Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
United Coverage Period: 08/11/2025 - 08/10/2026
Healthcare . Barry University 2025-170-1 Coverage for: Student | 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/barry 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 $1,000 / (Person) Generally, you must pay all of the costs from providers up to the deductible amount before
deductible? Out-of-Network Provider $2,000 / (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.
s o saiSpoc ke Bieiciisd Bisyideei SRR The out-of-pocket limit is the most you could pay in a year for covered services
limit for this plan? Out-of-Network Provider $18,200 / (Person) & y pay y |

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/barry or call 1-800- |receive a bill from a provider for the difference between the provider's charge and what
a network provider? 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.

What You Will Pay

Limitations, Exceptions, & Other

Common Medical Event Services You May Need Preferred Provider Out-of-Network s T T e
(You will pay the Provider (You will pay
least) the most)
$50 Copay/per visit |$50 Copay/per visit Student Health Services Benefits:
Primary care visit to treat an injury or iliness 25% Coins 50% Coins e The Deductible will be waived and
deddoes notapply |deddoes not apply benefits will be paid at 100% for
Covered Medical Expenses

incurred when treatment is rendered at
or referred by the Student Health
Services for the following services:
Laboratory Services rendered at the
SHS and Laboratory Services referred
to Labcorp. Policy Exclusions and
Limitations do not apply.

$50 Copay/per visit |$50 Copay/per visit e The Deductible and Copays will be

Specialist visit 25% Coins 50% Coins waived and benefits will be paid at

If you visit a health care deddoes not apply |deddoes not apply 100% for Covered Medical Expenses
provider’s office or incurred when treatment is rendered at
clinic the Student Health Services for the

following services: all other services
listed in the Schedule of Benefits.
Policy Exclusions and Limitations do
not apply.
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 deddoes notapply |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 X-ray
Services: 25% Coins

If you have a test Diagnostic test (x-ray, blood work) 50% Coins none

*For more information about limitations and exceptions, see plan or policy document at www.uhcsr.com/barry Page 2 of 8



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

Laboratory
Procedures: ded
does not apply

No Charge
Imaging (CT/PET scans, MRIs) 25% Coins 50% Coins none
$25 Copay per 50% of billed charge Preferred Providers: up to a 31 day supply
Tier 1 - Your Lowest-Cost Option prescription Tier 1 $100 Prescription Drug  |per prescription
deddoes notapply |Ded(per Policy Year) Preferred Providers: Mail Order Network
If you need drugs to $75 Copay per does not apply to Policy |Pharmacy or Preferred 90 Day Retail
treat your illness or Tier 2 - Your Midrange-Cost Option prescription Tier 2 Ded Network Pharmacy at 2.5 times the retail
condition deddoes notapply | $25 Copay per Copay up to a 90-day supply
prescription generic drug |Out-of-Network Provider: up to a 31 day
i 3 30% Coins per -
More information about ] ) ) =—=r" $75 Copay per supply per prescription
prescription drug Tier 3 - Your Highest-Cost Option prescription Tier 3 prescription brand-name |You may need to obtain certain specialty
coverage is available at deddoes not apply drug drugs from a pharmacy designated by us.
www.uhcsr.com/pdl You may need to obtain prior authorization
. " . . for certain prescription drugs.
Tier 4 - Additional High-Cost Option Not Covered Not Covered P L
You may pay more if prior authorization is
not obtained.
If you have outpatient |Facility fee (e.g., ambulatory surgery center) 25% Coins 50% Coins none
surgery Physician/surgeon fees 25% Coins 50% Coins none
$500 Copay/per visit |$500 Copay/per visit May be Ilmlted to use of emergency room
—X. —X. and supplies.
Emergency room care 25% Coins 25% Coins . . : .
ded does not apl ded does not appl The Copay will be waived if admitted to
I L PRl the Hospital.
If you need immediate $100 Copay per trip  |$100 Copay per trip
medical attention Emergency medical transportation 25% Coins 25% Coins none
deddoes notapply |deddoes not apply
$30 Copay/per visit | $30 Copay/per visit
Urgent care 25% Coins 50% Coins May be limited to facility fees.
deddoes not apply |deddoes not apply

Facility fee (e.g., hospital room)

none

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

If you have a hospital
stay

Hospital
Miscellaneous
Expenses: 25%
Coins

Room and Board
Expense: $1,000

Hospital Miscellaneous
Expenses: 50% Coins
Room and Board
Expense: $1,000 Copay
per Hospital Confinement

Coga?x per Hospital 50% Coins
Confinement ded d@\ot apply
25% Coins —
deddoes not apply
Physician/surgeon fees 25% Coins 50% Coins none
Office Visits: Office Visits:
$50 Copay/per visit |$50 Copay/per visit
Outpatient services 25% Coins 50% Coins none
e MEEd] mfental deddoes notapply |deddoes not apply
T, LT Other: 25% Coins Other: 50% Coins
health, or substance
abuse services $1 ,OQO CogaX. per $1 ,OQO Cogax' per
Inpatient services Hospital Confinement |Hospital Confinement none
25% Coins 50% Coins
deddoes not apply |deddoes not apply
$50 Copay/per visit |$50 Copay/per visit Cost-sharing does not apply for preventive
Office visits 25% Coins 50% Coins services when provided by a preferred
deddoes notapply |deddoes not apply provider. Depending on the type of
services, a copayment, coinsurance, or
o ] ) ] ] ) deductible may apply. Maternity care may
Childbirth/delivery professional services 25% Coins 50% Coins include tests and services described
[T E0T2 [ elsewhere in the SBC (i.e., ultrasound).
Hospital Hospital Miscellaneous

Childbirth/delivery facility services

Miscellaneous
Expenses: 25%
Coins

Room and Board

Expenses: 50% Coins
Room and Board
Expense: 50% Coins
$1,000 Copay per

none

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

Expense: 25% Coins
$1,000 Copay per

Hospital Confinement

Hospital Confinement | ded does not apply
deddoes not apply
Home health care 25% Coins 50% Coins none
Inpatient . S
Rehabilitation Facility:| TP 2ocnt Rehabilitation
: Facility: 50% Coins
250l Physiotherapy: $50
Rehabilitation services Physiotherapy: $50 y py none
L Copay/per visit
If you need help @;gy/p.er Hlist 50% Coins
recovering or have 25% Coins deddoes not apply
other special health deddoes notapply |~
needs $50 Copay/per visit  |$50 Copay/per visit
Habilitation services 25% Coins 50% Coins none
deddoes not apply |deddoes not apply
Skilled nursing care 25% Coins 50% Coins none
Durable medical equipment 25% Coins 50% Coins none
Hospice services 25% Coins 50% Coins none
. 0, A . y . . . .
Children’s eye exam $20 Copay per exam; |50% Coins; deddoes not |See your glar.\ s-Pedlatrlc Vision Benefit
deddoes not apply |apply Details. Age limits apply.*
Lens: $40 Copay;
deddoes not apply
F : Tiered
If your child needs . , rames. tiere 50% Coins; deddoes not |See your plan’s Pediatric Vision Benefit
dental or eye care Children’s glasses Copaysfromno | ) T Details. Age limits apply.*
y charge to 40% based P A9 PRY-

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/barry
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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 except as specifically provided ® Cosmetic surgery
in the Policy
® Dental care (Adult) except as specifically provided ® Hearing aids ® |Infertility treatment except as specifically
in the Policy provided in the Policy
® | ong-term care except as specifically provided in ® Routine eye care (Adult) ® Routine foot care
the Policy

® \Weight loss programs

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

® Chiropractic care ® Non-emergency care when traveling outside the ~ ®  Private-duty nursing
u.s.
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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 Florida Department of Financial Services at 1-877-693-5236 or visit
http://www.myfloridacfo.com/. 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: Florida Department of Financial Services at 1-877-693-5236 or visit http://www.myfloridacfo.com/.

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 $1,000
M Specialist copayment $50
M Hospital (facility) coinsurance 25%
M Other coinsurance 25%

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 $1,000
M Specialist copayment $50
M Hospital (facility) coinsurance 25%
M Other coinsurance 25%

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 $1,000 Deductibles $1,000
Copayments $60 Copayments $1,200
Coinsurance $2,700 Coinsurance $200
What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $20
The total Peg would pay is $3,820 The total Joe would pay is $2,420

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 $1,000
M Specialist copayment $50
M Hospital (facility) coinsurance 25%
M Other coinsurance 25%

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 $1,000
Copayments $1,100
Coinsurance $200

What isn’t covered

Limits or exclusions $0

The total Mia would pay is $2,300
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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
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INOTICE OF AVAILABILITY OF LANGUAGE ASSISTANCE SERVICES AND AL TERNATE FORMATS

ATTEMTION: 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-B66-260-2723 for Medical Plans, 1-800-638-3120 for
Wision Plans, 1-B77-B16-3596 for Dental Plans, or call the toll-free phone number listed on your ID card.
(TTY: 711).

Hred- nFmeE® Lh OEF° hhT IC WP hahhd™® 20 AFP1070 et CA™L 7377 2-Ree ke 9Ce (Amharic) frists
hery? 19 P78 209 ATOaMeRE AG 1 7 RTRF A28 TAF UhE O AieF FORRE ARCHE B18e AvheTe 0FAF OF 1-
BBG-260-27237 AkRS 0FAF OF 1-B00-638-31207F Arch oF2F @f 1-877-B16-3596 B2@-r DR nhng oo HoEf
heS® AR DEFHSHAD 19 Phah $70 280 (TTY: 711

Aoy gl AR ettt 1Y e g o el A Sl a2 dhielal g pa e Jo peal) S AN e
o et 3 paly Aol Ba o5 el i o Alaall Bl 5 el 3 el sio el s S 3 m . [ Arabic)

o kel sl 1 B66-260-2723

g e o gl daall ol 2 ol g e Y Laleal 1-877-816-3596 5 el Lis ; kel 1-800-638-3120
[TTY: 711) bdoalall pumal)

TUAICHT AT S W= STl ed TUY S°HE Gieiad Ay 391 960E G0 41
ETAITAA ALY YU Fo11E G S A0 (ATeTat (TS A | T =17 I (Bengali) £ T4
LT, BT AT STl JErEe] HEEE A2 WA= [y [@ion s Smmts, (Tu
TG GH, WIHAE T ST GTe0a | (AT S G+ P 1-866-260-2723 7HLA, o9
HTCE Gl e T 1-800-638-3120 WHLA, (G-6IA ST T %+ w9+ 1-877-816-3596 74T,
S B SRS SIEG FI0G (BE-EF (P 50T e S@| (TTY: 711)

CAM: SRR R ERMLRL S e S RN SEURIES I UM S

SN ENLHIE 2% 1 RSN ENANSE (Cambodian Mon-Khmer) TS 651 H S HENA
ENUERARIE S ERRUE S sy SHSHRIHRIE]N GUThHRIS SBaENUEeY
ST ZIA L= 1-866-260-2723 AENUISIENSEEAN T 1-800-638-3120 SijNUisifEns=ic =ies 1-
B77-816-3596 SifiNT I {inE i S0 LT SiaigiTiinie SaaeiEns S S
IS SR QAN R AL R G (TTYE 711)8

ATEMNSHUN: Kunka me live ayu yo interprete para ughul maghal na dokto ya eppunghi me guahu. Gare kapetal
Faluwasch [Carolinian), ye toore palivwal kapetal Faluwasch lane bwe me sew format, ta tipel lane, bwe bwale
tepangiyom. Kali 1-866-260-2723 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 yeeg
listed me i Kaaret ni meybur ID-mwu. (TTY: 711).

ATEMSYON: Sifia hao humaosga 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 fing’
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).



FEE TR ES{TOES, EFSERETNRERERTEERMNEE. NRTHPXY
(Chinese), ETMAIRTEERENZSESRIFEEEMEEREZ. PRIFAEMICE. BEHIFEHEL-
BRE-260-2723, 18 N TH|FEETE1-800-638-3120, #7|5-¥ FEEE 1-877-816-3596, = IEITII®EF AT
AR AEEERE. (TTY 1 711).

(Farsi) g & A S i pn pclale S o) plicugey ey 0 aps S5l Cinia gl g an e S i g e lat dags
Lol l__u.\_".:l_l.'l .\_:..I L-LI_"J.'I l._ﬁ_gu:.:.. I_:l .\TI'._} e '.1.3.__|II3 _.El._l ‘__|.'l L__'ll..-th"IJ| .;.lli_:l...-" -\;lln.ﬁl_'-h_’ .,_nj"'_.: L l_:lﬁ.l__'_; =ials t:'_;li‘_.__‘l Sl TN :

8 jet by ;_.__';_‘n\_j,i: colntaly g gl g g

L o1-B77-B16-3506 »_jas L St 30 7 ke sl 5 1-B00-638-3120 +las L S5 3 ate 1 sk 51y 5 1-866-260-2723
oa o B i a2 s 5 e Sy S0 (TTY: 711)

ATTENTION : Vous pouvez demander & unle) interpréte de parler & votre médecin au moment de votre rendez-
Wous 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. Appeler le 1-
B66-260-2723 pour les régimes madicaux, le 1-B00-638-3120 pour les régimes de soins de la vue, e

1-877-B16-3596 pour les régimes de soins dentaires, ou appelez le numéro de téléphone gratuit indiqué sur
wotre carte de membre. (TTY : 711).

ACHTUNG: Sie kinnen fir Gesprache mit lhrem Arzt bei lhrem Termin oder mit uns einen Dolmetscher
anfordern. Falls Sie Deutsch (German) sprechen, stehen Ihnen kostenlose Sprachassistenzdienste und
kostenloss Kommunikation in anderen Formaten, wie zum Beispiel grofe Schrift, zur Verflgung. Rufen Sie 1-
Bb66-260-2723 Tir Krankenversicherungen, 1-800-638-3120 fir Avgenversicherungen, 1-877-816-3596 fir
Zahnversicherungen oder die gebuhrenfreie Telefonnummer auf lhrer Mitgliedskarte an. (TTY: 711).

NPOZOXH: Mnopseits va mapets evay SLEpPNvER yua va guhnoste ps Te ywatpd oag oto pavisfou
oog f yia va puifosts pall pag. Eav pohdares EAAnvika (Greek), undpyouw duafzopes Swpeav
umnpecisg yAwoolkng BonBewag ko Swpedv emkotvwia o GAAEG poppoTIow o, OTIwE Peydha
ypoppora. Kaohzots oto 1-866-260-2723 yLa watpukd mipoypapporag, oto 1-B00-638-3120 yua
opdaipoioyikd Tpoypaupara, oo 1-877-816-3596 yia oSoVTLOTOLKG TIpOYPAY POTa 1) KoAEoTs Tov
apLEps TNApWWoL YWl ypéwon Tow avaypdpsTol otnv kapta pehous oag,. (TTY: 711).

eadlel UL AR dudl yeusid wuE el g d] wWE dui slse? WE ald 53 e peulan
Aondl asl el dfl w2l (Gujarat), “lel 81, dl M5 el sl Al WA W SlETzH
Hact da?, ¥ 5 HIAL (e, izl M2 Guctotl B TR wiel HI2 1-866-260-2723, (Dt Lilal

HIZ 1-B00-638-3120, 3ol \Gilet HIZ 1-877-816-3596 U2 516t 53| Macl cmil Mol w55l 518 Uz
YRlug 2le-gl sl Az Uz Se s (1T 71).

ATANSYON: Ou ka jwenn yon ent&prét pou pale ak dokt® ou a nan moman randevou w la oswa avak now. 5w
pale Kreyol Ayisyen [Haitian Creole), s&vis asistans lang gratis ak kominikasyon gratis nan 1ot foma, tankou gwo
|&t, disponib pou ow. Rele 1-B66-260-2723 pou Plan Medikal, 1-800-638-3120 pou Plan Vizyvon, 1-877-816-3596
pou Plan Danté, oswa rele nimewo telefon gratis ki endike sou kat |ID manm ou a. (TTY: 711).
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EAT & HIT AN HASCHT & HHT ITFAN AT 9o Sifed Hald Fe & [oT U geruar aed
T Who ) TG AT =l (Hindi) et €, & A5 A091 Fgraon dart 3R @3 N 9 7 geat
# ArT TON ¥aT 39 @T I9aeT | AfFd Wi & EU 1-866-260-2723 W FiA &, AAA
A @7 1-800-638-3120 T, € T & o0 1-877-816-3596 T Tiel &1, AT T HoEd HSEr
FE T FAEH - BIF #Aat 9T Hid dal (TTY: 711)

CEEB TOOM: Koj tug] yeem tau txais ib tug neeg txhais lus tham nrog koj tus kws kho mob thaum lub sijhawm
kew 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 txuas lus va hwm hom gauy, xws li luam ua tus ntawy loj rau koj. Hu rau 1-866-
260-2723 rau Cov Phia) Xwm Kho Mob, 1-800-638-3120 rau Cov Phiaj Xwm Kho Ohov Muag, 1-877-B16-3596 rau
Cov Phiaj Xwm Kho Hniav, los yog hu rau tus xov tooj hu dawb uas teev rau hauv koj daim npav 1D, [TTY: 711).

ATEMSION: Mzakaalaka iti interpreter a makisarita kadakami wenno iti doktormo iti oras ti appointment-mo. No
makasaoka it llocamo {llocano), makaalaka iti libre a tulong iti lengeguahe ken libre a pannakikomunikar iti sabali
a format, kas iti dadakkel a letra. Tawagam ti 1-866-260-2723 para kadagiti Plan a Medikal, 1-800-638-3120 para
kadagiti Plan para iti Panagkita, 1-877-B16-3596 para kadagiti Plan para iti Mgipen, wenno tawagam ti libre a
numera ti telepono a nailista it 1D card-mo kas miembro. (TTY: 711).

ATTEMZIOME: il giorno del Suo appuntamento, pud richiedere i servizi di un interprete per parlare con il Suo
medico o con noi. Se 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 1 piani
sanitari, il numero 1-800-638-3120 per i piani oculistici e il numero 1-877-816-3596 per i piani dentisticl, oppurs
chiarmi il numero verde riportato sul Suo tessering identificativo. (TTY: 711).

SERECFHNCEELOEILEIERNE EFfcFECRsonBREIFETA LA
ETT, HWTH'HEZE (Japanese) T EEICH 35S, EHoEETEY AL R WEER
SofERicsdsSHnaia=r—r s vECFAICENRET., BEEF T w020 TIE 1-866-260-
2723, BT S (220 T3 1-800-638-3120, =77 F 220 T3 1-877-816-3596 £ THEREL I
<Hr, AwirA—1DHhH—-FIZEEEnESHERCESTI TEERECTE&E v, [TTY: 711)

TO|: TIE A 2IARE HESEAHLE HE|2HS| 2 ES HEf EQA ME|E 222 5+ 4
S M(Korean)E AHESHA = 38 & 910 R & MH|£2 2 ERHH S OHE 42
M E O|235He 5= AUELICH 2|2 SH2| 3% 1-866-260-2723. 2H1F SR E2
1-800-638-3120. X| 0t S| F 2 1.877-816-3596 H S = FopohHLL A THE| 5|2 ID 7R 7| = 22
TEHHZ = FSSHLAIZ, (TTY: 711).

LICt,
2l oA £E

—

b of

OLOCOIO; wuZILInEmIBEURITItDecSLELuco MBIt oTYIe § TuwoncEnld.
mmm‘:mm WISM979 (Lao), DILUONIMIoBCIS0T) WIS (0 NILISILS USUKCLLSLT,
cHu: MLl L0 (e, cclnDimua. (v 1-866-260-2723 FISVLCELNIVIIINIVECWO, 1-800-638-
3120 F99UCCELIILNISIE0T, 1-877-816-3596 S9LCE@UTTLINT0CED, 0
tnmcbluwsnozuloTudouserciostuignasgui. (TTY: 711).
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SHOOH: Nanihoot'aani gone’ ne'azee’ iit'ini bich'|’ yanitt’ decdago nihi nihich’)’ yaniki'go ata’
halne'i ta’ naayilt'eehge biighah. Diné (Mavajo) bizaad bee yanitti'to, t'3a jilk’'eh saad bee
dka'e'eyeed bee dka'anida’ow'i déo t'aa jilk'eh naana tahgo at'éego bee hada'dilyaaigii bee ahit
hane’, dii nitsaago bik'e'ashchini, na dahdlg. Ats'iis Nanel'jjh Bee Hada'dit' éhi biniiye kohj)" 1-B66-
260-2723 haodiilnih, Andd" Bee Hoot'ini Bee Hada"dit"€hi biniiyé kohjj’

1-800-638-3120 hodillnih, Awoo' Bee Hada'dit'ehi biniyé kéh))" 1-877-816-3596 hodillnih, doodago
bee nit ha'dit"éhi ninaaltsoos nittizi bee nééhozini ID bagh t'33 jilk'eh namboo bee dahane'i
bika'igii bee hodillnih. (TTY: 711).

e e ATEe AT FSreaveahl TATAT a1 FET HFAT SEeTde F41 7 e &
Fagee| a5 A9l (Nepali) diegro 9+, Th3eF H9T FERTT HAEE T gal 38R o 304
SIOETAT TeF TegN WaEE dUeHl W1 3966y G| TaiecdT TTaiaTgesh! = 1-866-260-2723
TEoTeT TTo=geent #fe 1-800-638-3120 Evcl Tlotollgeehl oiial 1-877-B16-3596 AT &l FIimlH, dl
AIET Heed TROUTFAT GAEey ela-W Wi #5atAl ®a el (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 brawchscht Hilf fer communicat-g, kenne mer dich helfe
unni as es dich ennich eppes koschde zellt. Mir kenne differnti Sadde Schprooch-Hilf beigriege aa fer ni. 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 die Toll-Free Phone Mumber as uff dei ID Card is. (TTY:
711).

UWAGA: Mozesz poprosic ttumacza o pomoc w rozmowie z lekarzem w czasie wizyty lub z nami.
Osoby mawigce w jezyku pelskim (Polish), majg dostep do bezptatne] ustugi pomocy jezykowe] i
bezptatne] komunikag)i w innych formatach, 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 ckulistycznych,
1-877-816-3526 o planach stomatelogicznych lub zadzwen pod bezplatny numer telefonu podany
na karcie cztonkowskiej. (TTY: 711).

ATENl;ﬁU: Vocé pode ter um intérprete para falar com o médico no momento da consulta ou conosco. Se vocé
fala portugués (Portuguese), ha servicos gratuitos de assisténcia linguistica e comunicacdes gratuitas em outros
formatos, comao letras grandes, disponivels para vocé. Ligue para 1-866-260-2723 para planos médicos, 1-800-
B38-3120 para planos oftalmoldgicos, 1-877-816-3596 para planos odontaldgicos ou ligus para o ndmero de
telefone gratuito listado no seu cartdo de ID de membro. (TTY: 711).

fipns 2. ZH wiua npufiefe 2 AN w2 Secd a8 A A2 315 J1% =da S0 18 ST Uyus
=d AF= o1 9=7d A WA (Punjabi) 5% 1, 3 HES I AR AR wiE 00 SadE Re UEs g,
= {7 =2 wiygd (29 302 59 SURg0 75| A8 Wea= BH 1-866-260-2723, f205 HaT= B9 1-
B00-638-3120, 525 LA B 1-877-816-3596 = 918 od, 7 »L[& Had »EiZ 992 = gy 25-5
25 399 T FAE FF1(TTY: 711)



BHWUMAHME! Bul Mo®ETE BEOCNONLIOBATLCR YCNYTAMK YCTHOMD NEPEB0OYMKEA 4N 0DLEHMA C BALLMM
EQS40M B0 BPEMA NDHMEMI MK USDES HALIKM YCAYrH. ECnKM Bkl rOECPWTE HA pyccKomM szwike (Russian),
BaM OOCTYNHBI BECMNATHBIE YCNYTM ASBKOBOM NOOOEPHKK M BECNNATHBIE MATEPHANLI B OPY WX
PopMAaTEX, HANPUMER, HANSYATEHHEIS KEYNHEM WprdTom. MNossosurTe Nno Tensedgody 1-866-260-2723
AnA MegMuKHCKKWX nnados, 1-800-638-3120 anAa nna<cE nNo oxpaHe spexsua, 1-877-816-3596 onAa nnaHos
No CTOMATONOMMUECKKMM YCAYTEM MK HA NMEKID 0ne BecnnaTHoro 3B0HKA, YKESaHHYH Ha BAILESH
WOEHTMDMKALMOHHON KEPTOYKE yHaEcTHHER. (MvHwa TTY: 711).

FA'AALIGA: Afai e te tautala i le Faa-5amea (Samoan), o lo'o avanoca mo oe ‘au’aunaga fesoasoani
tau gagana e leai se totogl ma feso'ota’iga e leai se totogi 1151 faiga, e pel o lomiga e lapopo’a
mata'tusi. Vala'au 1-866-260-2723 mo Fusfuaga Fa'afoma’l, 1-800-638-3120 mo Fuafuaga Va'a, 1-
B77-816-3596 mo Fuafuaga MNifo, pe vala'au le numera telefoni e leai se totogi o lo'o lisiina i luga o
lau pepa ID tagata. [TTY: 711).

FIIRD 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
bilaash ah co gaabab 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 Qorshiooyinka llkaha, ama wac
lambarka telefoonka bilagshka ah ee ku goran kaarka agoonsiga xubinta. (TTY: 711).

ATENCION: Puede COMSEgUIr un intérprete para hablar con nosotros o con su medico durante su cita. Si usted
habla espafiol (Spanish), tiene a su disposicidn servicios gratuitos de asistencia en otros idiomas y
Comunicaciones gratuitas en otros formatos, como letra grande. Uame al 1-866-260-2723 para los planss
médicos, &l 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 teléfona gratuito que aparace 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 5a pakikipag-usap 5a amin. Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mega
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 Flanong Medikal, 1-B00-638-3120 para sa Mga Planoc para sa Paningin,
1-877-B16-3596 para sa Mga Plano para sa Ngipin, o tumawag nang libre sa numero ng telepono na nakalista 53
ivong 1D card ng miyvembro. (TTY: 711).

WarE r|||m":.r:":ua|='1L::'l;lnn.ur'l'u|..“mihliaqm"lm"l.t.nnﬁr;lr..ifn'lrlﬂvhn"ul.r mnn‘nyrmm‘tﬂu {Thai)
ER L AT TR T s usrT o T lugUuE g v mrie o e ineufnelde Tey 1-866-260-2723
sedirnrnsanwrnen e 1-800-638-3120 &wivmrmandinuinyg 1-BT7-B16-3506 dmiunimnwmsiefusre,

u'i:'[ﬂﬂﬂif_'“mumﬂﬂﬁﬂﬁ:qﬁlﬁ'ﬂnn1'1-"'1:1"]"1:1;;:1:1:; (TTY:711)
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SBEPHITh YBAIY! Mig 4ac npuidomMy v Nikapa abo posMoBW 3 HAMKM BM MAETE SMOMY CKOPWCTRTUCA
NoOCAYTramMKM YCHOMD Nepeknagads. AKWo B po3MoBNRETE YHpaTHCbHOow (Ukrainian), 81 MoxeTe
BesonnartHo KoPWCTYBATMCA NOCAYTAMM MOBHOT NIATRMMEK, 8 TEKOX BES0NNATHO OTPHMYBATH
IHOpMELIRHI METERIENK B IHWKMX (opMAaTaX, AK-0T HabpaHi Benninm wpndimom. TensehoHyRTE Ha
Homep 1-866-260-2723 WwWono NNaHIE MEOWYHOMD CTPAXYEGHHA, Ha HoMep 1-B00-638-3120, wob
LIZHATMCA OOKNEOHIWE NP NAaHKM CTPEX0BE0rs NOKPWTTA OETaneMonori4HWE NocnyT, Ha HoMep 1-B77-
B816-3596, wWob gisHAaTWCA OoKNEOHIWE NPO NN&HKM CTPEXOB0ND NOKPWTTA CTOMETONOMYHWE nocayr, abo
TenepoHyATe Ha HoMep BE3KOWTOBHOT TenehoHHO! NiHIT, 383HAYSHMIA HA BELUIN IDeHTHMIKALAHIR
KapTul yYacHKKa. (niHiA TTY: 7110

$d B S gl € fel o B e by Sl ol aie B g
Bl oo Sl oSl pecda e S B S0 e g8 S g cdans jlea i g o 3 g (Urdu)
Lo S € i 1-877-816-3596 1 < 5ot (0.1 800-638-3120 ) € 350 s el BEE-260-2723 4 < oL

TTY: 711)

LUV ¥: Quy vi cé the cé mét théng dich vign mién phi d& néi chuyén véi béc 7 trong budi hen
kham cda minh hoic néi chuy&n vdi ching téi. NEu guy vi ndi Tiéng Viét (Vietnamese), quy vi s&
durgic cung cdp cac dich wu hé tro ngdn ngi¥ mién phiva cac phuong tién trac ddi lién lac mién phi
o cac dinh dang khac, chang han nhuw ban in chir lgn. Hay goi 1-866-260-2723 cho cac Chuong
trinh Y t&, 1-800-638-3120 cho cac Chuong trinh Nhén khosa, 1-877-816-3596 cho céc Chuong trinh
Mha khoa, hodc goi 58 dién thoai mién phi dugc ghi trén thé ID héi vién cda quy vi. (TTY: 711).
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