‘. : ¢ Benefit Summary
l] UnitedHealthcare Choice HSA Bronze 6700
Virginia - Choice

HSA - Plan BG2C

What is a benefit summary?

This is a summary of what the plan does and does not cover. This summary can also help you understand your share
of the costs. It's always best to review your Certificate of Coverage (COC) and check your coverage before getting any
health care services, when possible.

What are the benefits of the Choice Plan with an HSA?
Use our national network and an HSA to save money.

A network is a group of health care providers and facilities that have a contract with
UnitedHealthcare. You can receive care and services from anyone in our network.

You can save money when you use the health savings account (HSA) and the net- A
re you a member?

work.
Easily manage your benefits
> Save money by staying in our network. If you don't use the network, you'll have to online at myuhc.com® and
pay for all of the costs. on the go with the
UnitedHealthcare
> There's no need to choose a primary care provider (PCP) or get referrals to see a Health4Me® mobile app.

specialist. Consider a PCP; they can be helpful in managing your care. )
For questions, call the

member phone number on
> Preventive care is covered 100% in our network. your heaIFt)h plan ID card.

> You can open a health savings account (HSA). An HSA is a personal bank account
to help you save and pay for your health care, and help you save on taxes.

Not enrolled yet? Learn more about this plan and search for network doctors or hospitals at

welcometouhc.com/choicehsa or call 1-866-873-3903, TTY 711, 8 a.m. to 8 p.m. local time,
Monday through Friday.

Benefits At-A-Glance
What you may pay for network care

This chart is a simple summary of the costs you may have to pay when you receive care in the network. It doesn’t include all
of the deductibles and co-payments you may have to pay. You can find more benefit details beginning on page 2.

Co-payment Individual Deductible Co-insurance
(Your cost for an office visit) (Your cost before the plan starts to pay) (Your cost share after the deductible)
You have no co-payment. $6,700 You have no co-insurance.

This Benefit Summary is to highlight your Benefits. Do not use this document to understand your exact coverage for certain
conditions. If this Benefit Summary conflicts with the Certificate of Coverage (COC), Schedule of Benefits and/or Amendments,
those documents are correct. Review your COC for an exact description of the services and supplies that are and are not covered,
those which are excluded or limited, and other terms and conditions of coverage.

UnitedHealthcare Insurance Company
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Your Costs

In addition to your premium (monthly) payments paid by you or your employer, you are responsible for paying these
costs.

Your cost if you use Network Benefits

Annual Deductible - Combined Medical and Pharmacy

What is an annual deductible?

The annual deductible is the amount you pay for Covered Health Care Services per year before you are eligible to
receive Benefits. It does not include any amount that exceeds Allowed Amounts. The deductible may not apply to all
Covered Health Care Services. You may have more than one type of deductible.

> All individual deductible amounts will count towards meeting the family deductible, but an individual will not
have to pay more than the individual deductible amount.

Medical Deductible - Individual $6,700 per year

Medical Deductible - Family $13,400 per year

Dental - Pediatric Services Deductible  Included in your medical deductible.
- Individual

Dental - Pediatric Services Deductible Included in your medical deductible.
- Family

Out-of-Pocket Limit - Combined Medical and Pharmacy

What is an out-of-pocket limit?

The Out-of-Pocket Limit is the maximum you pay per year. Once you reach the Out-of-Pocket Limit, Benefits are
payable at 100% of Allowed Amounts during the rest of that year.

> Your co-pays, co-insurance and deductibles (including pharmacy) count towards meeting the out-of-pocket
limit.

> All individual out-of-pocket limit amounts will count towards meeting the family out-of-pocket limit, but an
individual will not have to pay more than the individual out-of-pocket limit amount.

Out-of-Pocket Limit - Individual $6,700 per year
Out-of-Pocket Limit - Family $13,400 per year
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Your Costs

What is co-insurance?

Co-insurance is the amount you pay each time you receive certain Covered Health Care Services calculated as a
percentage of the Allowed Amount (for example, 20%). You pay co-insurance plus any deductibles you owe. Co-
insurance is not the same as a co-payment (or co-pay).

What is a co-payment?

A Co-payment is the amount you pay each time you receive certain Covered Health Care Services calculated as a set
dollar amount (for example, $50). You are responsible for paying the lesser of the applicable Co-payment or the
Allowed Amount. Please see the specific Covered Health Care Service to see if a co-payment applies and how much
you have to pay.

What is Prior Authorization?

Prior Authorization is getting approval before you receive certain Covered Health Care Services. Physicians and other
health care professionals who participate in a Network are responsible for obtaining prior authorization. When prior
authorization is the responsibility of a Network provider, any reduction or denial of benefits will not affect you.
However there are some Benefits that you are responsible for obtaining authorization before you receive the services.
Please see the specific Covered Health Care Service to find services that require you to obtain prior authorization.
Service site review may be a component of the prior authorization process.

Want more information?

Find additional definitions in the glossary at justplainclear.com.
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Your Costs

Following is a list of services that your plan covers in alphabetical order. In addition to your premium (monthly) payments
paid by you or your employer, you are responsible for paying these costs.

Covered Health Care Services Your cost if you use Network Benefits
Emergency Ambulance: You pay nothing, after the medical deductible has been met.
Non-Emergency Ambulance: You pay nothing, after the medical deductible has been met.

Prior Authorization is required for Non-Emergency Ambulance.

Cellular and Gene Therapy

Cellular or Gene Therapy services The amount you pay is based on where the covered health care service is
must be received from a Designated provided.
Provider.

Prior Authorization is required.

Chiropractic Osteopathic / Manipulation Services

Limited to 30 visits per year. Applies  You pay nothing per visit, after the medical deductible has been met.
separately for rehabilitative and

habilitative services for spinal

manipulations and other manual

medical interventions.

Cleft Lip and Cleft Palate Treatment

The amount you pay is based on where the covered health care service is
provided.

Prior Authorization is required for certain services.

Clinical Trials

The amount you pay is based on where the covered health care service is
provided.

Prior Authorization is required.

Congenital Defects and Birth Abnormalities

The amount you pay is based on where the covered health care service is
provided.

Prior Authorization is required for certain services.

Congenital Heart Disease (CHD) Surgeries
Benefits will be the same as stated under Hospital - Inpatient Stay.

Dental Anesthesia and Facility Services

The amount you pay is based on where the covered health care service is
provided.

Prior Authorization is required for certain services.

Dental - Pediatric Services (Benefits covered up to age 19)
Benefits provided by the National Options PPO 20 Network (INO-MAC).
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Your Costs

Covered Health Care Services Your cost if you use Network Benefits

Dental - Pediatric Preventive Services

Dental Prophylaxis (Cleanings) You pay nothing, after the medical deductible has been met.
Limited to two times every 12 months.

Fluoride Treatments You pay nothing, after the medical deductible has been met.
Limited to two times every 12 months.

Sealants (Protective Coating) You pay nothing, after the medical deductible has been met.

Limited to once per first or second
permanent molar every 36 months.

Space Maintainers (Spacers) You pay nothing, after the medical deductible has been met.

Dental - Pediatric Diagnostic Services

Evaluations (Check-up Exams) You pay nothing, after the medical deductible has been met.

Limited to 2 times per 12 months.
Covered as a separate Benefit only if
no other service was done during the
visit other than X-rays.

Intraoral Radiographs (X-ray) You pay nothing, after the medical deductible has been met.

Limited to 2 series of films per 12
months for Bitewings and 1 time per 36
months for Panoramic radiograph
image.
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Your Costs

Covered Health Care Services

Your cost if you use Network Benefits

Dental - Pediatric Basic Dental Services

Endodontics (Root Canal Therapy)

Adjunctive Services

Palliative (Emergency) Treatment:
Covered as a separate Benefit only if
no other services (other than the exam
and radiographs) were done on the
tooth during the visit.

General Anesthesia: Covered only
when clinically Necessary.

Occlusal Guard: Limited to one guard
every 12 months.

Oral Surgery

Periodontics

Periodontal Surgery: Limited to one
per two years per quadrant.

Scaling and Root Planing: Limited to

one time per quadrant every 24 months.

Periodontal Maintenance: Limited to
four times every 12 months in
combination with prophylaxis.

Minor Restorative Services
(Amalgam or Anterior Composite)

Simple Extractions (Simple tooth
removal)

Limited to one time per tooth per
lifetime.

20% co-insurance, after the medical deductible has been met.

20% co-insurance, after the medical deductible has been met.

20% co-insurance, after the medical deductible has been met.

20% co-insurance, after the medical deductible has been met.

20% co-insurance, after the medical deductible has been met.

20% co-insurance, after the medical deductible has been met.

Dental - Pediatric Major Restorative Services

Crowns/Inlays/Onlays

Limited to one time per tooth every 60

months.

Removable Dentures
(Full denture/partial denture)

Limited to a frequency of one every 60

months.

Bridges (Fixed partial dentures)
Limited to one time every 60 months.

Implant Procedures
Limited to one time every 60 months.

50% co-insurance, after the medical deductible has been met.

50% co-insurance, after the medical deductible has been met.

50% co-insurance, after the medical deductible has been met.

50% co-insurance, after the medical deductible has been met.
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Your Costs

Covered Health Care Services Your cost if you use Network Benefits

Dental - Pediatric Medically Necessary Orthodontics

Benefits are not available for 50% co-insurance, after the medical deductible has been met.
comprehensive orthodontic treatment

for crowded dentitions (crooked teeth),

excessive spacing between teeth,

temporomandibular joint (TMJ)

conditions and/or having horizontal/

vertical (overjet/overbite)

discrepancies.

Prior Authorization is required for orthodontic treatment.

Dental Services - Accident Only
You pay nothing, after the medical deductible has been met.

Diabetes Services

Diabetes Self-Management and The amount you pay is based on where the covered health care service is
Training/Diabetic Eye Exams/Foot provided.

Care:

Diabetes Self-Management Items: The amount you pay is based on where the covered health care service is

provided under Durable Medical Equipment (DME), Orthotics and Supplies
and in the Outpatient Prescription Drug Amendment.

Durable Medical Equipment (DME), Orthotics and Supplies
You pay nothing, after the medical deductible has been met.

Early Intervention Services

The amount you pay is based on where the covered health care service is
provided.

Emergency Health Care Services - Outpatient
You pay nothing, after the medical deductible has been met.

Notification is required if confined in an Out-of-Network Hospital.
Gender Dysphoria

The amount you pay is based on where the covered health care service is
provided and in the Outpatient Prescription Drug Amendment.

Prior Authorization is required for certain services.
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Your Costs

Covered Health Care Services Your cost if you use Network Benefits
Habilitative Services
Inpatient: The amount you pay is based on where the covered health care service is
provided.
Outpatient: You pay nothing, after the medical deductible has been met.

Outpatient therapies are limited per
year as follows:

30 visits for any combination of
physical or occupational therapy.

30 visits of speech therapy.

30 visits of post-cochlear implant aural
therapy.

The limits for physical, occupational
and speech therapy will not apply if
you get that care as part of the Hospice
Care benefit.

When you get physical, occupational
or speech therapy in the home, the
home health care visit limit will apply
instead of the therapy services limit
listed above.

Hearing Aids

Limited to $2,500 every year. Benefits  You pay nothing, after the medical deductible has been met.
are further limited to a single purchase

per hearing impaired ear every three

years. Repair and/or replacement of a

hearing aid would apply to this limit in

the same manner as a purchase.
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Your Costs

Covered Health Care Services Your cost if you use Network Benefits

Home Health Care

Limited to 100 visits per year for Home You pay nothing, after the medical deductible has been met.
Health Care. One visit equals up to four

hours of skilled care services. This visit

limit does not include any service

which is billed only for the

administration of intravenous infusion.

For the administration of intravenous
infusion, you must receive services
from a Network provider.

This home health care visit limit
applies to any combination of physical,
occupational, speech therapy, or
cardiac rehabilitation received in the
home instead of any individual therapy
limits. This home health care limit does
not apply to home infusion therapy or
home dialysis.

In accordance with Virginia law and as
described in the Certificate of
Coverage, Benefits are provided for
home visit or visits for the mother as
part of postpartum care following
obstetrical care in a Hospital. Such
visits are not subject to the above
annual limits.

Home Treatment of Hemophilia and Congenital Bleeding Disorders

Benefits for blood infusion equipment  The amount you pay is based on where the covered health care service is

that meets the definition of Durable provided for blood infusion equipment and blood products, and will be the
Medical Equipment are subject to the ~ same as those stated under Durable Medical Equipment, Pharmaceutical
limit stated under Durable Medical Products - Outpatient, or in the Outpatient Prescription Drug Amendment.
Equipment (DME), Orthotics and

Supplies.

You pay nothing, after the medical deductible has been met.

Hospital - Inpatient Stay

You pay nothing, after the medical deductible has been met.
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Your Costs

Covered Health Care Services Your cost if you use Network Benefits

Lab, X-Ray and Diagnostic - Outpatient

Lab Testing - Outpatient:
Limited to 18 Presumptive Drug ~ You pay nothing, after the medical deductible has been met.
Tests per year.

Limited to 18 Definitive Drug
Tests per year.

X-Ray and Other Diagnostic Testing -  You pay nothing, after the medical deductible has been met.
Outpatient:

Major Diagnostic and Imaging - Outpatient
You pay nothing, after the medical deductible has been met.

Medical Formulas

You pay nothing, after the medical deductible has been met.

Mental Health Care and Substance - Related and Addictive Disorders Services

Inpatient: You pay nothing, after the medical deductible has been met.
Outpatient: You pay nothing, after the medical deductible has been met.
Partial Hospitalization/Intensive You pay nothing, after the medical deductible has been met.

Outpatient Treatment:

Oral Surgery

You pay nothing, after the medical deductible has been met.

Ostomy and Urologic Supplies

You pay nothing, after the medical deductible has been met.

Pharmaceutical Products - Qutpatient

This includes medications given at a You pay nothing, after the medical deductible has been met.
doctor’s office, or in a Covered
Person’s home.

Physician Fees for Surgical and Medical Services
You pay nothing, after the medical deductible has been met.
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Your Costs

Covered Health Care Services Your cost if you use Network Benefits

Physician’s Office Services - Sickness and Injury

You pay nothing for a primary care physician office visit, after the medical
deductible has been met.

You pay nothing for a specialist office visit, after the medical deductible has
been met.

Additional co-pays, deductible, or co-insurance may apply when you receive other services at your physician's office.
For example, surgery and lab work.

Pregnancy - Maternity Services

In accordance with Virginia law, The amount you pay is based on where the covered health care service is
Benefits are provided for certain home  provided except that an Annual Deductible will not apply for a newborn
visits for mothers following obstetrical  child whose length of stay in the Hospital is the same as the mother's length
care in a Hospital, as prescribed by a of stay.

Physician.

Prescription Drug Benefits

Prescription drug benefits are shown in the Prescription Drug benefit summary.

Preventive Care Services

Physician Office Services, Lab, X-Ray  You pay nothing. A deductible does not apply.
or other preventive tests.

Certain preventive care services are provided as specified by the Patient Protection and Affordable Care Act (ACA),
with no cost-sharing to you. These services are based on your age, gender and other health factors. UnitedHealthcare
also covers other routine services that may require a co-pay, co-insurance or deductible.

Prosthetic Devices

Limited to 1 wig per year for cancer You pay nothing, after the medical deductible has been met.
treatment.

Reconstructive Procedures

The amount you pay ts based on where the covered health care service is
provided.
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Your Costs

Covered Health Care Services Your cost if you use Network Benefits

Rehabilitation Services - Outpatient Therapy

Limited to: You pay nothing, after the medical deductible has been met.

30 visits for any combination of
physical therapy or occupational
therapy.

30 visits of speech therapy.

30 visits of post-cochlear implant aural
therapy.

Unlimited visits for pulmonary and
cardiac rehabilitation therapy.

The limits for physical, occupational,
and speech therapy will not apply if
care is part of the Hospice Care benefit.
When you get physical, occupational,
or speech therapy, or cardiac
rehabilitation in the home, the home
health care visit limit will apply instead
of the therapy services limits listed
above.

Scopic Procedures - Outpatient Diagnostic and Therapeutic

Diagnostic/therapeutic scopic You pay nothing, after the medical deductible has been met.
procedures include, but are not limited

to colonoscopy, sigmoidoscopy and

endoscopy.

Skilled Nursing Facility / Inpatient Rehabilitation Facility Services

Limited to 100 days per Inpatient stay. You pay nothing, after the medical deductible has been met.

Surgery - Outpatient

You pay nothing, after the medical deductible has been met.

Temporomandibular Joint Services

The amount you pay is based on where the covered health care service is
provided.

Therapeutic Treatments - Outpatient

Therapeutic treatments include, butare  You pay nothing, after the medical deductible has been met.
not limited to dialysis, intravenous

chemotherapy, intravenous infusion,

medical education services and

radiation oncology.
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Your Costs

Covered Health Care Services Your cost if you use Network Benefits

Transplantation Services

Network Benefits must be received The amount you pay is based on where the covered health care service is
from a Designated Provider. provided.

Prior Authorization is required.

Urgent Care Center Services
You pay nothing, after the medical deductible has been met.

Additional co-pays, deductible, or co-insurance may apply when you receive other services at the urgent care facility.
For example, surgery and lab work.

Virtual Visits

Benefits are available only when You pay nothing, after the medical deductible has been met.
services are delivered through a

Designated Virtual Network Provider.

You can find a Designated Virtual

Network Provider by contacting us at

myuhc.com® or the telephone number

on your ID card. Access to Virtual

Visits and prescription services may

not be available in all states or for all

groups.
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Your Costs

Covered Health Care Services

Your cost if you use Network Benefits

Vision - Pediatric Services (Benefits covered up to age 19)

Find a listing of Spectera Eyecare Network Vision Care Providers at myuhcvision.com.

Routine Vision Exam
Limited to once per year.

Eyeglass Lenses
Limited to once per year.

Lens Extras

Limited to once per year. Coverage
includes polycarbonate lenses and
standard scratch-resistant coating.

Eyeglass Frames
Limited to once per year.

Eyeglass frames with a retail cost up to
$130.

Eyeglass frames with a retail cost
between $130 - 160.

Eyeglass frames with a retail cost
between $160 - 200.

Eyeglass frames with a retail cost
between $200 - 250.

Eyeglass frames with a retail cost
greater than $250.

Contact Lenses/Necessary Contact
Lenses

You are eligible to choose only one of
either eyeglasses (Eyeglass Lenses
and/or Eyeglass Frames) or Contact
Lenses. If you choose more than one of
these Vision Care Services, we will pay
Benefits for only one Vision Care
Service.

Fitting and evaluation limited to once
every 12 months.

Limited to a 12 month supply.

Find a complete list of covered contacts
at myuhcvision.com.

Low Vision Care Services
Limited to once every 24 months.

You pay nothing. A deductible does not apply.
50% co-insurance, after the medical deductible has been met.

You pay nothing, after the medical deductible has been met.

50% co-insurance, after the medical deductible has been met.
50% co-insurance, after the medical deductible has been met.
50% co-insurance, after the medical deductible has been met.
50% co-insurance, after the medical deductible has been met.
50% co-insurance, after the medical deductible has been met.

50% co-insurance, after the medical deductible has been met.

You pay nothing for Low Vision Testing. A deductible does not apply.
25% co-insurance for Low Vision Therapy. A deductible does not apply.
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Your Costs

Covered Health Care Services Your cost if you use Network Benefits

Vision Exams (Benefit is for Covered Persons over age 19)

Find a listing of Spectera Eyecare Network Vision Care Providers at myuhcvision.com.

Limited to 1 exam per year. You pay nothing. A deductible does not apply.
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Services your plan generally does NOT cover. It is recommended that you review your COC, Amend-
ments and Riders for an exact description of the services and supplies that are covered, those which
are excluded or limited, and other terms and conditions of coverage.

Acupuncture

Bariatric Surgery

Cosmetic Surgery

Dental Care (Adult)

Infertility Treatment

Long-Term Care

Non-emergency care when traveling outside the U.S.
Routine Foot Care

Weight Loss Programs

For Internal Use only:

VAWAA07BG2C20
Item#t Rev. Date
445-14457  1019_rev01 Base/Value HSA/Comb/Emb/45962/2018
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UnitedHealthcare Insurance Company does 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 Civil Rights Coordinator.

Online: UHC_Civil_Rights@uhec.com

Mail: Civil Rights Coordinator. United HealthCare 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 decisian, you
have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free phone number listed
on your ID card, 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: hitps:/locrpartal hhs.qov/ocr/portal/lobby.jsf
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.htm|.
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
others languages or large print. Or, you can ask for an interpreter. To ask for help,
please call the toll-free phone number listed on your 1D card, TTY 711, Monday
through Friday, 8 a.m. to 8 p.m.

ATTENTION: If you speak English, language assistance services, free of
charge, are available to you.
Please call the toll-free phone number listed on your identification card.

ATENCION: Si habla espaitol (Spanish), hay servicios de asistencia de
idiomas, sin cargo, a su disposicién. Llame al nimero de teléfono gratuito que
aparece en su tarjeta de identificacion.

FEE  MREHEDP (Chinese) » RMLERTRUES IR - S
TEEFHINRNEE8TERE -

XINLUU Y: Né-ul quy vi ndi tieng Viét (Vietnamese), quy v1 sé dwoc cung cép
dich vu tror gitip vé ngén ngir nuén phi. Vui long goi $6 dién thom mien phi &
mat sau thé hdi vién cua quy vi.

L2 SO (Korean)E AIESIA = AR O X| ¥ MH|AE 222 0|8

S UG LICE M2 MBS 7IEN 7| e R & 5| M= &
2Bt A2,

b

PAAT ALA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang
mga libreng serbisyo ng tulong sa wika. Pakitawagan ang toll-free na numero ng
telepono na nasa 1yong identification card.

BHMMAHVE: GecrinaTHIE YC.IyIH NEPEROSA JOCTYIIHE AL IOJEH, dei
POAHOM A3BIK ABTIeTCA pycckoM (Russian). [Tozeonute no decrutatTHOMY
HOMepY TelmedoHa, yKasaHHOMY Ha BameH MAeHTH(GUKAHMOHHON KapTe.

cla i Sl 2l laall 3l sac el ik s o(Arabic) Aypoad) s S0C 3
Aggezmall G Tes o apa gl Ol cailgd! B e Jlary!

ATANSYON: Si w pale Kreyél ayisyen (Haitian Creole), ou kapab benefisye
sévis ki gratis pou ede w nan lang pa w. Tanpri rele nimewo gratis ki sou kat
idantifikasyon w.

ATTENTION : Si vous parlez frangais (French), des services d’aide
linguistique vous sont proposés gratuitement. Veuillez appeler le numéro de
téléphone gratuit figurant sur votre carte d’identification.

UWAGA: Jezeli mowisz po polsku (Polish), udostepnilismy darmowe ustugi
tlumacza. Prosimy zadzwonic pod bezplatny numer telefonu podany na karcie
identyfikacyjne).

ATENGAO: Se vocé fala portugués (Portuguese), contate o servigo de
assisténcia de idiomas gratuito. Ligue gratuitamente para o niimero encontrado
no seu cartdo de identificagdo.

ATTENZIONE: in caso la lingua parlata sia 'italiano (Italian), sono disponibili
servizi di assistenza linguistica gratuiti. Per favore chiamate il numero di
telefono verde indicato sulla vostra tessera identificativa.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Thnen kostenlos
sprachliche Hilfsdienstleistungen zur Verfiigung. Bitte rufen Sie die
gebuhrenfreie Rufnummer auf der Riickseite [hres Mitgliedsausweises an.

SFEEIE Elkgg(‘!:%gansse);&ﬁﬁéhéi&%\ BROSEXEY—EZR
%;%Jﬁ?lfjgfﬂji T, ARSI EINTULS 2 —=8a47)L (2
B To Sl

o et LA 2 8L e 4 L5 el Chana il (Farsi) gpeot bed ) ) s
Ry ot D 1 et gluilt S g a8 8 il e las Ltk aaly

oy & O 3 (Hindi) SErd 8, STEH] Il T, - ge®
IuTRl § | U u@mmw@a&’ﬂaaﬂ%ﬁwﬁﬁm|
CEEB TOOM: Yog koj hais Lus Hmoob (Hmong). muaj kev pab txhais lus pub
dawb rau koj. Thov hu rau tus xov tooj hu deb dawb uas teev muaj nyob rau
ntawm koy daim yuaj cim qhia tus kheej.

Somumigad: iGasygASuwmanies

O -

(Khmen LEUN TS LU N TN 85 87 8 8713

HSENS[INUHMSY - .
pugsinnisliue s saa s ‘
it sfsiuuHgumandoniuai s sy

PAKDAAR: Nu saritaem ti llocano (Ilocano), ti serbisyo para ti baddang ti
lengguahe nga awanan bayadna, ket sidadaan para kenyam. Maidawat nga
awagan iti toll-free a numero ti telepono nga nakalista ayan iti identification card
mo.

DI BAA'AKONINIZIN: Diné (Navajo) bizaad bee yanilti'go, saad bee
aka'anida’awo'igii, t'ad jiik'eh, bee na'ahd6t'l’. T'aa shoodi ninaaltsoos nitt'izi bee
nééhozinigii bine'dee’ t'44 jiik'ehgo béésh bee hane'i bikd'igii bee hodiilnih
OGOW: Haddii aad ku hadasho Soomaali (Somali). adeegyada taageerada

lugadda, oo bilaash ah, avaad heli kartaa. Fadlan wac lambarka telefonka khadka
bilaashka ee ku yaalla kaarkaaga agoonsiga.
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IJJ UnitedHealthcare Benefit Summary

Outpatient Prescription Drug Products
Virginia Plan 575
Standard Drugs: 0/0/0 Specialty Drugs: 0/0/0

e

Your Co-payment and/or Co-insurance is determined by the tier to which the Prescription Drug List (PDL) Management Committee
has assigned the Prescription Drug Product. All Prescription Drug Products on the Prescription Drug List are assigned to Tier 1,
Tier 2 or Tier 3. Find individualized information on your benefit coverage, determine tier status, check the status of claims and
search for network pharmacies by logging into your account on myuhc.com® or calling the Customer Care number on your ID
card.

Annual Deductible

Individual Deductibie See Medical Benefit Summary

Family Deductible See Medical Benefit Summary

Out-of-Pocket Limit

Individual Out-of-Pocket Limit See the Medical Benefit Summary for the total Individual Out-of-Pocket Limit that
applies.

Family Out-of-Pocket Limit See the Medical Benefit Summary for the total Family Out-of-Pocket Limit that
applies.

A deductible and out-of-pocket limit may apply. Please refer to the medical plan documents for the annual deductible and out-of-
pocket limit amounts, which include both medical and pharmacy expenses. This means that you will pay the full amount we have
contracted with the pharmacy to charge for your prescriptions (not just your co-payment), until you have satisfied the deductible.
Once the deductible is satisfied, your prescriptions will be subject to the co-payments outlined below. If you reach the out-of-pocket
limit, you will not be required to pay a co-payment.

This summary of Benefits is intended only to highlight your Benefits for Outpatient Prescription Drug Products and should not be
relied upon to determine coverage. Your plan may not cover all of your Outpatient Prescription Drug expenses. Please refer to your
Outpatient Prescription Drug Amendment and Certificate of Coverage for a complete listing of services, limitations, exclusions and
a description of all the terms and conditions of coverage. If this description conflicts in any way with the Outpatient Prescription
Drug Amendment or the Certificate of Coverage, the Outpatient Prescription Drug Amendment and Certificate of Coverage shall
prevail.

UnitedHealthcare Insurance Company
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Tier Level Up to 31-day supply Up to 90-day supply

Retail Retail *Mail Order
Network Pharmacy or Preferred Non-Preferred Specialty Network Pharmacy or Preferred
Specialty Network Pharmacy Pharmacy 90 Day Retail Network
Pharmacy**
Tier 1 No Co-payment Not Applicable No Co-payment
Prescription
Drug Products
Tier 1 Specialty No Co-payment No Co-payment Not Covered***
Prescription
Drug Products
Tier 2 No Co-payment Not Applicable No Co-payment
Prescription
Drug Products
Tier 2 Specialty No Co-payment No Co-payment Not Covered***
Prescription
Drug Products
Tier 3 No Co-payment Not Applicable No Co-payment
Prescription
Drug Products
Tier 3 Specialty No Co-payment No Co-payment Not Covered™***
Prescription
Drug Products

Benefit Plan Co-payment/Co-insurance - The amount you pay for Prescription Drug Products.

* Only certain Prescription Drug Products are available through mail order; please visit myuhc.com® or call Customer Care at the
telephone number on the back of your ID card for more information. If you choose to opt out of Mail Order Network Pharmacy but
do not inform us, you will be subject to the Out-of-Network Benefit for that Prescription Drug Product after the allowed number of
fills at the Retail Network Pharmacy.

** You will be charged a retail Co-payment and/or Co-insurance for 31 days or 2 times for 60 days based on the number of days
supply dispensed for any Prescription Order or Refills sent to the mail order pharmacy. To maximize your Benefit, ask your
Physician to write your Prescription Order or Refill for a 90-day supply, with refills when appropriate, rather than a 30-day supply
with three refills.

For Specialty Drugs from a Non-Preferred Pharmacy, you will be required to pay 2 times the Preferred Specialty Network Pharmacy
Co-payment or 2 times the Preferred Specialty Network Pharmacy Co-insurance (up to 50% of the Prescription Drug Charge)
based on the applicable Tier.

*** Maximum Network Coverage for Speciaity Prescription Drug Products dispensed through Designated Pharmacy. See
Designated Pharmacies section of your Outpatient Prescription Drug Amendment.

An Ancillary Charge may apply when a covered Prescription Drug Product is dispensed at your or the provider's request and there
is another drug that is Chemically Equivalent. When you choose the higher cost drug of the two, you will pay the difference between
the higher cost drug and the lower cost drug in addition to your Co-payment or Co-insurance that applies to the lower cost drug.
The Ancillary Charge may not apply to any Out of Pocket Limit.
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Other Important Information about your Outpatient Prescription Drug Benefits

For Prescription Drug Products at a retail Network Pharmacy, you are responsible for paying the lowest of the applicable Co-
payment or Co-insurance, the Network Pharmacy's Usual and Customary Charge for the Prescription Drug Product or the
Prescription Drug Charge for that Prescription Drug Product. For Prescription Drug Products from a mail order Network Pharmacy,
you are responsible for paying the lower of the applicable Co-payment or Co-insurance or the Prescription Drug Charge for that
Prescription Drug Product. See the Co-payments or Co-insurance stated in the Benefit Information table for amounts.

For a single Co-payment or Co-insurance, you may receive a Prescription Drug Product up to the stated supply limit. Some
products are subject to additional supply limits based on criteria that we have developed. Supply limits are subject, from time to
time, to our review and change.

Specialty Prescription Drug Products supply limits are as written by the provider, up to a consecutive 31-day supply of the Specialty
Prescription Drug Product, unless adjusted based on the drug manufacturer's packaging size, or based on supply limits, or as
allowed under the Smart Fill Program. Supply limits apply to Specialty Prescription Drug Products obtained at a Preferred Specialty
Network Pharmacy, a Non-Preferred Specialty Pharmacy, an out-of-Network Pharmacy, a mail order Network Pharmacy or a
Designated Pharmacy.

Certain Prescription Drug Products for which Benefits are described under the Prescription Drug Amendment are subject to step
therapy requirements. In order to receive Benefits for such Prescription Drug Products you must use a different Prescription Drug
Product(s) first. You may find out whether a Prescription Drug Product is subject to step therapy requirements by contacting us at

myuhc.com® or the telephone number on your ID card.

Before certain Prescription Drug Products are dispensed to you, your Physician, your pharmacist or you are required to obtain prior
authorization from us or our designee to determine whether the Prescription Drug Product is in accordance with our approved
guidelines and it meets the definition of a Covered Health Care Service and is not an Experimental or Investigational or Unproven
Service. We may also require you to obtain prior authorization from us or our designee so we can determine whether the
Prescription Drug Product, in accordance with our approved guidelines, was prescribed by a Specialist.

If you require some Prescription Drug Products, including, but not limited to, Specialty Prescription Drug Products, we may direct
you to a Designated Pharmacy with whom we have an arrangement to provide those Prescription Drug Products. If you choose not
to obtain your Prescription Drug Product from the Designated Pharmacy, you may opt-out of the Designated Pharmacy program by

contacting us at myuhc.com® or the telephone number on your ID card. If you want to opt-out of the program and fill your
Prescription Drug Product at a non-Designated Pharmacy but do not inform us, you will be responsible for the entire cost of the
Prescription Drug Product and no Benefits will be paid. If you are directed to a Designated Pharmacy and you have informed us of
your decision not to obtain your Prescription Drug Product from a Designated Pharmacy, no Benefits will be paid for that
Prescription Drug Product. For a Specialty Prescription Drug Product, if you choose to obtain your Specialty Prescription Drug
Product at a Non-Preferred Specialty Pharmacy, you may be subject to the Non-Preferred Specialty Co-payment or Co-insurance.
If, however, a non-Designated Pharmacy has notified us or our intermediary that it agrees to accept reimbursement at the rate
applicable to a Designated Pharmacy as payment in full, it may be possible to receive Benefits on the same basis and at the same
cost-share as you would from a Designated Pharmacy. The non-Designated Pharmacy must, if requested to do so in writing by us
or our intermediary, execute and deliver to us or our intermediary, within 30 days of the pharmacy's receipt of our request, the
Nelwork provider agreement which we require of all Designated Pharmacies. Any non-Designated Pharmacy which fails to timely
execute and deliver such agreement will continue to be treated as a non-Designated Pharmacy with respect to Benefits unless and
until the pharmacy executes and delivers the agreement.

You may be required to fill the first Prescription Drug Product order and obtain 2 refills through a retail pharmacy before using a mail
order Network Pharmacy.

If you require some Maintenance Medications, we may direct you to the Mail Order Network Pharmacy or Preferred 90 Day Retail
Network Pharmacy to obtain those Maintenance Medications. If you choose not to obtain your Maintenance Medications from the
Mail Order Network Pharmacy or Preferred 90 Day Retail Network Pharmacy, you may opt-out of the Maintenance Medication

Program by contacting us at myuhc.com® or the telephone number on your ID card. If you choose to opt out when directed to a Mail
Order Network Pharmacy or Preferred 90 Day Retail Network Pharmacy but do not inform us, no Benefits will be paid for that
Prescription Drug Product after the allowed number of fills at Retail Network Pharmacy.

Certain PPACA Zero Cost Share Preventive Care Medications that are obtained at a Network Pharmacy with a Prescription Order
or Refill from a Physician are payable at 100% of the Prescription Drug Charge (without application of any Co-payment, Co-
insurance, Annual Deductible, or Annual Drug Deductible) as required by applicable law. You may find out if a drug is a PPACA

Zero Cost Share Preventive Care Medication by contacting us at myuhc.com® or the telephone number on your ID card.

Benefits are provided for Prescription Drug Products dispensed by a mail order Network Pharmacy or Preferred 90 Day Retail
Network Pharmacy. The Outpatient Prescription Drug Schedule of Benefits will tell you how mail order Network Pharmacy and
Preferred 90 Day Retail Network Pharmacy supply limits apply. Please contact us at myuhc.com® or the telephone number on your
ID card to find out if Benefits are provided for your Prescription Drug Product and for information on how to obtain your Prescription
Drug Product through a mail order Network Pharmacy or Preferred 90 Day Retail Network Pharmacy.
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PHARMACY EXCLUSIONS

The following exausions apply. In addition see your Pharmacy Amendment and SBN for additional exclusions and limitations that
may apply.

. E Erescnpt:on !rug !ro!uct t!al contains !an! active ingre!lent!s! avalla!le in an! |!erapeutlcally !quwalent to anot!er

covered Prescription Drug Product. Such determinations may be made up to six times during a calendar year, and we may
decide at any time to reinstate Benefits for a Prescription Drug Product that was previously excluded under this provision.

« A Prescription Drug Product that contains (an) active ingredient(s) which is (are) a modified version of and Therapeutically
Equivalent to another covered Prescription Drug Product. Such determinations may be made up to six times during a calendar
year, and we may decide at any time to reinstate Benefits for a Prescription Drug Product that was previously excluded under
this provision.

+ Certain Prescription Drug Products for which there are Therapeutically Equivalent alternatives available, unless otherwise
required by law or approved by us. Such determinations may be made up to six times during a calendar year, and we may
decide at any time to reinstate Benefits for a Prescription Drug Product that was previously excluded under this provision.

+ Experimental or Investigational or Unproven Services and medications; medications used for experimental treatments for
specific diseases and/or dosage regimens determined by us to be experimental, investigational or unproven.

* Any product dispensed for the purpose of appetite suppression or weight loss.

« Medications used for cosmetic purposes.

» Prescription Drug Products when prescribed to treat infertility.

+ Prescription Drug Products for tobacco cessation that exceed the minimum number of drugs required to be covered under the
Patient Protection and Affordable Care Act (PPACA) in order to comply with essential health benefits requirements.

+ Drugs available over-the-counter that do not require a Prescription Order or Refill by federal or state law before being
dispensed, unless we have designated the over-the-counter medication as eligible for coverage as if it were a Prescription Drug
Product and it is obtained with a Prescription Order or Refill from a Physician. Prescription Drug Products that are available in
over-the-counter form or made up of components that are available in over-the-counter form or equivalent. Certain Prescription
Drug Products that we have determined are Therapeutically Equivalent to an over-the-counter drug or supplement. Such
determinations may be made up to six times during a calendar year. We may decide at any time to reinstate Benefits for a
Prescription Drug Product that was previously excluded under this provision.

» Any product for which the primary use is a source of nutrition, nutritional supplements, or dietary management of disease and
prescription medical food products, even when used for the treatment of Sickness or Injury. This exclusion does not apply to
Medical Formulas for the treatment of inborn errors of amino acid or organic acid metabolism, metabolic abnormality or severe
protein or soy allergies when prescribed by a Physician and deemed Medically Necessary to maintain adequate nutritional
status.

VAWPKABS57520
Item# Rev. Date
445-14568 1019 Standard/Comb/Advantage w/ SMCS Drugs/46000/2018
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UnitedHealthcare Insurance Company does 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 Civil Rights
Coordinator.

Online: UHC_Civil_Rights@uhc.com

Mail: Civil Rights Coordinator. United HealthCare 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 phone number listed
on your ID card, 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
others languages or large print. Or, you can ask for an interpreter. To ask for
help, please call the toll-free phone number listed on your ID card, TTY 711,
Monday through Friday, 8 a.m. to 8 p.m.

ATTENTION: If you speak English, language assistance services, free of
charge, are available to you.
Please call the toll-free phone number listed on your identification card.

ATENCION: Si habla espaifiol (Spanish), hay servicios de asistencia de
idiomas, sin cargo, a su disposicidon. Llame al numero de teléfono gratuito que
aparece en su tarjeta de identificaciéon.

FEE . R P (Chinese) » BFERBETIZHE=RIBIE -
ﬂﬁﬁ‘ﬁﬁﬁﬁumﬁﬁﬁ BEFREE -

EE

XINLUU ¥: Néu  quy vinoi txeng Viét (Vietnamese). quy vi sé dwoc cung cap
dich vy trg g1dp veé ngon ngi* mién phi. Vui léng goi $6 dién thoai mién phi &
mit sau the hdi vién cda quy vi

22l st 0{(Korean) & AISSHA|= 42 210 | H AMHIAE BER2 0|18
S = ASUCE MY MEF 7IE0 7IHE R &2 2| Met==2 2
OIS Al2

PAATLALA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang
mga libreng serbisyo ng tulong sa wika. Pakitawagan ang toll-free na numero ng
telepono na nasa iyong identification card.

BHIMAHIHE: SecrimaTHRIe yCIyTH NEPEROIA JOCTYIHEL A1 ToNe, def
PpoaHOH A2BIK AB1geTcA pycckoM (Russian). ITozeoHuTe o DecritaTHOMY
HOMepy TeneoHa, YKasaHHOMY HA Bamlel HASHTHQUKAHOHHOH KapTe.

ola 2l aalie agladl 45 el soctiad) Chans s ((Arabic) gy al) Caaa K 13) cagydd

A peaal B o 2 ga gl et il dl 23 e syl

ATANSYON: Si1 w pale Kreyal ayisyen (Haitian Creole), ou kapab benefisye
sévis ki gratis pou ede w nan lang pa w. Tanpn rele numewo gratis ki sou kat
idantifikasyon w.

ATTENTION : Si vous parlez francais (French), des services d’aide
linguistique vous sont proposés gratuitement. Veuillez appeler le numéro de
téléphone gratuit figurant sur votre carte d’identification.

UWAGA: Jezeli mowisz po polsku (Polish), udostepniliémy darmowe uslugi

thumacza. Prosimy zadzwonié pod bezplatny numer telefonu podaay na karcie
identyfikacyjnej.

ATENCAO: Se voce fala portugués (Portuguese), contate o servigo de
assisténcia de 1diomas gratuito. Ligue gratuitamente para o nimero encontrado
no seu cartdo de identificagéo.

ATTENZIONE: in caso la lingua parlata sia 1'italiano (Italian), sono disponibili
servizi di assistenza linguistica gratuiti. Per favore chiamate il numero di
telefono verde indicato sulla vostra tessera identificativa.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Thnen kostenlos
sprachliche Hilfsdienstleistungen zur Verfiigung. Bitte rufen Sie die
gebiihrenfreie Rufnummer auf der Riickseite Ihres Mitgliedsausweises an.

JEEEIE : H&ASE(Japanese) X 3E I 2SS, BHOEETEY —ER
a'j%c'_?%élﬁfl, ‘f..f'..(:"i? REFRERLCEEE SN T LWL 7 —F 12

o bt Al e 800 ke 0 T ohaad Claod (Cad (Farsi) et bed s &Y an i
21,80 el s 2 Lt JLalin S g, a8 A8 Salf e jles L Lkl il

ﬁ‘ ‘-Tﬁ' indi) STTd ©, STHT HINT
il i sﬁfggxﬂgmi{)mw%ﬂaa mﬁ%mmaﬁ

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab tchais lus pub
dawb rau koj. Thov hu rau tus xov tooj hu deb dawb uas teev muaj nyob rau
ntawm koy daim yuay cim ghia tus kheej

SomuUIgnn: 1G60s Hﬁsmwm&mm
(K..me,)mm:“s WM NN mﬁﬁﬁﬁlt-%

SN SUNUHAY
wasjwntﬁtmeﬁﬁﬁﬁm
Bt sf‘sﬂtmz—aﬁmm nmﬁ’nmuwﬁr—'w

PAKDAAR: Nu saritaem ti [locano (Ilocano), ti serbisyo para t1 baddang t1i
lengguahe nga awanan bayadna, ket sidadaan para kenyam. Maidawat nga
awagan it1 toll-free a numero 1i telepono nga nakalista ayan iti identification card
mo.

DI BAA'AKONINIZIN: Diné (N avajo) bizaad bee yaniiti'go, saad bee
aka'anida’awo'igii, t'aa jiik'eh, bee na'ahéot'l. T'4d shoodi ninaaltsoos nitt'izi bee
nééhozinigii bine'dee’ t'a4 jilk'ehgo béésh bee hane'i bikd'igii bee hodiilnih
OGOW: Haddii aad ku hadasho Soomaali (Somali). adeegyada taageerada

lugadda, oo bilaash ah, ayvaad heli kartaa. Fadlan wac lambarka telefonka khadka
bilaashka ee ku yaalla kaarkaaga aqoonsiga
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Notice of Non-Discrimination
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 Sait 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 cali 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 espafiol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a su
disposicién. Llame al niimero gratuito que aparece en este Resumen de Beneficios y Cobertura

(Summary of Benefits and Coverage, SBC).

EEE . MBEARP L (Chinese) , R BBBREUTFSHERYE. BRITHRENNRREE
(Summary of Benefits and Coverage, SBC) AIFF5I#I 544 B BrEHE .

XIN LUU ¥: Néu quy vi néi tiéng’Viét (Vietnamese), quy vi s& duoc cung cp dich vu trg gitp vé
ng6n ngit mién phi. Vui 1ong goi s6 dién thoai mién phi ghi trong ban Tém uoe v& quyén loi va dai tho
bdo hiém (Summary of Benefits and Coverage, SBC) ndy.

&El: FH20{(Korean)E AL A= B2 Clo] X[ MEIAE FEZ2 O[85H4 = J&LICH 2
el 2 28 @ oF k{(Summary of Benefits and Coverage, SBC)M| 7|AR & RFRHSHE 2
HMststdAlL.

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

BHMMAHME: GecnmaTHsle yenyry riepesona NOCTYIHBI AN NEoAei, 4eH pomHOH A3bIK ABIACTCS
pyecicom (Russian), [Toszounute mo GecnnaTHoMy HoMepy TeNeoHa, yKasaHHOMY B NanHoM «Ob3ope
neroT # noxpeitHay (Summary of Benefits and Coverage, SBC).

g ol laall Gl A8 5y Jladl oo 3 ol Aalio Ailaall 4 idll Saslisal) cilers o8 ¢(Arabic) gy yell Caaas i 1) sAni
J3 (Summary of Benefits and Coverage« SBC) dukaxill g W jalt palie Jady

ATANSYON: Si w pale Kreydl ayisyen (Haitian Creole), ou kapab benefisye sévis ki gratis pou ede w
nan lang pa w. Tanpri rele nimewo gratis ki nan Rezime avantaj ak pwoteksyon sa a (Summary of
Benefits and Coverage, SBC).

ATTENTION : Si vous parlez fran¢ais (French), des services d’aide linguistique vous sont proposés
gratuitement. Veuillez appeler le numéro sans frais figurant dans ce Sommaire des prestations et de la
couverture (Summary of Benefits and Coverage, SBC).

UWAGA.: Jezeli m6éwisz po polsku (Polish), udostepnilismy darmowe ustugi thumacza. Prosimy
zadzwonié pod bezplatny numer podany w niniejszym Zestawieniu $wiadczen i refundacji (Summary of
Benefits and Coverage, SBC).

ATENCAO: Se vocé fala portugués (Portuguese), contate o servi¢o de assisténcia de idiomas gratuito.
Ligue para o nimero gratuito listado neste Resumo de Beneficios e Cobertura (Summary of Benefits and
Coverage - SBC).

ATTENZIONE: in caso la lingua parlata sia I’italiano (Italian), sono disponibili servizi di assistenza
linguistica gratuiti. Chiamate il numero verde indicato all'interno di questo Sommario dei Benefit ¢ della

Copertura (Summary of Benefits and Coverage, SBC).



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

HESEIE . HAREE (Japanese) #FE SN B S, EROSHEXE Y — R & TRRWEETET,
A [MREREERS LU FTOBEEE] (Summary of Benefits and Coverage, SBC) IZFEik s TWB 7V —
FAL M TRBEELS LS,

O‘;._I_l_) L‘}iﬁn_)\.mh\._:m N TRPPY PV N EX J.\ngu__b Jskb 4 L) sl aleas «ud (Farsi) u.uu'é\.n.d'nu\.l_) _)gl da gl
1,84 il (Summary of Benefits and Coverages SBC) (fidisy 9 bl 3o 4uadla gl j302d S5

e & 9y 39 R (Hindi) AW §, 3T AT HERIAT JaC, eew Iaeey g1 A
3R AT (Summary of Benefits and Coverage, SBC) & 30 Wil & Hia¥ Fdiag et 3T #e¥
T P AL

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

Samuga: WdsgsSunwenanias (Khmer) wndgwmanisnwsadisiy Aonsadnuga
yuguigishuessionly Runssfigigh woSugunaguunss Sarmuifiusn (Summary of
Benefits and Coverage, SBC) s34

PAKDAAR: Nu saritaem ti Ilocano (flocano), ti serbisyo para ti baddang ti lengguahe nga awanan
bayadna, ket sidadaan para kenyam. Maidawat nga awagan ti awan bayad na nu tawagan nga numero
nga nakalista iti uneg na daytoy nga Dagup dagiti Benipisyo ken Pannakasakup (Summary of Benefits
and Coverage, SBC).

Dif BAA'AKONINIZIN: Diné (Navajo) bizaad bee yanitti'go, saad bee dka'anida'awo'igii, t'a4 jiik'eh,
bee nd'ahéoti'. T'aa shoodi Naaltsoos Bee 'Aa'dhayani do6 Bee 'Ak'é'asti’ Bee Baa Hane'f (Summary of
Benefits and Coverage, SBC) biyi' t'44 jiik'ehgo béésh bee hane'i bikd'igif bee hodiilnih,

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada luqadda, oo bilaash ah,
ayaad heli kartaa. Fadlan wac lambarka bilaashka ah ee ku yaalla Soo-koobitaanka Dheefaha iyo

Caymiska (Summary of Benefits and Coverage, SBC).



