Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

: St. Edward's University 2025-4009-1

Coverage Period: 08/01/2025 -07/31/2026
Coverage for: Student/Family | Plan Type: PPO

M 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 or call 1-888-
799-7716. 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 1-888-799-7716 to request a

copy.

Important Questions Why This Matters:

Preferred Providers $150 / (Person)
What is the overall Preferred Providers $450 / (Family)
deductible? Out-of-Network Provider $450 / (Person)

Out-of-Network Provider $1,350 / (Family)

Are there services covered Yes. Preventive care, Pediatric Dental,
before you meet your Pediatric Vision and categories that specify
deductible? ded does not apply.

Are there other deductibles |Yes. Pediatric Dental $500. There are no other
for specific services? specific deductibles.
Preferred Providers $6,000 / (Person)
What is the out—of-pocket Preferred Providers $12,000 / (Family)
limit for this plan? Out-of-Network Provider $12,000 / (Person)
Out-of-Network Provider $36,000 / (Family)
What is not included in the Premiums, balance-billing charges, and health
out—of-pocket limit? care this plan doesn'’t cover.

Will you pay less if you use Yes. See www.uhcsr.com or call 1-888-799-
a network provider? 7716 for a list of network providers.

Do you need a referral to

L No.
see a specialist?

Generally, you must pay all of 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 a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.

You must pay all of the costs for these services up to the specific deductible amount
before this plan begins to pay for these 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.

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
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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A\ Al copayment and_coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Limitations, Exceptions, & Other

Common Medical Event Important Information

Services You May Need Out-of-Network

Provider (You will pay

Preferred Provider
(You will pay the

least) the most)
. . s . $25 Copay/per visit |50% Coins Student Health Center Benefits: The
PHTENY 00 WD et & Iy @ lifsss ded does not apply  |ded does not apply Deductible will be waived and benefits will
be paid at 100% for Covered Medical
Expenses incurred when treatment is
rendered at the Student Health Center for
the following services: 1) Physician’s
o $25 Copay/per visit 50% Coins Visits after a $15 Copay per visit; and 2)
Specialist visi ded does not apply  |ded does not apply all other services listed in the Schedule of
If you visit a health care Benefits. Policy Exclusions and
provider’s office or Limitations do not apply.
clinic 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.
o iEm Diagrllostic test (x-ray, blood work) 20% Co?ns 50% Co?ns none
Imaging (CT/PET scans, MRIs) 20% Coins 50% Coins none
$15 Copay per Preferred Providers: up to a 31 day supply
If youneed drugs to ig 1 _your [ owest-Cost Option prescription Tier 1 per prescription
treat your illness or ded does not anpl $15 Copay per s
o aed pply e . Preferred Providers: Mail Order Network
condition prescription generic drug .
$35 Copay per $35 Copay per Pharmacy or Preferred 90 Day Retail
, , Tier 2 - Your Midrange-Cost Option prescription Tier 2 ~0pay p Network Pharmacy at 2.5 times the retail
More information about ded does not aool prescription brand-name Copav ub o a 90-dav suopl
prescription drug = PPl drug O—p—¥ Np P yd .pp y 314
coverage is available at $50 Copay per ded does not apply ut-ok-Nelwork Provider: Lp to 8 31 day
www.uhcsr.com/txpd Tier 3 - Your Highest-Cost Option prescription Tier3 = supply per prescription
' ' ded does not apply You may need to obtain certain specialty
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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

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

Tier 4 - Additional High-Cost Option

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

least)

Not Covered

20% Coins
20% Coins

20% Coins
$100 Copay/per visit
ded does not apply

20% Coins

$25 Copay/per visit
ded does not apply
20% Coins

20% Coins

Office Visits: $25
Copay/per visit
ded does not apply
Other: 20% Coins
20% Coins

$25 Copay/per visit
ded does not apply

the most)

Not Covered

50% Coins
50% Coins

20% Coins
$100 Copay/per visit
ded does not apply

20% Coins
50% Coins
ded does not apply
50% Coins
50% Coins

Office Visits: 50% Coins

ded does not apply
Other: 50% Coins

50% Coins
50% Coins
ded does not apply

drugs from a pharmacy designated by us.
You may need to obtain prior authorization
for certain prescription drugs.

You may pay more if prior authorization is
not obtained.

For insulin drugs, the total amount of
Copays or Coins shall not exceed $25 for
an individual prescription of up to a 30-day

supply.

none
none

May be limited to use of emergency room
and supplies.

The Copay will be waived if admitted to
the Hospital.

If the Injury or Sickness does not meet the
definition of a Medical Emergency (page
27), benefits will be paid at 50% of
Allowed Amount.

none

May be limited to facility fees.

none
none

none

none

Cost-sharing does not apply for preventive
services when provided by a preferred
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What You Will Pay

Limitations, Exceptions, & Other
Important Information

Common Medical Event Services You May Need Preferred Provider | Out-of-Network

(You will pay the | Provider (You will pay
least) the most)

provider. Depending on the type of
services, a copayment, coinsurance, or
Childbirth/delivery professional services 20% Coins 50% Coins deductible may apply. Maternity care may
include tests and services described
elsewhere in the SBC (i.e., ultrasound).

Childbirth/delivery facility services 20% Coins 50% Coins none
Home health care 20% Coins 50% Coins none
If you need help Rehabilitation services 20% Coins 50% Coins none
recovering or have Habilitation services 20% Coins 50% Coins none:
other special health  Skilled nursing care 20% Coins 50% Coins 60 days maximum (Per Policy Year)
needs Durable medical equipment 20% Coins 50% Coins none
Hospice services 20% Coins 50% Coins none
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What You Will Pay

Common Medical Event Services You May Need Preferre.d Provider O.ut-of-Netwo.rk Sl Exceptlons,_& L
(You will pay the | Provider (You will pay Important Information
least) the most)
. 0 ine: y . . . .
Children’s eye exam $20 Copay per exam; |50% Coins; ded does |See your Qlar) s.Pedlatrlc*Vls,lon Benefit
ded does not apply not apply Details. Age limits apply.

Lens: $40 Copay; ded
does not apply

If your child needs Frames: Tiered Copays 50% Coins; ded does | See your plan’s Pediatric Vision Benefit

Children’s glasses

dental or eye care from no charge to 40% not apply Details. Age limits apply.*
based on retail cost.
ded does not 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 Page 5 of 8



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.)

e Bariatric surgery e Cosmetic surgery e |long-term care

e Routine eye care (Adult) e Routine foot care e 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 in lieu of anesthesia e Chiropractic care e Dental care (Adult) Injury to Sound, Natural
Teeth only
e Hearing aids, 1 per ear every 36 months o Infertility treatment e Non-emergency care when traveling outside the U.S.

except for a Medical Emergency when traveling for
academic study abroad programs, business or
pleasure

e Private-duty nursing
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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 1-888-799-7716 and Texas Department of Insurance at 1-800-252-3439 or visit http://www.tdi.texas.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: Texas Department of Insurance at 1-800-252-3439 or visit http://www.tdi.texas.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 (Espafiol): 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 (H137): AnRFREZE P SCAYEE), 1BIRFTEAS 515 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:

u 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)

M The plan’s overall deductible $150
W Specialist copayment $25
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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 $150

Copayments $30

Coinsurance $2,000
What isn'’t covered

Limits or exclusions $60

The total Peg would pay is $2,240

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

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

M The plan’s overall deductible $150
W Specialist copayment $25
M Hospital (facility) coinsurance 20%
M Other coinsurance 20%

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 $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $150
Copayments $800
Coinsurance $100
What isn’t covered
Limits or exclusions $20
The total Joe would pay is $1,070

Mia’s Simple Fracture

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

B The plan’s overall deductible $150
W Specialist copayment $25
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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 $150
Copayments $300
Coinsurance $400
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $850
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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.

NDN SR 4/2025


mailto:UHC_Civil_Rights@uhc.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
https://www.hhs.gov/ocr/complaints/index.html
https://www.uhc.com/content/dam/uhcdotcom/en/npp/NDN-LA-UHC-StudentResources-EN.pdf
https://www.uhc.com/content/dam/uhcdotcom/en/npp/NDN-LA-UHC-StudentResources-EN.pdf

INOTICE OF AVAILABILITY OF LANGUAGE ASSISTANCE SERVICES AND AL TERNATE FORMATS

ATTENTION: You can get an interpreter to talk to yvour 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-B66-260-2723 for Medical Plans, 1-800-638-3120 for
Wision Plans, 1-877-816-3596 for Dental Plans, or call the toll-free phone number listed on your ID card.
(TTY: 711).

FHréds- NFmMEP L DEF hhT JC WP hhhd™® 20 AfP1I70 MirtCATL 7377 2Rt R 9Ce (Amharic) Pt
herdi 19 PE3E 209 RIOMERE A 9 7 RIRE AR FOF uhe O AiEF FCRRE ARCHE R8s Auhdee 0FAF Of 1-
BB6-260-27237 AhEF 0FET @R 1-800-638-31207 Avrch 05T @L 1-877-816-3596 RAa-r DRI NANH TP
hee® AR OEFHAHAD 19 Phan $70 280 (TTY: 711

B ) Badl) terast o Y Lee f 2o gall e Sl a2 flielal 2 pa e o peeal) S L) |
e ol 5l da bl B g el il o el Bl g Al 2l sio el s S 3 m . [ Arabic)

5 ctull Llall 1 B66-260-2723

g e oo gl daall ool g ol g el Y Lalesl 1-877-816-3596 5 el s ksl 1-800-638-3120
[TTY: 711) b doalall pmal)

TCATCAT AT S W= STl e TUE S°HE Gieiad Ay 91 960d G0 41
WTNTAE ALY T Fe1E G S A0 (ATSTat (TS A | Wi+ 317 9T (Bengali) £ T
eI, I AT ST JErEel SR JH2 WA= {Ared [@ien s Smts, (Tu
TG GH, WIHE T GoeTdh GTRLa | (AU S G+ TP 1-866-260-2723 <HLA, o9
ST G e F9 1-800-638-3120 WHLA, (GFoIA AT G ¢ S 1-877-816-3596 744,
S HAE TR SEG FI0G (BF-TEF (P 90 Fe S@| (TTY: 711)

GM: HEECIE R EMLRSTH S e S RN SEURES IS UM S

RN ELHE 29 1A RS SN N AMSS (Cambodian Mon-Khmer) T2 6515 B HENAT
IENUE ARG SR TERMUESSNiY SUSRItERIS]N GUthHRG IS SR
I SIaii=] 1-866-260-2723 AfENUISIENHEEANET 1-800-638-3120 SjnUisifEnssic =iiss 1-
B77-816-3596 AN SN iG 2D YamiagiThnie gaaEns e S

NS SR AN R AL R g R (TTY: 711)4

ATEMSHUMN: Kunka me liye ayu vo interprete para ughul maghal na dokto va eppunghi me guahu. Gare kapetal
Faluwasch [Carolinian), ye toore palivwal kapetal Faluwasch lane bwe me sew format, ta tipel lane, bwe bwale
tepangivom. Kali 1-B66-260-2723 para ughul Lalap ni ughul tipiye, 1-800-638-3120 para ughul Lalap ni tigiye nu
mata, 1-877-816-3596 para ughul Lalap ni tipiye nu apapa, o kali ewe kali rerekkepal ni Muumur ni telepon yesg
listed me ni Kaaret ni meybur ID-mu. (TTY: 711).

ATENSYOM: Sifia hao humosga un intérprete para kumuentos yan 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-
B66-260-2723 para Planan Mediku, 1-800-638-3120 para Planan Visidn, 1-877-816-3596 para Planan Dental, pat
kalle i nimeru gratut na teleponu na esta pa'go gi katta 1D para miembro -muw. [TTY: 711).



FHEE  IELIEE—TOESE, SRR ImEEsSEl TEERMAER. WE IR
(Chinese), MR RIEERENEERNFEEEEGEERE, FRIA=M0F. HSHIEEL-
BB6-260-2723, B EH|EEIE1-800-638-3120, = FiE-¥ ZEEE 1.877-816-3596, = IEITIE®EFEFT
GRS A EEERE. (TTY: 711).

(Farsi) g 8 28 cupn o dals £ 5l bty chay 9 1 553 b i 510 st Kl L g

Lo (oot 0 es g m b e ale clac il il g Ale g1 B0 s eilans s S By cdats 1K 4 s

B gt by ;_i__‘:_‘nhj,;i colmaaly g ol g ooy

L 1-B77-B16-3596 + s b S50 e sl 5 1-B00-638-3120 sbas b S35 ata - ke sl 5 1-B66-260-2723
s B il T L eyl o g s S S (TTY: 711)

ATTENTION : Vous pouver demander & unfe) interpréte de parler & votre médecin au moment de votre rendez-
WOLS OU avec nous. Sivous 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 méadicaux, 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 fir Gesprache 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 Verfligung. Rufen Sie 1-
BBE-260-2723 fur Krankenversicherungen, 1-800-638-3120 fir Augenversicherungen, 1-877-816-3596 flr
Zahnversicherungen oder die gebidhrenfreie Telefonnummer auf lhrer Mitgliedskarte an. (TTY: 711).

NMPOZOXH: Mmopseite va mapete Svav SLEpPNVER yLa va PLANCETE PE TO YLWOTpO oag oto pavisfou
oog N ya va puinosts pall pac. Eav puhare EAAnvika (Greek), umapyouw duaBzowpes Swpeav
uminpeciss yAwaoowng BonBelag kon dwpedv smkowviwia o GAAES HoppoTIoWJELS, OTIWG Peyaha
ypappora. Kahfors oto 1-866-260-2723 yio waTpLka ipoypdppata, oto 1-800-638-3120 yuo
oypBohpohoyka poypappora, otoe 1-877-816-3596 o oSovTLQTDLKG TIpCYDOH POt 1 KOAEOTE Tow
apLBpd TnAspwvou Ywpls ¥pswan mow avaypl@sTal oty kapta pshous oag. (TTY: 711).

et WL A dxd] Yensto wuEl e ] Wl cuel Slse WE ald s2a W2 el
Aol 25l sl ¥l Al awAdl (Gujarati), “letl Sl dl Hsd el U Aol e Wt sz
usct datz, ¥ 5 dldl ez, dHizl H2 Gueoet B DE5E el M2 1-866-260-2723, (Dl Wl

HIS 1-800-638-3120, Sc2Cl Glel HIZ 1-877-816-3596 U2 SIGL 52| &l dMil doal w5sl 58 ul
YRlug Zlet-4l sle Aoz Uz sle 520 (TTY: 711).

ATAMNSYON: Ou ka jwenn yon entéprét pou pale ak dokté ou a nan moman randevou w la oswa avék nou. Si w
pale Kreyol Ayisyen [Haitian Creole), s&vis asistans lang gratis ak kominikasyon gratis nan 1ot foma, tankou gwo
I&t, dispanib pou ow. Rele 1-B66-260-2723 pou Plan Medikal, 1-800-638-3120 pou Plan Vizyon, 1-877-816-3596
pou Plan Danté, oswa rele nimewo telefon gratis ki endike sou kat |D manm ou a_ (TTY: 711).
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EAI & HIT AN ANSCHT F AR AFAN A HYe Siwed HaT Fa & @0 U g e
®{ HEd B Tt 3T B=al (Hindi) ot 8, O A0 &1 Heran dart HiY @3 W d% e 9t
ﬁﬂﬁmﬁmmmﬁlﬁ'@ﬁﬂ‘ﬂlﬂﬂ?ﬁ‘ql-ﬂﬁﬁ-zﬁﬂ-ﬂﬂﬁﬁﬂﬁ,ﬁaﬂ
A & T 1-800-638-3120 T, ST TAIA & [T 1-877-816-3596 U Tiel &1, AT HI WoET HISST
FE O GUEEY - B #a7 9 Hif w4 (TTY: 711)

CEEB TOOM: Koj tuz] yeem tau txais ib tug nesg txhais lus tham nrog koj tus kws kho mob thaum lub sijhawm
kev teem caij los sis thaum tham nrog peb. Yog tias koj hais Lus Hmoob (Hmong), yeav muaj cov kev pab cuam
txhais lus pulb dawb thiab kev sib tvuas lus ua wm hom gauy, xows li luam ua tus ntawy loj rau koj. Hu rau 1-866-
260-2723 rau Cov Phia) ¥wm kKho Mob, 1-800-638-3120 rau Cov Phiaj Xwm Eho Ohov Muoag, 1-877-816-3596 rau
Cov Phiaj Xwm Kho Hniav, los yog hu rau tus xov tooj hu dawhb vas teev rau hawy koj daim npav 1D, (TTY: 711).

ATENSION: Makzalaka iti interpreter a makisarita kadakami wenno iti doktormo iti oras ti appointment-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 1-866-200-2723 para kadagiti Plan a Medikal, 1-800-638-3120 para
kadagiti Plan para iti Panagkita, 1-B77-816-3596 para kadagiti Plan para iti Mgipen, wenno tawagam Ti libre a
numera ti telepono 3 nailista it 1D card-mo kas miembro. (TTY: 711).

ATTEMNTIOME: il giorno del Sue appuntamento, pud richiedere i servizi di un interprete per parlare con il Suo
medico o con noi. 3e parla italiano (Italian), sono 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 numero 1-800-638-3120 per i piani oculistici e il numero 1-B77-816-3596 per i piani dentisticl, oppurs
chiami il numero verde riportato sul Suo tessering identificativo. (TTY: 711).

THE CTHCEELOBSREIRRE0R, Efc sECE a0 BRI FETS I 84
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EoFRIcL eS80 a=r— v = vESHBICENE T, EE TS 1000 TIE 1-866-260-

2723, BT F 2200 T 1-800-638-3120, 77 S 1200 TIE 1-877-816-3596 £ THEEL -T2
., Awni—DA-FIEEENESHEAOFES LI THERE TSV, (TTY:711),

TO: T A| 2ARRE MESEHL HE|AL ES RE EGM ME|ZE HR2E = 0s

st M(Korean)E AHETHA = 32 & 90 A& ME|22 2 R & T2 8422 EH QA 28
OFHE O|E5He 5 YLD 2|2 32 3% 1-866-260-2723. 2H1 ST 2
1-800-638-3120, X2 SHO| EF 1.877-816-3596 H 2 = F =S LE 58] = & 1D 7IEH 7|17 & B2
HEH=E FHESHLA L, (TTY: 711).
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SHOOH: Nanihoot'aani gone’ ne'azee' iit'ini bich']’ yanitti’ deodago nihi nihich’|' yaniki'go ata’
halne'i fa" naayilt'eehgo biighah. Diné (Mavajo) bizaad bee yanitti'to, t'33 jilk'eh saad bee
dka'e'eyeed bee aka'anida’ow'i déd t'aa jilk'eh naana tahge at'éego bee hada'dilyaaigii bee ahit
hane', dii nitsaago bik'e'ashchini, na dahalg. Ats'iis Nanél'jjh Bee Hada'dit"ehi biniiyé kohj)" 1-866-
260-2723 hodiilnih, Andd" Bee Hoot'ini Bee Hada'dit’&hi biniiyé kohjj’

1-800-638-3120 haodiilnih, Awoo' Bee Hada'dit'éhi biniiyé kéhj' 1-877-816-3596 hodiilnih, doodago
bee nit ha'dit'éhi ninaaltsoos nittizi bee nééhozini ID bagh t'a3 jilk'eh namboo bee dahane’i
bika'igii bee hedillnih. (TTY: 711).

e e wmmmmmmm@mmm
TFgro| Eﬁlﬁmlmmli]m@wﬁ, Toi:2lc 9T HEIal BaEe T Sal H8W el g
STEEEAT hae® H5ON HAgE dIEH o1 3966 Ge| TOieoar Aaaaeshl o1 1-866-260-2723
T Thoteigeant o1fe 1-800-638-3120 oo Tlololigeenl w19l 1-877-816-3596 AT Tl Fwjald, d
AIEF Herd INOTTAT Taay Sla- BlF 75atal & Taardl (TTY:711)

WICHDICH: Du darfscht en Interpreter griege fer schwetze mit dei Dokter an dei Appointment odder mit uns.
Wann du Deitsch (Pennsylvania Dutch) schwetzscht un bravchscht Hilf fer communicat-e, kenne mer dich helfe
unni as es dich ennich eppes koschde zellt. Mir kenne differnti Sadde 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 Z2zeh, odder call die Toll-Free Phone Mumber as uff dei ID Card is. (TTY:
711).

UWAGA: Mozesz popresic tumacza o pomoc w rczmowie z lekarzem w czasie wizyty lub z nami.
Osoby mawigce w jezyku pelskim (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 stomatclogicznych lub zadzwen pod bezptatny numer telefonu podany
na karcie cztonkowskie]. (TTY: 711).

ATE"';ELG: Yocé pode ter um intérprete para falar com o médice no momento da consulta ou conosco. Se vocé
fala portugués (Portuguese), ha servicos gratuitos de assisténdia linguistica e comunicacdes gratuitas em outros
formatos, come letras grandes, disponiveis para vocé. Ligue para 1-B66-260-2723 para planos médicos, 1-800-
638-3120 para planos oftalmoldgicos, 1-B77-816-3596 para planos odontoldgicos au ligue para o ndmero de
telefone gratuito listado na seu cartdo de 1D de membro. [TTY: 711).

fips oG, 37 sl wufiaie 2 i win@ Sacd s 7 AE wE d1S =ds =0 e Tk uus
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BEHWMAHME! Bul Mo®ETE ECCNONEIOBETECR YCNYTaMK YCTHOMD NEPEB0AHMHEA ANR 0DLEHKA C EALLMM
EpE4OM B0 BPEMA NDHUEMA MK USDES HALWK YCayrv. ECnK BRl rOECPWTE HA pycCcHoM Bzuike [Russian),
BAM OOCTYNHEl BECMNATHBIE YCNYTM ASKOBON NOAOEpHKK M BECNNATHBIE MATEPWANLI B OPYIAX
hopMATEX, HENDHUMED, HANSYATEHHEIS KPYNHBM WpKdTomM, NozsoHHTS No Tenspory 1-866-260-2723
ana MeguuMHckKx nnados, 1-800-638-3120 onAa nnasoe No oxpaHe spexsua, 1-877-816-3596 ona nnaHos
Mo CTOMATONOMMYSCHKMM YCAYTaM MK HA NMHEMID ons BecnnaTHoro 3E0HKA, YHaSaHHYH HA Saleld
MASHTUMKALMOHHOR KEPTOYKE yYacTHUKA. [MuHua TTY: 711).

FA'AALIGA: Afai e te tautala | le Faa-5amoa (Samoan), o lo'c avanoa mo oe ‘au'aunaga fesocasoani
tau gagana & leal 52 totogi ma fesc'ota’iga e leal se totogi 115l faiga, & pei o lomiga e lapopo’a
mataTtusi. Vala'au 1-866-260-2723 mo Fusfuaga Fa'afoma’l, 1-800-638-3120 mo Fuafuaga Va'al, 1-
B77-816-3596 mo Fuafuaga Nifo, pe vala’au le numera telefoni e leai se totogi o lo'e lisiina | luga o
lau pepa |0 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 gazbab kale ah, sida far waaweyn, ayaa diyaar kuu ah. Wac 1-866-260-2723 wixii ah Qorshayaasha
Caafimaadka, 1-B00-638-3120 Corshooyinka Aragtida, 1-877-816-3596 wixii ah Qorshooyinka 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
hablz espafniol (Spanish), tiene a su disposician servicios gratuitos de asistencia en otros idiomas y
comunicaciones gratuitas en otros formatos, como letra grande. Uame al 1-B66-260-2723 para los planes
medicos, al 1-B00-638-3120 para los planes de la vista y al 1-B77-816-3596 para los planes dentales, o llame al
numero de teléfono gratuito que aparece en su tarjeta de identificacion de membresia. (TTY: 711).

PAUNAWA: Maaari kang makakuha ng interpreter upang makausap ang ivong doktor 53 panahon ng iyong
appointment o sa pakikipag-usap sa amin. Kung nagzasalita 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 53 Paningin,
1-877-816-3596 para sa Mga Plano para sa Ngipin, o tumawag nang libre sa numero ng telepono na nakalista sa
ivong 1D card ng mivembro. (TTY: 711).

warngime qmr;rr::aﬁ111'1;|-ﬂ1uﬁ'u;.wﬁuiaqm'1.11"|.1,.n=11"'|r:|r..1fmuu'rhﬁu|.r mnqnwnmm'tﬂu (Thai)
SRR ur.lﬁ:ﬁumr‘mam‘ﬁanﬂugﬂuuﬁ.{ v MRt el o lafnn i Ter 1-866-260-2723
swimrrnanrnenvend 1-800-638-3120 drofummnausiuinyg 1-B77-B16-3506 drmivmrmnumssuime,

vFiiIm"l.ﬂu'f:umumﬂﬂﬁﬂﬁ:ql‘i’l'ﬂﬂnni'ﬁn'i’ﬂ:mn:m (TTY-711)

(¥, ]

MOA SR 412025



