 pou Plan Vizyvon, 1-877-816-3596
pou Plan Dant®, oswa rele nimewo telefon gratis ki endike sou kat ID manm ou a. (TTY: 711).

(%]
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EA & 3T I HNScHT & ORT AEAN WY H9 Sied AT A & (90 U gHear wed
T Wb B TG T @=ar (Hindi) ot &, o AFd &maT Feaar #ant R @3 ®e S8 e Wt
ﬁﬂwﬁﬂr{;ﬁmﬂmﬂ?ﬁvmﬁﬁ‘@aﬁrmﬁrﬂ;ﬁmuﬁﬁ-zm—ﬂzawﬁaﬁ,ﬁaﬂ
TA & @7 1-800-638-3120 T, St Tl & Tai0 1-877-816-3596 WY Ficl &4, AT HI« HEET HISST
FE W FAEeY TF-H1 BiF A6t T Aid F1 (TT: 711)

CEEB TOOM: Koj tua] yeem tau teais ib tug nesg tkhais lus tham nrog koj tus kws kho mab thaum lub sijhawm
kev teem caij los sis thaum tham nrog peb. Yog tias koj hais Lus Hmoob (Hmong), yuav muaj cov kev pab cuam
txhais lus pub dawb thiab kev sib tkuas lus ua bwm hom gauy, xws li luam uz tus ntawy lo] rau koj. Hu rau 1-866-
260-2723 rau Cov Phiaj ¥wm Kho Maob, 1-800-638-3120 rau Cov Phiaj Xwm Eho Qhov Muag, 1-877-816-3596 rau
Cov Phiaj Xwm Kho Hniav, los yog hu rau tus xov too] hu dawb vas teev rau hawy koj daim npaw 1D {TTY: 711).

ATEMNSION: Makaalaka iti interpreter a makisarita kadakami wenno iti doktormo iti oras ti appeintment-mo. No
makasaoka iti llocano {llocano), makaalaka iti libre a tulong iti lengguahe ken libre a pannakikomunikar it sabali
a format, kas iti dadakkel a letra. Tawagam ti 1-866-2060-2723 para kadagiti Plan a Medikal, 1-800-638-3120 para
kadagiti Plan para iti Panagkita, 1-877-816-3596 para kadagiti Plan para iti Mgipen, wenno tawagam ti libre a
numera ti telepono a nailista it 1D card-mo kas miembro. (TTY: 711).

ATTEMNZIOMNE: il giorne del Suo appuntamento, pud richiedere i servizi di un interprete per parlare con il Suo
medico o con noi. 52 parla italiano (Italian), sone disponibili gratuitamente servizi di assistenza linguistica e
comunicazioni in altri formati, come la stampa a caratteri grandi. Chiami il numero 1-866-260-2723 per i piani
sanitari, il numere 1-800-638-3120 per i piani cculistici e il numerg 1-B77-816-3596 per i piani dentistid, oppure
chiami il numero verde riportato sul Suo tessering identificativo. (TTY: 711).

THE CFHCEFBELOEZREIEROE, ENFCSECRIO0BRETFETI &4
ETT, AUT-HBEE (Japanese) T EFIHIES, EHOoEETEY —CAiksUELE v EER
EofERicsd eSS0 azr—r s Y EZFIBICENTI T, EET 7 1220 T 1-866-260-
2723, FRFF /0200 T3 1-800-638-3120, 577 5 12D TIE 1-877-816-3596 3 THEEELTLE
., ArA—DA-FILENESHEAOES LI THEEE(LE v, (TTHT11),

O S A| 2IARE MESEALE HE| 22 AEE 5 EGM ME|ZE T2 9
St M(Korean) & AETHAl = 2 5 010 A& ME|29 2 25 S O 342
OiH £ 0|85t o= YLICH 8| SO 3 1-866-260-2723, 211 ETHO| =2
1-800-538-3120, X F SHO| ZF 1.877-816-3596 H 2 = FESIAHLE 58] 2 & 1D 7IEW 7|12 B2
HEHZZ HEEHL A2 (TTY: 711).

=
El OJA} A5

[

o

BUMETO; WTLIIL0SDIBCUwI B e mureh Tucoorfivmuiomme § rivwondEald.
o750 WITD70 (Lao), NTLUINISOBCRSOID WIS (00 NILITILLS TUSUCLLSDY,
cHu: NILBLENYI0 T, LD MY, (1 1-866-260-2723 SMAUCCELIILNITTTLCWD, 1-800-638-
3120 FTOUCELNILNTITIBCT, 1-877-816-3596 SOUCELNIUINGGED, O
InmrehinwsnowloTutourdcioseugnasquinw. (TTY: 711).
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SHOOH: Nanihoot'dani gone’ ne'azee' iit'ini bich']’ yanitt’ doodago nihi nihich’|' yaniki'go ata’
halne'i ta" naayilt'eehgo biighah. Diné (Mavajo) bizaad bee yanitti'to, t'33 jiik'eh saad bee
aka'e'eyeed bee dka'anida’ow’i déd t'aa jilk'eh ndana tahgo at"éego bee hada'dilyaaigii bee ahit
hane', dii nitsaago bik'e'ashchini, nd daholg. Ats'iis Nanél'jjh Bee Hada dit"€hi biniiyé kohj)" 1-866-
260-2723 hodiilnih, Anaa’ Bee Hoot'ini Bee Hada'dit'ehi biniyé kohy)’

1-800-638-3120 hodiilnih, Awoo' Bee Hada'dit"éhi biniiyé kéhj)' 1-877-816-3596 hodiilnih, doodago
bee nit ha'dit'éhi ninaaltsoos nitt'izi bee nééhozini ID bagh t'34 jilk'eh namboo bee dahane'i
bika'igii bee hodillnib. (TTY: 711).

e AR aISe A FEecATeHl HATAT a1 ST HIGAT ST F1 A o He
AFAgee| dE AMEl (Nepali) Slodgros o+, #h:3F® W97 FEaT HAEE T ol N ST el
STOTEFHAT haea® T5UH SAIgE dUEH o1 ITeey G| TOiehcll Woralgeal =T 1-866-260-2723
TS TaT=g®anl =T 1-800-638-3120 ol Tlolollgenl olfa 1-877-816-3596 AT &l =gy, d
TIEE HoET INTOTIAT Hoiacy SE-H WiF SRR S ] (1T 711

WICHDICH: Du darfscht en Interpreter griege fer schwetze mit dei Dokter an dei Apgointment odder mit uns.
Wann du Deitsch (Pennsylvania Dutch) schwetzscht un bravchscht Hilf fer communicat-g, kenne mer dich helfe
unni as es dich ennich eppes koschde zellt. Mir kenne differnti 5adde Schprooch-Hilf beigriege aa fer nix. Call
1-866-260-2723 fer Plans as zu duh hen mit Dokteres, 1-800-638-3120 fer Plans as zu duh hen mit Sehne, 1-877-
B16-3596 fer Plans as zu duh hen mit Zaeh, odder call diz Toll-Free Phone Mumber as uff dei ID Card is. (TTY:
T11).

UWAGA: Mozesz poprosié ttumacza o pomoc w rozmowie z lekarzem w czasie wizyty lub z nami.
Osoby mowigce w jezyku polskim (Polish), majg dostep do bezptatne] ustugi pomocy jezykowe] |
bezptatng) kemunikagi w innych foermatach, takich jak duzy druk. Zadzwon pod numer 1-866-260-
2723 w celu uzyskania informac)i o planach medycznych, 1-800-638-3120 o planach okulistycznych,
1-877-816-3596 o planach stomatologicznych lub zadzwen pod bezptatny numer telefonu podany
na karcie cztonkowskie]. (TTY: 711).

ATENI;ﬁG: Vocé pode ter um intérprete para falar com o médion no momento da consulta ou conosco. Se vocd
fala portugués (Portuguese), ha servicos gratuitos de assisténdia linguistica e comunicactes gratuitas em outros
formatos, come letras grandes, disponiveis para vocé. Ligue para 1-866-260-2723 para planos médicos, 1-800-
638-3120 para plangs oftalmoldgicos, 1-877-816-3596 para planos cdontoldgicos ou ligue para o ndmero de
telefone gratuito listado no seu cartdo de ID de membro. (TTY: 711).

fipa oG, 3 et wuficliz = mi wn@ Seca arE 7 78 wE d1S =g =0 e T yus
=9 AT d| H=d A AT (Punjabi) B8+ 1O, I HES ITH AOTEST A wiE Od g fRe vEs Ham,
1= o =2 wiyd' 29, 302 B SURET 75 | iEES Wnaa= BY 1-866-260-2723, f2us Wra= B 1-
BO0-638-3120, T8 WrA= Bl 1-877-816-3596 5 1% =d, 7l WE Hed wigisl a2 2 guey 255
26 &gd S g1 (TTY: 711)



EHWMAHME! Brl Mo®ETE ECCNONEI0BETECA YOMYTAMKW YCTHOMD NEPEB0OHMEEA 0N 0DLWEHKA C BaLIMM
EQSYOM B0 SPEMA NDHUEMA MK USDES HAWK YCIyTH. ECAK BRI rOE0PMTE HA pyCccKoM Rsblke [Russian),
E4M QOCTYNHEl DECNNETHEE Yoy A3EIKOS0M NOQOSp#KM M BECNNATHEIS MATEPWANE B OpPYTHMX
hopMAETEX, HANPHUMED, HANSYATEHHEIS KDYMHBM WprdTomM, MossoHuTE No Tensdoxy 1-866-260-2723
Ona MeguuMHckux nnados, 1-800-638-3120 ona nnasce no oxpade speswna, 1-877-816-35%6 one nnaHos
Mo CTOMATONOMMYSCHMM YCAYTaM MNKM HE NKEM 408 becnnaTtHoro SE0HKA, YKaSaHHYH HE Bawel
WOEHTHDMKEALWOHHDN KRPTOYKE yHacTHMEE. (MuHwa TTY: 711).

FA'AALIGA: Afai e te tautalza | l= Faa-5amea [Samoan), o lo'c avanoca mo oe ‘au’aunaga fescasoani
tau gagana & leal se totogi ma fesc'ota’iga e leal se totogi 1151 faiga, & pei o lomiga e lapopo’a
matatusi. Vala'au 1-866-260-2723 mo Fuafuaga Fa'afoma’i, 1-800-638-3120 mo Fuafuaga Va'ai, 1-
B77-816-3596 mo Fuafuaga Nifo, pe vala'au le numera telefoni e leai se totogi o lo'e lisiina i luga o
lau pepa ID tagata. (TTY: 711).

FIIRO GAAR AH: Waxaad heli kartaa turjumaan =i aad ula hadasho dhakhtarkaaga wakhtiga ballanta ama
annaga. Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada lugadda bilaashka ah iyo isgaarsiing
bilzash ah oo gaabab kale ah, sida far waaweyn, ayaa diyaar kuu ah. Wac 1-866-260-2723 wixii ah Qorshayaasha
Caafimaadka, 1-B00-638-3120 Corzhooyinka Aragtida, 1-877-816-3596 wixii ah Corshooyinka llkaha, ama wac
lambarka telefoonka bilazshka ah ee ku goran kaarka agoonsiga xubinta. (TTY: 711).

ATENCION: Puade CONSEEUIr un intérprete para hablar con nosotros o con su médico durante su cita. 5i usted
habla espaniol (Spanish]), tiene a su disposicion servicios gratuitos de asistencia en otros idiomas y
comunicaciones gratuitas en otros formatos, come letra grande. Llame al 1-866-260-2723 para los planes
medicos, al 1-B00-638-3120 para los planes de la vista ¥ al 1-877-816-3596 para los planes dentales, o llame al
numero de teléfono gratuito que aparece en su tarjeta de identificacion de membresia. [TTY: 711).

PAUMNAWA: Maaari kang makakuha ng interpreter upang makausap ang ivong doktor sa panahon ng iyong
appointment o sa pakikipag-usap sa amin. Kung nagsasalita ka ng Tagalog [Tagalog), may makukuha kang mga
libreng serbisyo ng tulong sa wika at libreng komunikasyon sa ibang mga format, tulad ng malalaking print.
Tumawag sa 1-866-260-2723 para sa Mga Planong Medikal, 1-800-638-3120 para sa Mga Plano para 5a Paningin,
1-877-B16-3596 para sa Mga Flano para sa Ngipin, o tumawag nang libre sa numero ng telepono na nakalista sa
ivong ID card ng miyvembro. (TTY: 711).

warnuime !}mr;rn:ai111'1;|ﬂ1uﬁ'u;.“mﬁuiaqm'in"lunnﬁq:.tfmmm-hn"ur: mnqnmeﬂu (Thai)
TR T m.'.lﬁiﬁummuam'fianﬂuiﬂuufur_ e iR e e e Tre e gy ey 1-866-260-2723
dwimrrnanwnenmund 1-B00-638-3120 dwivmmnauiesng 1-877-816-3596 dwivmmawsssusiunmems

1.ﬁi'[m‘l.'lJuT.'umumﬂﬂﬁﬂﬁ'.:q‘l.'i'l.'ﬂﬂnni‘r"an'iﬂﬂm:m (TTY:-711)
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3BEPHITL ¥YBAIY! Nig 4ac npy@cmy ¥ NiKapa abo posSMoBM 3 HEMKM BW MAsTE SMOrY CHKOPWCTETHCA
NOCAYTEMK YCHOMD NEpeknafaYa. AKWOD EM pOSMOBNRETE YyHpaiHeerow [Ukrainian), 1 moxeTe
BE30nNnNaTHO KOPUMCTYEATHCA NOCAYTEMK MOBHOT NIZTRPMMEK, A TEHOM BeS0ONNaTHO OTPHMMYEETH
iHhOpMELIRHI METERIANK B IHWKX DOPMAaTEX, AK-0T HE0paHi BENMKWMM WpWdToM, TenshoHyHTE Ha
HoMmep 1-866-260-2723 wono NNaHie MEqUUHOro CTPaXYEAHHA, HA HomMep 1-B00-638-3120, wob
AiZHATHCA OOKNAOHIWE NPO NNEHM CTREXOB0rND NOKPMTTA ofTANsMONOrYHME Nocnyr, Ha HoMep 1-B77-
B16-3596, wob OisHATHCA OoKNEOHIWE NPO NNaKK CTPEX0B0rD NOKPHMTTA CTOMATONONYHWE nocnyr, abo
TeneoHyRTE Ha HoMep BeSHOWTOBHOT TenShoHHOT NIHIT, 3A3HAEYEHWA HA BAWIW I0SHTHHIKaL MHIRA
KapTLl Yy4acHMER. [AiHiA TTY: 711).

s B B S e et S Bl o B L ey Sl Tl f e
Pl ydan £ elia g e e S o 5 S0 Gl it B g edass aigea i g 3l (Urdu)
R = P
Lo IS 1-877-816-3596 ) < 30U 5l 0 1-800-638-3120 — S 35 505 o el- 866-260-2723 4 S i

Y- 711)

LUU ¥ Quy vi c6 thé cd mét théng dich vién mién phi d& ndi chuyén véi bac si trong budi hen
kham cda minh hodc ndi chuyén vai ching tai. Néu guy vi noi Tiéng Viét (Vietnamese), quy vi sé
durge cung cap cac dich vu hé tre ngén nglr mién phi v céc phuong tign trao d8i lién lac mién phi
& cac dinh dang khéc, chang han nhu ban in chir I&n. Hay goi 1-866-260-2723 cho cic Chuong
trinh Y t&, 1-800-638-3120 cho cdc Chuong trinh Nhan khoa, 1-877-816-3596 cho cac Churong trinh
Mha khoa, hodc goi 54 dién thoai mién phi duge ghi trén the ID hdi vién coa quy vi. (TTY: 711).
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