lJJ UnitedHealthcare

Choice Plus Plan AGU6 / OFZ

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

Coverage Period: 03/01/2017 — 02/28/2018

Coverage for: Employee & Family Plan Type: PS1

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy ot plan document
at welcometouhc.com or by calling 1-866-633-2446.

What is the overall
deductible?

Important Questions Answers
Network: $5,000 Individual / $10,000 Family

Non-Network: $5,000 Individual / $10,000
Family

Per calendar year.

Copays, prescription drugs, and services listed
below as "No Charge" do not apply to the
deductible.

“Why This Matters:

You must pay all the costs up to the deductible amount before this plan
begins to pay for covered services you use. Check your policy or plan
document to see when the deductible starts over (usually, but not
always, January 1st). See the chart starting on page 2 for how much you
pay for covered services after you meet the deductible.

Are there other deductibles
for specific services?

No.

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

Is there an out-of-pocket

limit on my expenses?

Network: $6,350 Individual / $12,700 Family
Non-Network: $10,000 Individual / $20,000
Family

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

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

Premium, balance-billed charges, health care
this plan doesn’t cover, and penalties for
failure to obtain pre-authorization for services.

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

Is there an overall annual
limit on what the plan pays?

No.

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

Does this plan use a network

of providers?

Yes. For a list of network providers, see
myuhc.com or call 1-866-633-2446.

If you use an in-network doctor or other health care provider, this plan
will pay some or all of the costs of covered services. Be aware, your in-
network doctor or hospital may use an out-of-network provider for some
services. Plans use the term in-network, preferred, or participating for
providers in their network. See the chart starting on page 2 for how this
plan pays different kinds of providers.

Do I need a referral to see a

You can see the specialist you choose without permission from this

doesn’t cover?

. No.
specialist? plan.
. . Some of the services this plan doesn’t cover are listed on page 5. See your
Are there services this plan Yes. policy or plan document for additional information about excluded

services.

Questions: Call 1-866-633-2446 or visit us at welcometouhc.com. If you aren’t clear about any of the underlined terms used in this form, see the Glossary.

You can view the Glossary at cms.gov/CCIIO /Resources/Files/Downloads/uniform-glossary-final.pdf or call the phone number above to request a copy.
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w UnitedHealthcare

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

Choice Plus Plan AGU6 / OFZ

Coverage Period: 03/01/2017 — 02/28/2018

Coverage for: Employee & Family Plan Type: PS1

Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if the
plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if you
haven’t met your deductible.

® The amount the plan pays for covered services is based on the allowed amount. If a non-network provider charges more than the allowed

® This plan may encourage you to use network providers by charging you lower deductibles, copayments and coinsurance amounts.

amount, you may have to pay the difference. For example, if a non-network hospital charges $1,500 for an overnight stay and the allowed
amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

Common
Medical
Event

If you visit a
health care

Services You May

Need

Your Cost If
You Use a
Network
Provider
Covered persons
less than age 19:

Your Cost If
You Use a
Non-Network
Provider

Limitations & Exceptions

Virtual visits (Telehealth) — $25 copay per visit by a designated

1 ]
provider’s . . | Primary care visit to treat No Charge 50% co-ins after | virtual network provider.
office or clinic . : All other . . iy . iy
an injury or illness ded. If you receive services in addition to office visit, additional copays,
Covered Persons: deductibles, or co-ins may appl
$50 copay per ¢ » 0T €0 Y appy:
visit
S $50 copay per 50% co-ins after | If you receive services in addition to office visit, additional copays,
Specialist visit ey . .
visit ded. deductibles, or co-ins may apply.
Cost share applies to manipulative (chiropractic) services only and
Other practitioner office $50 copay per 50% co-ins after | is limited to 20 visits per calendar year. Pre-authorization is required
visit visit ded. non-network or benefit reduces to the lesser of 50% of eligible
expenses or $500.
Preventive care / screening 30% co-ins after | Includes preventive health services specified in the health care
. o No Charge
/ immunization ded. reform law.
If you have a | Diagnostic test (x-ray, 50% co-ins after | 50% co-ins after | Pre-authorization is required non-network for sleep studies or
test blood work) ded. ded. benefit reduces to the lesser of 50% of eligible expenses or $500.
Imaging (CT / PET scans, | 50% co-ins after | 50% co-ins after | Pre- authorization is requited non-network or benefit reduces to
MRIs) ded. ded. the lesser of 50% of eligible expenses or $500.
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Coverage Period: 03/01/2017 — 02/28/2018
Plan Type: PS1

IJ UnitedHealthcare Choice Plus Plan AGU6 / OFZ

Summary of Benefits and Coverage: What This Plan Covers & What it Costs  Coverage for: Employee & Family

Common
Medical
Event

If you need
drugs to treat

Services You May
Need

Tier 1 — Your Lowest-

Your Cost If
You Use a
Network
Provider

Retail: $15 copay

Your Cost If
You Use a
Non-Network
Provider

Limitations & Exceptions

Provider means pharmacy for purposes of this section.

PRI . Option Mail-Order: Retail: $15 copay o : .
1L p $37.50 copay Retail: Up to a 31 day supply Mail-Order: Up to a 90 day supply
condition You may need to obtain certain drugs, including certain specialty
. _ Retail: $30 copay drugs, from a pharmacy designated by us. Certain drugs may have a
MOIC ‘ Tier 2 — Your Midrange- Mail-Order: $75 | Retail: $30 copay pre-authorization requirement or may result in a higher cost. If you
information Cost Option copay use a non-network pharmacy (including a mail order pharmacy),
about o you are responsible for any amount over the allowed amount. You
prescription Tier 3 — Your Hiohest.C Retail: $65 copay may be required to use a lower-cost drug(s) prior to benefits under
drug ' Olet_ — Your Highest-Cost Mail Order: Retail: $65 copay | your policy being available for certain prescribed drugs. Tier 1
coverage is ption $162.50 copay contraceptives covered at No Charge. See the website listed for
available at information on drugs covered by your plan. Not all drugs are
he. o iy Y
myuhc.com gf;“opﬁfinonal High- | Not Applicable | Not Applicable | covered:
Ifyou ¥1ave Facility fee (e.g., 50% co-ins after | 50% co-ins after | Pre-authorization is required non-network or benefit reduces to the
ty g 9
outpatient ambulatory surgery center) ded. ded. lesser of 50% of eligible expenses or $500.
surgery
. 50% co-ins after | 50% co-ins after
Physician / surgeon fees ded. ded. None
0 ¥ *E (0 ¥

iIrf;lzg: drilZ:l Emergency room services 0% Cgegls after S0% Cdc;éns after *Network deductible applies
medical Emergency medical 50% co-ins after | *50% co-ins after : :
attention transpgorta'fion ded. ded. *Network deductible applies

Uroent care $100 copay per 50% co-ins after | If you receive services in addition to urgent care, additional copays,

& visit ded. deductibles, or co-ins may apply.

If you have a
hospital stay

Facility fee (e.g., hospital

50% co-ins after

50% co-ins after

Pre-authorization is required non-network or benefit reduces to the

room) ded. ded. lesser of 50% of eligible expenses or $500.
. 50% co-ins after | 50% co-ins after
Physician / surgeon fees ded. ded. None
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Summary of Benefits and Coverage: What This Plan Covers & What it Costs

Common
Medical
Event

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

Services You May
Need

Mental / Behavioral health
outpatient services

Your Cost If
You Use a
Network
Provider

$50 copay per
visit

Choice Plus Plan AGU6 / OFZ

Your Cost If
You Use a
Non-Network
Provider

50% co-ins after

ded.

Coverage Period: 03/01/2017 — 02/28/2018

Coverage for: Employee & Family Plan Type: PS1

Limitations & Exceptions

Partial hospitalization/intensive outpatient treatment:

50% coinsurance after deductible. Pre-authorization is required
non-network for certain services or benefit reduces to the lesser of
50% of eligible expenses or $500. See your policy or plan document
for additional information about EAP benefits.

Mental / Behavioral health

50% co-ins after

50% co-ins after

Pre-authorization is required non-network or benefit reduces to the
lesser of 50% of eligible expenses or $500. See your policy or plan

inpatient services ded. ded. < . .
P document for additional information about EAP benefits.
Partial hospitalization/intensive outpatient treatment:
) . 50% coinsurance after deductible. Pre-authorization is required
Substance use disorder $50 copay per 50% co-ins after . . q
. ) o non-network for certain services or benefit reduces to the lesser of
outpatient services visit ded.

50% of eligible expenses or $500. See your policy or plan document
for additional information about EAP benefits.

Substance use disorder

50% co-ins after

50% co-ins after

Pre-authorization is required non-network or benefit reduces to the
lesser of 50% of eligible expenses or $500. See your policy or plan

inpatient services ded. ded. document for additional information about EAP benefits.

If you are . o : . .
50% co-ins after | Additional copays, deductibles, or co-ins may apply depending on

pregnant Prenatal and postnatal care No Charge ded. services rendered.

Delivery and all inpatient 50% co-ins after | 50% co-ins after Inbatient pre-authorization m !

services ded. ded. patient pre-authorization may apply.
If you need 0 . o . Limited to 60 visits per calendar year.
help Home health care S0% co-ins after | 50% co-ins after Pre-authorization is required non-network or benefit reduces to the

. ded. ded. o .

recovering or lesser of 50% of eligible expenses or $500.
have.oltllller - Limits per calendar year: physical, speech, occupational — 20 visits;
special healt L . B .
e $50 copay per 50% co-ins after cardiac — 36 visits; pulmonary — 20 visits.

Rehabilitation services

outpatient visit

ded.

Pre-authorization required for physical, occupational and speech
non-network or benefit reduces to the lesser of 50% of eligible
expenses or $500.
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w UnitedHealthcare

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

Common
Medical
Event

Services You May
Need

Habilitative services

Choice Plus Plan AGU6 / OFZ

Your Cost If
You Use a
Network
Provider

$50 copay per
outpatient visit

Your Cost If
You Use a
Non-Network
Provider

50% co-ins after
ded.

Coverage Period: 03/01/2017 — 02/28/2018

Coverage for: Employee & Family Plan Type: PS1

Limitations & Exceptions

Limits are combined with Rehabilitation Services limits listed
above. Pre-authorization is required non-network or benefit
reduces to the lesser of 50% of eligible expenses or $500.

Skilled nursing care

50% co-ins after
ded.

50% co-ins after
ded.

Limited to 60 days per calendar year (combined with inpatient
rehabilitation). Pre-authorization is required non-network or benefit
reduces to the lesser of 50% of eligible expenses or $500.

Durable medical
equipment

50% co-ins after
ded.

50% co-ins after
ded.

Pre-authorization is required non-network for DME over $1,000 or
benefit reduces to the lesser of 50% of eligible expenses or $500.
Covers 1 per type of DME (including repair/replacement) every 3
years.

Hospice service

50% co-ins after

50% co-ins after

Inpatient pre-authorization is required for non-network or benefit

ded. ded. reduces to the lesser of 50% of eligible expenses or $500.
If your child Eye exam Not Covered Not Covered No coverage for eye exams.
needs dental Glasses Not Covered Not Covered No coverage for glasses.
or eye care Dental check-up Not Covered Not Covered No coverage for dental check-up.

Excluded Services & Other Covered Services:

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

e Acupuncture .
e Bariatric surgery .
e Cosmetic surgery o

Dental cate (Adult/Child)
Glasses (Adult/Child)
Infertility treatment

e Long-term care e Routine eye care (Adult/Child)
e Non-emergency care when e Routine foot care

traveling outside the U.S. e Weight loss programs
e Private-duty nursing

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

services.)

e Chiropractic care ‘ o

Hearing aids
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'ﬂj UnitedHealthcare Choice Plus Plan AGU6/0FZ  coverage Period: 03/01/2017 — 02/28/2018
Summary of Benefits and Coverage: What This Plan Covers & What it Costs  Coverage for: Employee & Family Plan Type: PS1
Your Rights to Continue Coverage:

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

For more information on your rights to continue coverage, contact the plan at 1-866-747-1019. You may also contact your state insurance department, the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, ot the U.S. Department of Health and
Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatistied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For questions
about your rights, this notice, or assistance, you can contact the Member Service number listed on the back of your ID card or myuhc.com or the Employee
Benefits Security Administration at 1-866-444-3272 or dol.gov/ebsa/healthreform or Oklahoma Insurance Department at 1-800-522-0071 or _ok.gov/oid.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does
provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?

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

Language Access Services:

Spanish (Espafol): Para obtener asistencia en Espafiol, llame al 1-866-633-2446.

Chinese (H130): MR FEP MR, FHRITXNSH51-866-633-2446.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-633-2446.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-633-2440.

————— To see examples of how this plan might cover costs for a sample medical situation, see the next page. ---
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w UnitedHealthcare

Coverage Examples
About these Coverage
Examples:

These examples show how this plan
might cover medical care in given
situations. Use these examples to see, in
general, how much financial protection a
sample patient might get if they are
covered under different plans.

This is
not a cost
) estimator.

Don’t use these examples to
estimate your actual costs
under this plan. The actual
care you receive will be
different from these examples
and the cost of that care will
also be different.

b

See the next page for
important information about
these examples.

Choice Plus Plan AGU6 / OFZ

Having a baby

(normal delivery)

Coverage for: Employee & Family
Managing type 2 diabetes

B Amount owed to providers: $7,540

H Plan pays $1,720
B Patient pays $5,820

Sample care costs:
Hospital charges (mother)
Routine obstetric care
Hospital charges (baby)
Anesthesia
Laboratory tests
Prescriptions
Radiology
Vaccines, other preventive
Total

Patient pays:
Deductibles
Copays
Coinsurance
Limits or exclusions
Total

$2,700
$2,100
$900
$900
$500
$200
$200
$40
$7,540

$5,000
$20
$600
$200
$5,820

Coverage Period: 03/01/2017 — 02/28/2018

(routine maintenance of

a well-controlled condition)
B Amount owed to providers: $5,400
B Plan pays $3,760
B Patient pays $1,640

Sample care costs:
Prescriptions
Medical Equipment and Supplies
Office Visits and Procedures
Education
Laboratory tests

Vaccines, other preventive
Total

Patient pays:
Deductibles
Copays
Coinsurance

Limits or exclusions
Total

Plan Type: PS1

$2,900
$1,300
$700
$300
$100
$100
$5,400

$300
$1,300
$0

$40
$1,640
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Choice Plus Plan AGU6 / OFZ

Coverage for: Employee & Family

Coverage Period: 03/01/2017 — 02/28/2018
Plan Type: PS1

lJJ UnitedHealthcare

Coverage Examples

Questions and answers about Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

e Costs don’t include premiums.

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

e The patient’s condition was not an excluded
ot preexisting condition.

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

e There are no other medical expenses for any
member covered under this plan.

e Out-of-pocket expenses are based only on
treating the condition in the example.

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

e If other than individual coverage, the Patient
Pays amount may be more.

What does a Coverage Example
show?

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

Can | use Coverage Examples to
compare plans?

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

Does the Coverage Example
predict my own care needs?

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

Does the Coverage Example
predict my future expenses?

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

Are there other costs | should
consider when comparing plans?

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

Questions: Call 1-866-633-2446 or visit us at welcometouhc.com. If you aren’t clear about any of the underlined terms used in this form, see the

Glossaty. You can view the Glossary at cms.gov/CCIIO /Resources/Files/Downloads/uniform-glossary-final.pdf or call the phone number above to

request a copy.

8of 8



http://www.welcometouhc.com/
http://www.cms.gov/CCIIO/Resources/Files/Downloads/uniform-glossary-final.pdf

We do not treat members differently because of sex, age, race, color, disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a complaint to the Civil
Rights Coordinator.

Online: UHC_Civil_Rights@uhc.com
Mail: Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt Lake City, UTAH 84130

You must send the complaint within 60 days of when you found out about it. A decision will be sent to you within 30 days. If you disagree
with the decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free number listed within this Summary of Benefits and Coverage (SBC) , TTY 711,
Monday through Friday, 8 a.m. to 8 p.m.

You can also file a complaint with the U.S. Dept. of Health and Human Services.

Online: https://ocrportal.hhs.gov/ocr/portal/lobby. jsf

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Phone: Toll-free 1-800-368-1019, 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

We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or, you can ask for an
interpreter. To ask for help, please call the number contained within this Summary of Benefits and Coverage (SBC) , TTY 711, Monday
through Friday, 8 a.m. to 8 p.m.

ATENCION: Si habla espaiiol (Spanish), hav servicios de asistencia deidiomas, sin cargo, a su disposicion. Llame al nimero gratuito que
aparece en este Fesumen de Beneficios v Cobertura (Summary of Benefits and Coverage, SBC).

EEE  MEZR I (Chinese) , EFIRBALRMUESHIEYE., BT FAEBRANERTE E(Summary of Benefits and Coverage,
SBC) ARFIM R EEFEWRE,

XINLUU Y: Néu quy vi néi tiéng Viét (Vietnamese). quy vi sé duergc cung cip dich vu tre gitip vé ngdén ngiFmién phi Vui long goi sé dién
thoai mien phi ghi trong ban Tém leoc vé quven loi va dai tho bao hiém (Summary of Benefits and Coverage, SBC) nav.


mailto:UHC_Civil_Rights@uhc.com
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http://www.hhs.gov/ocr/office/file/index.html

22l I = 0{(Korean)E ME5tAlE E2 S| K| MHIAE B2 0|254l £ Q&L £ = 2 B 2 oF A(Summary of
Benefits and Coverage, SBC)G‘“ ZIME FEFFHE Z FHe st AAL.

PAUNAWA: Kung nagsasalita ka ng Tagalog (Tagalog). mav makukuha kang mga libreng serbisvo ng tulong sa wika. Pakitawagan ang
toll-free na numerong nakalista sa Buod na ito ng Mga Benepisvo at Saklaw (Summary of Benefits and Coverage o SBC).

BHUMAHHWE: becrimaTasle VCIVIH ITEPEB0da JOCTVIIHEL I14 ME0IeH, 9ei poaHoil 23k aeadercd pyveckos (Russian). [TossonmTe o
DecIIaTHOMY HOMepY TeledoHa, vKazaaHoMY B JanHoM «(00z0pe neroT B nokpelTHa» (Summarv of Benefits and Coverage, SBC).

j.:_LL:L-L'lll_g 1n_ld_ll_:j.alll _,..aL-ua _]i'l.:._J E_J..‘..u]'l \-____II.!_;A]" ;HLE_'III PR ,_I'a_._.nj‘l:'l _9_;_3_ &I.] N 5.:_|.'|1._-_L.u]'l j._l_'_\_g:?ﬂll soeliaadiclas '._ [Arah|c} ‘I—ﬁﬂ Cum T S 1Y l -4 1113
S (Summary of Benefits and Coverage: SBC)

ATANSYON: Si wpale Krevol avisven (Haitian Creole), ou kapab benefisve sévis ki gratis pou ede w nan lang pa w. Tanpri rele nimewo
gratis ki nan Fezime avantaj ak pwoteksvon sa a (Summary of Benefits and Coverage, SBC).

ATTENTION : Si vous parlez francais (French), des services d aide linguistique vous sont proposes gratuitement. Veuillez appeler le
numeéro sans frais figurant dans ce Sommaire des prestations et dela couverture (Summary of Benefits and Coverage, SBC).

UWAGA: Jezeli mowisz po polsku (Polish), nudostepnilismv darmowe ushigi thumacza. Prosimv zadzwonic pod bezplatny numer podanv w
ninigjszvm Zestawieniu swiadczen i refundacji (Summarv of Benefits and Coverage, SBC).

ATENCAO: Se vocé fala portugués (Portuguese), contate o servico de assisténcia deidiomas gratuito. Ligue para o niimero gratuito listado
neste Resumo de Beneficios e Cobertura (Summarv of Benefits and Coverage - SBC).

ATTENZIONE:in caso la lingua parlata sia l'italiano (Italian), sono disponibili servizi di assistenza linguistica gratuiti. Chiamate il numero
verde indicato all'intermno di questo Sommario dei Benefit e della Copertura (Summarv of Benefits and Coverage, SBC).

ACHTUNG:Falls Sie Deutsch (German) sprechen, stehen Thnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Bitte rufen Sie
die in dieser Zusammenfassung der Leistungen und Kosteniibernahmen (Summarv of Benefits and Coverage, SBC) angegebene gebiihrenfreie
Fufnummer an.

EEZETH : HASE (Japanese) X5 2155, BROSEZET -2 & ZFRACWEETET.
A TFEES LG OHEIE ] (Summary of Benefits and Coverage, SBC) lZE0&h i TV & 7 1 —
HA WA THEEBFEL 23,



v I PP I ERT BT ) ;‘Jj_l__ll_J uhh a_lad L 1al] il e Lad ldst o ;‘]j_l__ll_) el PP KR KPS Nl P =N (Fars.i} ,_f-"u]j Lad s _)g'l |
1,80 uld (Summary of Benefits and Coverage: SBC)

=TT & ARG 3T BE (Hindi) STed §, 3TTHT AT Hgraar Ja1¢, fohees sude §1 @ 3R Favs (Summary of Benefits
and Coverage, SBC) & 58 TR & IOy Eﬁﬂ g% 2 T &Y 9X Fid Hil

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawhb rau koj. Thov hu rau tus xov tooj hu dawb teev muaj
nvob ntawm Tsab Ntawv Nthuav Qhia Cov Txiaj Ntsim Zoo thiab Kev Kam Them Ngi (Summary of Benefits and Coverage, SBC) no.

GAMUHIEAN: risynsunwmanigs (Khmer) NSSWmaninwssamg fnsamugnY
rugirigighiveamemiy iNunsnnisinl WsHAUHADINGS Suminuiim (Summary of Benefits and
Coverage, SBC)i8:4

PAKDAAFR: Nu saritaem ti Ilocano (Ilocano), ti serbisvo para ti baddang tilengguahe nga awanan bavadna, ket sidadaan para kenvam.
Maidawat nga awagan ti awan bavad na nu tawagan nga numero nga nakalista iti uneg na davtovnga Dagup dagiti Benipisvo ken

Pannakasakup (Summary of Benefits and Coverage, SBC).

DII BAA'AKONINIZIN: Diné (Navajo) bizaad bee vanilti'go. saad bee dka'anida'awo'igii. t'44d jiik'eh, bee na'ah66t'i'. T'44 shoodi Naaltsoos
Bee 'Aa'dhavani doo Bee 'Ak'é'asti' Bee Baa Hane'i (Summarv of Benefits and Coverage, SBC) bivi' t'dd jitk'ehgo béésh bee hane'i bika'igii
bee hodiilnih.

OGOW:Haddii aad ku hadasho Soomaahi (Somali). adeegvada taageeradalugadda, oo bilaash ah, avaad heli kartaa. Fadlan wac lambarka
bilaashka ah ee ku vaalla Soo-koobitaanka Dheefaha ivo Cavmiska (Summary of Benefits and Coverage, SBEC).



