Kaiser Permanente: TRADITIONAL PLAN Coverage Period: 01/01/2017-12/31/2017
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual/Family | Plan Type: HMO

/. This is only a summary. It you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
A document at www.kp.org/plandocuments or by calling 1-800-278-3296.

—_— —

Important Questions | Answers

What is the overall $0
deductible?

' Why this Matters:

See the Common Medical Events chart below for your costs for services this

plan covers,

|

Are there other

| = N .
: i ) 't have t : ctib Jr specific services, sce the chart
deductibles for specific | No. You don’t have to meet deductibles for specific services but see the cha

Sebvicen ‘ starting on page 2 for other costs for services this plan covers.

Is there an out—of— | The out-of-pocket limit is the most you could pay during a coverage period
pocket limit on my Yes. $1,500 Individual/$3,000 Family (usually one year) for your share of the cost of covered services. This limit helps
expenses? you plan for health care expenses.

What is not included in | Premiums, health care this plan doesn't
the out—of—pocket cover, and cost sharing for certain services
limjt? listed in plan documents.

Is ther; an overall 1
annual limit on what No.
the plan pays?

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

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

| If you use an in-netwotk 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

Does this plan use a

Yes. For a list of plan providers, see hospital may use an out-of-network provider for some services. Plans use the
network of providers? | www.kp.org or call 1-800-278-3296. term in-network, preferred, or Fnrticip_sﬁng 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 | Yes, but you may self-refer to certain This plan will pay some or all of the costs to see a specialist for covered services
see a specialist? specialists. but only if you have the plan’s permission before you see the specialist.
Are there services this |y Some of the services this plan doesn’t cover are listed on page 3. See your
 plan doesn’t cover? |7 policy ot plan document for additional information about excluded services. |
Questions: Call 1-800-278-3296 or 711 (T'TY), or visit us at www.kp.org. SACRAMENTO CITY UNIFIED SCHOOL DISTRICT
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the EiQigia SNIRBIEU:GL BlanIDi0F SBCIDRSE
Glossary at www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-800-278-3296 or 711 (TTY) to request a copy. 1 of 10
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> ® Copayments are fixed dollar amounts (for example, $153) you pay for covered health care, usually when you receive the service.

A Coinsurance is yorrshare 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. I an out-of-network provider charges more than the

allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and
the allowed amount is $1,000, you may have to pay the $500 ditference. (This is called balance billing.)
® 'This plan may encourage you to use plan providers by charging you lower deductibles, copayments and coinsurance amounts.

Common

Medical Event

Services You
May Need

Primarty care visit to

Plan Provider

Your cost if you use a

Your cost if you use a
Non-Plan Provider

Limitations & Exceptions

scans, MRI's)

freat an injury or $10 per visit Not Covered none
lness
sl Specialist visit $10 per visit Not Covered none
If you visit a health - W ‘ i
care w& Other practitioner ?L;‘E: irs Vés 118 Oéfi;;ﬁ?%;icuc Not Covered ' Up to 30 visits per year for chiropractic
office or clinic office visit acupuné o <pervices services, Physician referred acupuncture.
| Preventive care/ i o e )
screening/ No Charge Not Covered Srjrm? P rf.,vrjn'tive _sc_resgm}{lgs (sud‘z ‘Isll_‘"b,‘ind
bt imaging) may be at a different cost share,
Diagnostic test (x- | X-Ray: No Chatge; Lab tests:
% m;%rlood work) ] No Charge Not Covered e
If you have a test - T/PET
g 2 (P No Charge Not Covered none
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Common | ServicesYou | Yourcostifyouusea | Your costifyouusea

Medical Event | MayNeed |  PlanProvider |  Non-Plan Provider | Limitations & Exceptions
: Up to a 30-day supply retail or 100-day supply
If ypu need drugs | Generic drugs $10 per prescription Not Covered mail order. Subject to formulary guidelines. No
to treat your illness Charge for Contraceptives.
or condition
Preafutid Bnd o _— Up toa 30- da{ supply retail or 100-day supply
e R~ g $10 per prescription Not Covered mail order. Subject to formulary guidelines. No
Mo information’ | drugs cl for C
about prescription ? harge for Contraceptives.
d" g€ 15 | Non-preferred Same as preferred brand drugs when approved
- dp drugs Same as preferred brand drugs | Not Covered through exception process.
Spectalty drugs Same as preferred brand drugs | Not Covered Same as preferred brand drugs when approved

through exception process.

- Facility fee (e.g,

yL ambulatory surgery | $10 per procedure Not Covered none
If you have center)
outpatient surgery = i
:;s ; _ chsmmnhurgeon No Charge Nort Covered none
ik '

Emergency room $75 per visit 875 per visit none

services
1If leldl::fg medical Eﬁi;gggi{mem"ﬂ No Charge No Charge Hone
attention ' | |
! Utgent care $10 per visit $10 per visit ?fgifsiﬁepgggieematcgfered when temporarily
If ""u e g;:g?ﬂt;g(}i%’ No Charge Not Covered none
hi:({?ital stay Eekéysmlzm/ SUEGEON | N\f6 Charge Not Covered one
i 8
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Your cost if
Non-Plan

ou use a
rovider

Services You
May Need

Common

Your cost if you use a

Medical Event Plan Provider

: Limitations & Exceptions

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

Mental/Behavioral | $10 per visit; 85 per group

health outpatient | visit. No Charge for other Not Covered none
services outpatient services

Mental/Behavioral

health inpatient No Charge Not Covered none
services

Substance use $10 per visit; $5 per group

disorder outpatient | visit. $5 per day for other Not Covered none
Services outpatient services

Substance use

disorder inpatient | No Chatge Not Covered none

services

Prenatal and
postnatal care

Prenatal care: No Charge;
Posmatal care: No Charge

Prenatal care: Not covered;
Postmatal care: Not covered

Prenatal care: Cost sharing is for routine
preventive care only; Postmatal care: Cost
sharing is for the first postnatal visit only.

If you are pregnant
e and-z_tll No Charge Not Covered none
inpatient services
. Up to 2 hours maximum per visit, up to 3 visits
Home health care | No Charge Not Covered maximum per day, up to 100 visits maximum
per year.
| Rehabilitation Inpatient: No Charge; i
If you need help setvices Outpatienz: $10 per visit NoHGeyered Bone
recovering or have | [1ihilitati = ——
othct-Spécial ' i’;‘tg é:nou $10 per visit Not Covered none
health needs , _ - _
= | Skilled nursing care | No Charge Not Covered Up to 100 days maximum per benefit period.
Durable medical No Chatse Mot Covetied Subject to formulary guidelines. Requires prior
| equipment g g - autharization.
Hospice service No Charge Not Covered none
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Common ' Services You | Your costif you use a Your costifyouusea | ;. .. . ;
Medical Event | May Need | Plan Provider | Non-Plan Provider | Limitations & Exceptions

<am No Charge

- Covered none

|If your child needs .GL&SE‘; Not Covered ‘ Not Covered none
{FpaLor-cye cate [ L - _ ] s You may have other dental coverage not —
‘ F Dental check-up J_Nnt Covered | Not Covered Josrrbial Luses:

Excluded Services & Other Covered Serwces

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

® Cosmetic surger; | ® [ong-ferm care ® Routine foot care unless medrcaﬂy
® Dental care (Adult) ® Non-emergency care when traveling necessary
® Hearing aids ' outside the US. ® Weight loss programs

i ® TPrivate-duty nursing |

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

®  Acupuncture (plan provider referred) ® Chiropractic care ® Routine eye care (Adult)
® Barnrrn_ surgery e Infer’aht) treatment

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay
while covered under the plan. Other limitations on your rights to continue coverage may also apply. For more information on your rights to continue
coverage, contact the plan at 1-800-278-3296. You may also contact your state insurance department; the US. Department of Labor, Employee Benefits

Security Administration, at 1-866-444-3272 or www.dol.gov/ebsa; or the US. Department of Health and Human Services at 1-877-267-2323 x61565 or
WAVW.CCHO.CMS.ZOV .
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Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For questions
about your rights, this notice, or assistance, you can contact: Kaiser Permanente at 1-800-278-3296 or online at wawwikp.org/memberservices.

If this coverage is subject to ERISA, you may contact the Department of Labot's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/heatlhreform, and the California Department of Insurance at 1-800-927-HELP (4357) or waww.iNsutince.ca.gov.

If this coverage is not subject to ERISA, you may also cor:tact the Califomia Department of Insurance at 1-800-927-HELP (4357) or www.insusince.ca.gov.

Additionally, this consumer assistance program can help you file your appeal:

Department of Managed Health Care Help Center 1-888-466-2219
980 9th Street, Suite 500 www.healthhelp.ca.eov
Sactramento, CA 95814 helplinet@dmbhc.ca.gov

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.
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Language Access Services:

SPANISH (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-788-0616 or TTY/TDD 711

TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-278-3296 ot TTY/TDD 711
CHESE (h30): IR BEF Y, FHRITEA S 1-800-757-7585 or TTY/TDD 711

N_-’s\"_-"ij (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-278-3296 or TTY/TDD 711

To see excamples of how this plan might cover costs for a sample medical situation, see the next page.
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About these Coverage Having a baby Managing type 2 diabetes

\

Examples. nommal delivery) (routine maintenance ot a well-controlled
a

condition)

|
These examples show how this plan might cover

medical care in given situations. Use these

examples to see, in general, how much financial B Amount owed to providers: $7,540 ® Amount owed to providers: $5,400
protection a sample patient might get if they are M Plan pays $7,320 M Plan pays $4,720
covered under diferent plans. M Patient pays $220 | ® Patient pays $680
|
This is not a Sample care costs: . Sample care costs: |
cost Hospital charges (mother) $2,700 | Prescriptions $2,900
estimator. Routine obstetric care $2,100 | Medical Equipment and Supplies $1,300
Eo_spi_tal charges (baby) %900 | Office Visits and Procedures $700
an’t use these gxamp[ﬂ o én_es_thesia $900 I_Education - [ 35290_
estimate your ECEE“ll costs Labhoratory tests $500 Laboratory tests ' $100
under this plan, The actual care e 200 Vaccnes ofberprevantie 1 %100
II you receive will be different PIES'L!‘.‘lpthHE | $ _vaccines, other preventive i .
from these examples, and the Radiology | $200  Total $5,400
cost of that care will also be Vaccines, other preventive . $40
different. Total ' $7,540 | Patient Pays: o
See the next page for . | Deductibles $0
important information about Patient Pays: _ .ESE%XS_ § 3600
these examples. E‘eiig_ct_i_bies - - %0 Coinsurance - __I $0
D T ‘Copays $2 Limits ot exclusions [ $80
Coinsurance I H_,$O Total i | $680
Limits ot exclusions 3200
Total $220
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Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

L]
L

Costs don’t include premiums.
Sample care costs are based on national
averages supplied by the US.
Department of Health and Human
Services, and aren’t specific to 2
patticular geographic area or health
plan.

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

All services and treatments started and
ended in the same coverage period.
There are no other medical expenses for
any member covered under this plan.
Out-of-pocket expenses are based only
on treating the condition in the
example.

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

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles,

copayments, and coinsurance can add up. It also
helps you see what expenses might be left up to
you to pay because the service ot treatment sn’t

covered or payment is limited.

Does the Coverage Example
predict my own care needs?

32 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

i3, and many other factors.

Does the Coverage Example
predict my future expenses?

3 INo. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They

are for comparative purposes only. Your own
costs will be different depending on the care
you receive, the prices your providers charge,
and the reimbursement your health plan
allows.

Questions: Call 1-800-278-3296 or 711 (TTY), ot visit us at www.kp.org.

If you aren’t clear about any of the undetlined terms used in this form, see the Glossary. You can view the
Glossary at www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-800-278-3296 or 711 (TTY) to request a copy.

Can | use Coverage Examples to
compare plans?

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

Are there other costs | should
consider when comparing plans?

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

SACRAMENTO CITY UNIFIED SCHOOL DISTRICT
PID:212 CNTR:8 EU:61 Plan 1DD:104 SBC ID:298292
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Kaiser Permanente does not discriminate on the basis of age, race, ethnicity, color, national origin, cultural background, ancestry, religion, sex, gender
identity, gender expression, sexual orientation, marital status, physical or mental disability, source of payment, genetic information, citizenship, primary
language, or immigration status.

Language assistance services are available from our Member Services Contact Center 24 hours a day, seven days a week (except closed holidays).
Interpreter services, including sign language, are available at no cost to you during all hours of operation. We can also provide you, your family, and friends
with any special assistance needed to access our facilities and services. In addition, you may request health plan materials translated in your language, and
may also request these materials in large text or in other formats to accommodate your needs. For more information, call 1-800-464-4000 (TTY users call
711).

A grievance is any expression of dissatisfaction expressed by you or your authorized representative through the grievance process. A grievance includes a
complaint or an appeal. For example, if you believe that we have discriminated against you, you can file a grievance. Please refer to your Evidence of
Coverage or Certificate of Insurarice, or speak with a Member Services representative for the disputeresolution options that apply to you. This is especially
important if you are a Medicare, MediCal, MRMIP, MediCal Access, FEHBP, or CalPERS member because you have different disputeresolution options
available.

You may submit a grievance in the following ways:

® By completing a Complaint or Benefit Claim/Request form at a Member Services office located at a Plan Facility (please refer to Your Guidebook for
addresses)

® By mailing your written grievance to a Member Services office at a Plan Facility (please refer to Your Guidebook for addresses)
® By calling our Member Service Contact Center toll free at 1-800-464-4000 (TTY users call 711)
° By completing the grievance form on our website at kp.org

Please call our Member Service Contact Center if you need help submitting a grievance.

The Kaiser Permanente Civil Rights Coordinator will be notified of all grievances related to discrimination on the basis of race, color, national origin, sex, age,
or disability. You may also contact the Kaiser Permanente Civil Rights Coordinator directly at One Kaiser Plaza, 12th Floor, Suite 1223, Oakland, CA 94612,

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights electronicaily through the Office for
Civil Rights Complaint Portal, available at ocrportal. hhs.gov/ocr/portaldobby.jsf, or by mail or phone at: U.S. Department of Health and Human Services, 200
Independence Avenue SW, Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-1019, 1-800-537-7697 (TDD). Complaint forms are available at
www.hhs.goviocr/office/fle/index.himl.
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Kaiser Permanente no discrimina a ninguna persona por su edad, raza, etnia, color, pais de origen, antecedentes culturales, ascendencia, religion, sexo,
identidad de género, expresion de género, orientacion sexual, estado civil, discapacidad fisica o mental, fuente de pago, informacion genética, ciudadania,
lengua materna o estado migratorio.

La Central de Llamadas de Servicio a los Miembros (Member Service Contact Center) brinda servicios de asistencia con el idioma las 24 horas del dia, los
siete dias de la semana (excepto los dias festivos). Se ofrecen servicios de interpretacion sin costo alguno para usted durante el horario de atencién,
incluido el lenguaje de sefias. También podemos ofrecerle a usted, a sus familiares y amigos cualquier ayuda especial que necesiten para acceder a
nuestros centros de atencion y servicios. Ademas, puede solicitar los materiales del plan de salud traducidos a su idioma, y también los puede solicitar con
letra grande o en otros formatos que se adapten a sus necesidades. Para obtener mas informacion, llame al 1-800-788-0616 (los usuarios de la linea TTY
deben llamar al 711).

Una queja es una expresion de inconformidad que manifiesta usted o su representante autorizado a traves del proceso de quejas. Una queja incluye una
queja formal o una apelacién. Por ejemplo, si usted cree que ha sufrido discriminacion de nuestra parte, puede presentar una queja. Consulte su Evidencia
de Cobertura (Evidence of Coverage) o Certificado de Seguro (Cerfificate of Insurance), 0 comuniquese con un representante de Servicio a los Miembros
(Member Services) para conocer las opciones de resolucion de disputas que le corresponden. Esto tiene especial importancia si es miembro de Medicare,
MediCal, MRMIP (Major Risk Medical Insurance Program, Programa de Seguro Médico para Riesgos Mayores), MediCal Access, FEHBP (Federal
Employees Health Benefits Program, Programa de Beneficios Médicos para los Empleados Federales) o CalPERS ya que dispone de otras opciones para
resolver disputas.

Puede presentar una queja de las siguientes maneras:

e completando un formulario de queja o de reclamacion/salicitud de beneficios en una oficina de Servicio a los Miembros ubicada en un centro del plan
(consuite las direcciones en Su Guia)

® enviando por correo su queja por escrito a una oficina de Servicio a los Miembros en un centro del plan (consulte las direcciones en Su Guia)

® Jlamando a la linea telefonica gratuita de la Central de Llamadas de Servicio a los Miembros al 1-800-788-0616 (los usuarios de la linea TTY deben
ltamar al 711)

e completando el formulario de queja en nuestro sitio web en kp.org
Llame a nuestra Central de Llamadas de Servicio a los Miembros si necesita ayuda para presentar una queja.

Se le informara al coordinador de derechos civiles (Civil Rights Coordinator) de Kaiser Permanente de todas las quejas relacionadas con la discriminacion
por motivos de raza, color, pais de origen, género, edad o discapacidad. También puede comunicarse directamente con el coordinador de derechos civiles
de Kaiser Permanente en One Kaiser Plaza, 12th Floor, Suite 1223, Oakland, CA 94612.

También puede presentar una queja formal de derechos civiles de forma electronica ante la Oficina de Derechos Civiles (Office for Civil Rights) en el
Departamento de Salud y Servicios Humanos de los Estados Unidos (U. S. Department of Health and Human Services) mediante el portal de quejas
formales de la Oficina de Derechos Civiles (Office for Civil Rights), en ocrportal.hhs.gov/ocr/portaldobby.jst, o por correo postal o por teléfono a: U.S.
Department of Health and Human Services, 200 Independence Avenue SW, Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-1019,
1-800-537-7697(linea TDD). Los formularios de queja formal estan disponibles en www./ihs.govibcr/office/file/index.himi
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Language Assistance Services

English: We provide interpreter services at no cost to you, 24 hours a
day, 7 days a week, during all hours of operation. You can have an
interpreter help answer your questions about our health care coverage.
You can also request materials transiated in your language at no cost to
you. Just call us at 1-800-464-4000, 24 hours a day, 7 days a week
(closed holidays). TTY users call 711.

el Ji sk g sl ol 4818 debull fae o el Ulae 4 5580l Laa i laxi (403 :Arabic
o Aonall Adaaall Jpa il QS e Aad (g il o el Saolice il elilSaly  Jaall

L st (g pm elile Lo Ule ctliall Al 300 g8 Ao i e iy el Y ALYl gt
(Staadl U (3] & puaY QL] A8 oLl oo e 1-800-464-4000 A 0 e

(T11) &0 e Juatt o g eatll Cilgll A it

Armenian: Uklp opp 24 dwd, gwpwpen 7 op, ukp wouwnwtbiph pnjnp
dudbkphli 2kq hwdwp whydwp putuwdnn pupgqiuigh
swowympmibiibp Bip mpuwdwunpoid: Bupquutish oghinipudp Tnip
Jupnn Ep wwiwujuwl unwbw) 2Ep hwpgkpht® Jbp Ynmibhg
npuwdwnpyny wennempjub wywhnjugpm ppub Epupbpuy: Ywpng
bp bwil bp jEqUny pupquuijus gpunp ynipkp jabngpk, npontip Qkq
hwdwp widdwp B Twpquybku quiquhwptp Ukq® 1-800-464-4000
hEnwjunuwhwdwpny® opp 24 dwd’ gwpwpen 7 op (innk opkpht: Gl
E): TTY-hg oquuynnikpp wtwnp k quiiquhwpth 711 hwdwpnd:

Clolis dat Joho o dBia 3557 5 0l ol 24 o Al aa el L:Farsi
A A BAl 2SS gl 2l e Ll a0 e A Lad AL 0l A0 g S
ot ipeh g a0 i (AL aa e Sy Lo (e 0 Sl e (R 5 3 550 0 358 Y
24 p CuflS N g dan i Lad Ol A Ady Ja 341 G e il g oAb 4S 00 sl ga 0 a8
1-800-464-4000 » jlosk 4 Le Ly (Jekaa (gla 355 (slillul 4) Alia 55,7 5 Jp il ol
b G T ol L TTY s e Gl

Hindi: 57 9O & @& gl & S 3y N fFdl o g &
ZanfRaT gaw, ’ReT & 24 O¢, 9wdE & gidl & YT avd &1 3nq
FHRT T S@HTA Falsl & §) H HYE Ul & 99 & fov T
ZIT Y Gergar o "od &1 39 {7 & aea & gFEat a6
HYT 9T H HAdIE AT & [0 FHT0T i &7 Foha &l 99 Fadl
& 1-800-464-4000 WX, < & 24 €<, gwaig & il = (sfeat
ara T 9 @ §) @ia &l TTY 3YANTRAT 711 W Hiel A

Hmong: Peb muaj neeg txhais lus pub dawb rau koj, 24 teev ib hnub twg, 7 hnub
ib lim tiam twg, thawm cov sij hawm ghib ua lag luam.Koj muaj tau ib tug neeg
txhais lus los pab teb koj cov lus nug txog peb cov kev pab them nqi kho mob.Koj
thov tau kom muab cov ntaub ntawv txhais uas koj hom lus pub dawb rau
koj.Tsuas hu rau 1-800-464-4000, 24 teev ib hnub twg, 7 hnub ib lim tiam twg (cov
hnub caiv kaw). Cov neeg siv TTY hu 711.

Japanese: 4z TiE, 2REFMEZEL T, BRYV—ER2EET, FEPER,
HHIZFIAWZET £3, YROEBEARIIOWTO ZEMB LRI E, &
RBEBFLOWELET, £, BAERHRINZEB2ERtHERkTeE
T, BRERIZ 1-800-464-4000 £ THREFELS L&V (BHEREEFER),
TTY 2 —HF— i 7TILICEBEZEL Fan,

Khmer: (SN SHAURY I WHEH IS EUHME W 24 E0RuUS 7
BHLLIN 1] ARHGRENAIEATGINHAST HAGH SHAURIY Ry NWISwaAIANT
IURIHA HIMINUIAIGE S AISME IUARLUY 9 HARMGI M TE T SUATL
MANTS! TENRHHATGRUHAIE [ SIRSIAINERIWUYN MUIS 1-800-464-4000
M8 24 WHBIAG 7 IBBWINER] (USISUANT )9 HAY TTY Wi 711 4

Korean: i F- Al 7t Bl = 24 & A zhol] BAGL0] BY MM A& FEE o] &
ot F algHth T e e e el Efﬁ & eol] # 3] ’?J_TOHL THE

T4 7 AFHH EF, Astr Abgates Aol 9d A28 aAs Far
AW 4 4t agd B A7k FAlo] 1-800-464-40007.0 2 3141

TA—MMQ TEY ¥ ).TTYA}%Z}HﬁTﬁ.



Navajo: Nih{ ata’ halne"é aka’adoolwotigii nihei hdlg t°44 jiik’é, t'44 naadiin di{’ Tagalog: May magagamit na mga serbisyo ng tagasalin ng wika nang
aheé’iilkeedgo, tsosts’id yiskaaji’, nda’anishgo oolkit biyi® goné. Ata’ halne’é wala kang babayaran, 24 na oras bawat araw, 7 araw bawat linggo, sa
nika’adoolwot na’idikid nee holgggo dif ats’ifs baa dhayéa bik*ésti’{gii bina*iditkidgo. A lahat oras ng trabaho. Makakatulong ang tagasalin ng wika sa

4ddd atdo” naaltsoos 14 t'ad ni nizaad k'chji alnéehgo t'aa jifk’¢ adoolniit. Nihich’i® hodiilnih pagsagot sa mga tanong mo tungkol sa iyong coverage sa

koji” 1-800-464-4000 j{igo dod tt*ée’ nidi, tsosts’id yiskdaji® dimoo na*adleehji’ pangangalagang pangkalusugan. Maaari kang humingi ng mga
(Holidaysgo éif da’deelkaal) doo da’diits’*a’igii chodayoot*{nigii koji* hodiilnih 711 babasahin na isinalin sa iyong wika nang wala kang babayaran.

o , i . ‘ . Tawagan lamang kami sa 1-800-464-4000, 24 na oras bawat araw, 7
Punjabi: WA Srgerel € A9 ufenr € €9, 376 s’ it 893 €, s €24 W€, araw bawat linggo (sarado sa mga pista opisyal). Ang mga gumagamit

Ie3 € 7 fos, TIHMT ASTE HIEmr II99EE Il 3H At RIS SIS sRaN =9 ng TTY ay maaaring tumawag sa 711,
YT AES € Aoy &4 B9 ggriie & vee B Aee J1 3H 96 S ses

FHIEM & niuet I B9 wisee dI98E ©F 5631 99 AeT J1 9H figg 78 Thai: suInMTaINRsaiuAaiaaan 24 T nniunaandiTus
1-800-464-4000 3, fos & 24 Wie, Ig3 T 7 fos (&3 =8 fos g9 gffer 9) g a9 MnTuadnaAsaseraaNanauaa N uadnsninedfuau
TTYS SUtRT 595 @8 711 '3 26 S35 ANATAINTIALAR UM WL adTIMarAadssNITaaa tunsulatanansilu
- M maalylalaalunnisaamusnswas T Iunewe
Russian: Mel Bcerga B yackl paGoTsl o6ecnednsaem Bac ycryramu yCTHOrO 1-800-464-4000 naan 24 MHlumniu (datiunstuiuneasuns) w

nepesoauvka, 24 Yaca B CyTKi, 7 AHEN B HEAemio. UTo6bl nony4uTh oTBeTHl Ha ceon ot TTY Tusainglun 711

BONPOCKI O HALLEM CTPaxOBOM MOKPLITUM YCIYT 34paBoOXpaHeHus!, Bbl MOXeTe ) e N e
BOCMOMB30BATLCA MOMOLLBIO YCTHOFO NEPEBOAYMKA. Bhi Talke MOXeTe aanpocuTe  CHinese: &f%ﬁﬂ? 71%. ) /@2% 24 i‘fﬁﬁiﬁ T E%%H%@W%E%g%{f
BecnnaTHbIi NepeBos MaTepuarnos Ha Ball A3bik. MPOCTO NO3BOHUTE HaM Mo I?E%H&zf f"‘—j_tfj U.‘ﬁmﬁifﬂﬂﬂf ﬁﬁﬁﬁ@@%fﬁggﬂ’ﬁnﬁ% - T
TenedoHy 1-800-464-4000, KOTOPLIN AOCTYREH 24 Yaca B CYTKW, 7 AHEN B Heaeno g%ﬁgg%%%a?ﬁ “7”5?551%%56 ﬂgﬁfﬁ{gg Z; E’ %giﬁégiﬁ%
(KPOME Npa3gHNYHLIX gHeN). Monk3osatenu MuHUKM TTY MOryT 3BOHUTL NO HOME AT ] Fam 1-000= 9/ RUACHkse (R RoP S
711, ' s TTY) e 11 -

Spanish: Ofrecemos servicios de traduccién al espafiol sin costo alguno para usted ¥ietnamese: Ching toi cung cap dich vu thong dich mién phi cho quy
durante todo el horario de atencién, 24 horas al dia, siete dias a la semana. Puede VI 24 910’ Mdi ngay, 7 ngay trong tuén, trong tat ca cac gie’ lam viéc.
contar con la ayuda de un intérprete para responder las preguntas que tenga sobre  3UY Vi €0 thé dugrc thong dich vién gidp tra 101 thac mac ve quyen |oi
nuestra cobertura de atencion médica. Ademas, puede solicitar que los materiales P30 hiém stkc khde clia ching t61. Quy vi cling cd thé yéu cau duoc
se traduzcan a su idioma sin costo alguno. Solo lame al 1-800-788-0616, 24 haras  C4P Mién phi tai liéu phién dich ra ngon ng( cda quy vi. Chi can goi

al dia, siete dias a la semana (cerrado los dias festivos). Los usuarios de TTY, cho ching toi tai s6 1-800-464-4000, 24 gio* moi ngay, 7 ngay trong
deben llamar al 711. tuan (trir cac ngay le). Ngwdi dung TTY xin goi 711,
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