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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 UnitedHealthcare Choice Plus Direct Plan?
Get more protection with a national network and save with Tier 1 providers.

A network is a group of health care providers and facilities that have a contract with
UnitedHealthcare. You can receive care from anyone in or out of our network, but you
can save more money when you use the network. You can save even more when you
use Tier 1 providers. Are you a member?

. . . ) Easily manage your benefits
> Pay less by using certain freestanding centers. Freestanding centers are health

; ®
care facilities that do not bill for services as part of a hospital, such as MRI or surgery ggl'tﬂz ?;torcv‘iltw‘tﬁ:om and
centers.

UnitedHealthcare

Health4Me® mobile app.
> There's coverage if you need to go out of the network. Out-of-network means that a PP

provider does not have a contract with us. Choose what's best for you. Just remember

i For questions, call the
out-of-network providers will likely charge you more. d

member phone number on
your heatlth plan ID card.

> There's no need to choose a primary care provider (PCP) or get referrals to see a
specialist. Consider a PCP; they can be helpful in managing your care.

> Preventive care is covered 100% in our network.
Not enrolled yet? Search for network doctors or hospitals at welcometouhc.com 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)
$20 $750 20%

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 Your cost if you use
Network Benefits Out-of-Network Benefits

Annual Deductible
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.

> Your co-pays do not count towards meeting the deductible unless otherwise described within the specific
covered health care service.

> 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.

> This benefit plan includes a per occurrence deductible that applies to certain covered health care services. This
per occurrence deductible must be met prior to and in addition to the medical deductible.

Medical Deductible - Individual $750 per year $2,000 per year
Medical Deductible - Family $1,500 per year $4,000 per year

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

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

- Out-of-Pocket Limit
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.

> 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.

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

Out-of-Pocket Limit - Individual $7,500 per year $15,000 per year
Out-of-Pocket Limit - Family $15,000 per year $30,000 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 Your cost if you use
Network Benefits Out-of-Network Benefits
Ambulance Services
Emergency Ambulance: 20% co-insurance, after the medical ~ 20% co-insurance, after the
deductible has been met. network medical deductible has
been met.
Non-Emergency Ambulance: 20% co-insurance, after the medical ~ 40% co-insurance, after the medical
deductible has been met. deductible has been met.
Prior Authorization is required for Prior Authorization is required for
Non-Emergency Ambulance. Non-Emergency Ambulance.

Cellular and Gene Therapy

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

Prior Authorization is required. Prior Authorization is required.

Chiropractic Osteopathic / Manipulation Services

Limited to 30 visits per year. Applies  $20 co-pay per visit. A deductible 40% co-insurance, after the medical
separately for rehabilitative and does not apply. deductible has been met.
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 Prior Authorization is required for
certain services. certain services.

Clinical Trials

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

Prior Authorization is required. 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 Prior Authorization is required for
certain services. certain services.

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

Prior Authorization is required.
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Your Costs

Covered Health Care Services

Your cost if you use
Network Benefits

Dental Anesthesia and Facility Services

Your cost if you use
Out-of-Network Benefits

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 30 Network (PPO-UCR 50th).

Dental - Pediatric Preventive Services

Dental Prophylaxis (Cleanings)

Limited to two times every 12 months.

Fluoride Treatments

Limited to two times every 12 months.

Sealants (Protective Coating)

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.

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

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

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

Dental - Pediatric Diagnostic Services

Evaluations (Check-up Exams)
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)
Limited to 2 series of films per 12

months for Bitewings and [ time per 36

months for Panoramic radiograph
image.

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

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

Prior Authorization is required for
certain services.

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

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

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

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

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

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

Your cost if you use
Out-of-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.

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.

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 Your cost if you use
Network Benefits Out-of-Network Benefits
Dental - Pediatric Medically Necessary Orthodontics
Benefits are not available for 50% co-insurance, after the medical 50% co-insurance, after the medical
comprehensive orthodontic treatment  deductible has been met. deductible has been met.

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 Prior Authorization is required for
orthodontic treatment. orthodontic treatment.

Dental Services - Accident Only

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

Prior Authorization is required for
DME that costs more than $1,000.

Durable Medical Equipment (DME), Orthotics and Supplies

20% co-insurance, after the medical 40% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required for
DME or orthotics that costs more
than $1,000.

Early Intervention Services

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

Emergency Health Care Services - Outpatient

After you pay the $250 per occurrence  After you pay the $250 per
deductible per visit; you pay 20% co- occurrence deductible per visit; you

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

Notification is required if confined
in an Out-of-Network Hospital.
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Your Costs

Covered Health Care Services Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

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 Prior Authorization is required for
certain services. certain services.

Habilitative Services

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

Outpatient: $20 co-pay per visit. A deductible 40% co-insurance, after the medical

Outpatient therapies are limited per does not apply. deductible has been met.

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.

Prior Authorization is required for
certain Inpatient services.

Hearing Aids

Limited to $2,500 every year. Benefits 20% co-insurance, after the medical 40% co-insurance, after the medical
are further limited to a single purchase  deductible has been met. deductible has been met.

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 Your cost if you use
Network Benefits Out-of-Network Benefits

Home Health Care

Limited to 100 visits per year for Home  20% co-insurance, after the medical ~ 40% co-insurance, after the medical
Health Care. One visit equals up to four  deductible has heen met. deductible has been met.

hours of skilled care services. This visit

limit does not include any service

which is billed only for the

administration of intravenous infusion.

To receive Network Benefits 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.

Prior Authorization is required.

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.

Prior Authorization is required for
Durable Medical Equipment that
costs more than $1,000.

Hospice Care

20% co-insurance, after the medical 40% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required for
[npatient Stay.

Hospital - Inpatient Stay

20% co-insurance, after the medical 40% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required.
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Your Costs

Covered Health Care Services

Your cost if you use
Network Benefits

Lab, X-Ray and Diagnostic - Outpatient

Your cost if you use
Out-of-Network Benefits

Lab Testing - Outpatient:
Limited to 18 Presumptive Drug
Tests per year.

Limited to 18 Definitive Drug
Tests per year.

X-Ray and Other Diagnostic Testing -

Outpatient:

Designated Network:

You pay nothing. A deductible does
not apply.

Network:

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

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

 Major Diagnostic and Imaging - Outpatient

Medical Formulas

20% co-insurance, after the medical

deductible has been met for services
provided at a freestanding diagnostic
center or in a physician's office.

Afteryou pay the $250 per occurrence
deductible per service; you pay 20%
co-insurance, after the medical
deductible has been met for services
provided at an outpatient hospital-
based diagnostic center.

40% co-insurance, after the medical
deductible has been met.

40% co-insurance, after the medical
deductible has been met.

Prior Authorization is required for
Genetic Testing, sleep studies,
stress echocardiography and
transthoracic echocardiogram
services.

40% co-insurance, after the medical
deductible has been met for services
provided at a freestanding
diagnostic center or in a physician's
office.

40% co-insurance, after the medical
deductible has been met for services
provided at an outpatient hospital-
based diagnostic center.

Prior Authorization is required.

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

40% co-insurance, after the medical
deductible has been met.

Prior Authorization is required.
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Your Costs

Covered Health Care Services Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Mental Health Care and Substance - Related and Addictive Disorders Services

[npatient: 20% co-insurance, after the medical 40% co-insurance, after the medical
deductible has been met. deductible has been met.

Outpatient: $40 co-pay per visit. A deductible 40% co-insurance, after the medical
does not apply. deductible has been met.

Partial Hospitalization/Intensive 20% co-insurance, after the medical 40% co-insurance, after the medical

Oulpatient Treatment: deductible has been met. deductible has been met.

Prior Authorization is required for
certain [npatient, Outpatient and
Partial Hospitalization/Intensive
Outpatient Treatment services.

Oral Surgery

20% co-insurance, after the medical 40% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required.

Ostomy and Urologic Supplies

20% co-insurance, after the medical 40% co-insurance, after the medical
deductible has been met. deductible has been met.

Pharmaceutical Products - Outpatient

This includes medications given at a 20% co-insurance, after the medical 40% co-insurance, after the medical
doctor’s office, or in a Covered deductible has been met. deductible has been met.
Person’s home.

Physician Fees for Surgical and Medical Services

20% co-insurance, after the medical 40% co-insurance, after the medical
deductible has been met. deductible has been met.

Physician’s Office Services - Sickness and Injury

$20 co-pay per visit for a primary care ~ 40% co-insurance, after the medical
physician office visit. A deductible deductible has been met.
does not apply.

$40 co-pay per visit for a specialist
office visit. A deductible does not

apply.

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.
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Your Costs

Covered Health Care Services Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Pregnancy - Maternity Services

In accordance with Virginia law, The amount you pay is based on where the covered health care service is
Renefits 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.

Prior Authorization is required if
the stay in the hospital is longer than
48 hours following a normal
vaginal delivery or 96 hours
following a cesarean section
delivery.

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  40% co-insurance, after the medical
or other preventive tests. not apply. deductible has been met.

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 20% co-insurance, after the medical ~ 40% co-insurance, after the medical
treatment. deductible has been met. deductible has been met.

Prior Authorization is required for
Prosthetic Devices that costs more
than $1,000.

Reconstructive Procedures

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

Prior Authorization is required.
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Your Costs

Covered Health Care Services Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits
Rehabilitation Services - Outpatient Therapy
Limited to: $20 co-pay per visit. A deductible 40% co-insurance, after the medical
30 visits for any combination of does not apply. deductible has been met.
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 20% co-insurance, after the medical ~ 40% co-insurance, after the medical
procedures include, but are not limited  deductible has been met for services  deductible has been met for services
to colonoscopy, sigmoidoscopy and provided at a freestanding centerorin  provided at a freestanding center or
endoscopy. a physician's office. in a physician's office.
After you pay the $250 per occurrence  40% co-insurance, after the medical
deductible per date of service; you deductible has been met for services
pay 20% co-insurance, after the provided at an outpatient hospital-

medical deductible has been met for  based center.
services provided at an outpatient
hospital-based center.

Skilled Nursing Facility / Inpatient Rehabilitation Facility Services

Limited to 100 days per Inpatient stay. 20% co-insurance, after the medical =~ 40% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required.
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Your Costs

Covered Health Care Services Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Surgery - Outpatient

20% co-insurance, after the medical 40% co-insurance, after the medical
deductible has been met for services  deductible has been met for services

provided at an ambulatory surgical provided at an ambulatory surgical
center or in a physician's office. center or in a physician's office.
After you pay the $250 per occurrence  40% co-insurance, after the medical
deductible per date of service; you deductible has been met for services
pay 20% co-insurance, after the provided at an outpatient hospital-

medical deductible has been met for ~ based surgical center.
services provided at an outpatient
hospital-based surgical center.

Prior Authorization is required for
certain services.

Temporomandibular Joint Services

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

Prior Authorization is required for
[npatient Stay.

Therapeutic Treatments - Outpatient

Therapeutic treatments include, butare  20% co-insurance, after the medical ~ 40% co-insurance, after the medical
not limited to dialysis, intravenous deductible has been met. deductible has been met.
chemotherapy, intravenous infusion,

medical education services and

radiation oncology.

Prior Authorization is required for
certain services.

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. Prior Authorization is required.

Urgent Care Center Services

$20 co-pay per visit. A deductible 40% co-insurance, after the medical
does not apply. 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.
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Your Costs

Covered Health Care Services Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits
Virtual Visits
Network Benefits are available only $10 co-pay per visit. A deductible 40% co-insurance, after the medical
when services are delivered througha  does not apply. deductible has been met.

Designated Virtual Network Provider.
You can find a Designated Virtual
Network Provider by contacting us at
myuhc.com® or the telephone number
on your 1D 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

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

Your cost if you use
Network Benefits

Your cost if you use
Out-of-Network Benefits

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.
[f 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.

$20 co-pay per visit. A deductible
does not apply.

50% co-insurance. A deductible does
not apply.

You pay nothing. A deductible does
not apply.

50% co-insurance. A deductible does
not apply.

50% co-insurance. A deductible does
not apply.

50% co-insurance. A deductible does
not apply.

50% co-insurance. A deductible does
not apply.

50% co-insurance. A deductible does
not apply.

50% co-insurance. A deductible does
not apply.

You pay nothing for Low Vision

Testing. A deductible does not apply.

25% co-insurance for Low Vision

Therapy. A deductible does not apply.

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

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.

25% co-insurance for Low Vision
Testing, after the medical
deductible has been met.

25% co-insurance for Low Vision
Therapy, after the medical
deductible has been met.
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Your Costs

Covered Health Care Services Your cost if you use Your cost if you use
Network Benefits Out-of-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 | exam per year. $20 co-pay per visit. A deductible 40% co-insurance, after the medical
does not apply. deductible has been met.

Page 17 of 20



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:

VAWAB35B04V20
Item# Rev. Date
445-14495  1019_rev01 Base/Value POST/Sep/Emb/45975/2018
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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: hitps://ocrportal.hhs.gov/acr/portal/lobby jsf

Complaint forms are available at http://www.hhs.gov/ocr/office/filefindex.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 espaiiol (Spanish), hay servicios de asistencia de
idiomas, sin cargo, a su disposicion. Llame al mimero de teléfono gratuito que
aparece en su tarjeta de identificacién.

FEE  MIREBFI (Chinese) ' HPGRBHTRUEZSR
TEERFINERNBERBENG -

EBARIE - B

XIN LUU Y: Néu  quy Vi noi tumg Viét (Vlelnamese) quyv vi sé du'ac cung cap
dich vu tr¢ gitip vé ngén ngi¥ mién phi Vui long goi s6 dién thoai mién phi &
mit sau the hdi vién cua quy vi.

22l 3+ 0|(Korean)® AFRTIAIS 72 010] X| 2 MH[A8 SR 2 0|8
Sl = LT Hote| B FI=0f 7|XE P2 sl Hyuse 2
ol Al Al

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

BHIMMAHME: GecnmaTHele YCTYIH NEPER0AA JOCTYIIHEL I JHOAEH, 4
POAHOMN ALK ABTIAeTCR pycckom (Russiam). [TozeonuTe mo Secrizatrony
HOMepY TeneoHa, VKasaHHOMY Ha Bamreit HAeHRTHHKAIHMOHHOH KapTe.

ela Al Alialis duilaal) 450l srcbudl Sk 55 (Arabic) dauall Dus K 13 gl
Yyl Tms o e palt ol il 35 e JLay!

ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab benefisye
sevis ki gratis pou ede w nan lang pa w. Tanpri rele nimewo 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 méwisz po polskn (Polish), udostepmilismy darmowe ustugi
tlumacza. Prosimy zadzwonic pod bezptatny numer telefonu podany na karcie
identyfikacyine;.

ATENGAO: Se vocé fala portuguds (Portugnese), contate o servigo de
assisténcia de idiomas gratuito. Ligue gratuitamente para o nimero encontrado
no seu cartio de identificagio.

ATTENZIONE: in caso la lingua parlata sia I'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 Ihnen kostenlos
sprachliche Hilfsdienstleistungen zur Verfigung. Bitte rufen Sie die
gebiihrenfreie Rutnummer aut der Rickseite lhres Mitghiedsausweises an.

JEEEEIE - HA S (Japanese) T 5535188, BBOEEHTNEY —ER
(a_jéJJfL \r_r_t?i‘ﬂ“ AERPSITCEREBSNT LS 7)) —H 1Pl

oo bad LT e S8 ke 4 S dlael Dleas (i) (Farsi) e e o) &1 s i
21,580 S 13 18 b LS NS gL a8 8 il s Ll asly

o o 4t oy f§<) (Hinai) Sied 8, aﬂw‘mm Tairg, .
Guawglqiwauﬂ(uﬁﬂjuam w W

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 koj daim yuaj cim qhia tus kheej.

SomumiIigan: 15 H M S UNWMANLST
mmer)tmmﬁ‘é WiFs N TEN mﬁﬁﬁﬁm

BUN SEGNUTHAY
m‘t:‘:’giwﬂl?‘itmeﬁﬁﬁﬁtté
iZoutns tms—xﬁmrrn mmffnmuwﬁﬁw

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

Dil BAA'AKONINIZIN: Diné (Navajo) bizaad bee vanilti'go, saad bee
aka'anida’awo'igii, t'aa jiik'eh, bee nd'ahoét'’. T'da shoodi ninaaltsoos nitlizi bee
nééhozinigii bine'dée’ t'ad jiik'shgo béésh bee hane'i bikd'igii bee hodiilnih.
OGOW: Haddii aad ku hadasho Seomaali (Somali). adeegyada taageerada

luqadda, oo bilaash ah, ayaad heli kartaa. Fadlan wac lambarka telefonka khadka
bilaashka ee ku yaalla kaarkaaga aqoonsiga.
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'JJ UnitedHealthcare Benefit Summary

Outpatient Prescription Drug Products
Virginia Plan 827
Standard Drugs: 10/40/75 Specialty Drugs: 10/250/500

—

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 Deductible 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-Packet 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 $10 Not Applicable $20

Prescription
Drug Products

Tier 1 Specialty $10 $20 Not Covered***
Prescription
Drug Products

Tier 2 $40 Not Applicable $80
Prescription
Drug Products

Tier 2 Specialty $250 $500 Not Covered***
Prescription
Drug Products

Tier 3 $75 Not Applicable $150
Prescription
Drug Products

Tier 3 Specialty $500 $1000 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 Speciaity Network Pharmacy Co-insurance (up to 50% of the Prescription Drug Charge)
based on the applicable Tier.

*** Maximum Network Coverage for Specialty 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 fo 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
Network 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 exclusions apply. In addition see your PhaFmacy Amendment and SBN for additional exclusions and limitations that
may apply.

. rescription Drug Product that contains (an) active ingredient(s) available in an erapeutically 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 Benetfits tor 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
yr?ar. 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 calendargear, 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.

VAWPKAB82720
Item# Rev. Date
445-14569 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 Coardinator |Inited 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 toli-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/acr/portal/lobby jsf

Complaint forms are available at http://www.hhs.gov/ocr/officeffilefindex.htmi.
Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW
Roem 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 toli-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 espaiiol (Spanish), hay servicios de asistencia de
idiomas, sin cargo, a su disposicién. Llame al niimero de teléfono gratuito que
aparece en su tarjeta de identificacién.

FEE | WRITRP L (Chinese) + RIPRBHTIZEESZERE - B2
TEEFAINRNESBRENE -

XIN LUU Y: Néu quy vi ndi tiéng Viét (Vietnamese), quy vi s& duoc cung cép
dich vu trer gitip vé ngdn nglk mién phi. Vui long goi s6 dién thoai mién phi &
mat sau the hdi vién cua quy vi.

L& 5L 0{(Korean)E AF26IA| = Z 2 Qo] X| & MEAR S22 0|2
ot 5= UAFLICEL Yo MRS L0 7| XS 22 3| HaHz2 2
OlStuAlR.

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

BHIMAHLIE: 6ecrlaTHEIE YCTyTH MepeEoia AOCTYIIHEL A4 -THOaeH, Jeil
POAHOMH A3bIK jAB17€TCA pycckom (Russian). [ToseoruTe o SecritataoMy
HOMepy TeledoHa, YkazaHHOMY Ha Eameil HaeHTH(OHKALMOHHO KapTe.

ela U daite Lteall 4 e e lisal) Ciass s ((Arabic) dguadt Coatl i 1) i
Apemall 8 5me o 2l e Cailgh 35 e Sl

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

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 ustugi
tlumacza. Prosimy zadzwonic pod bezptatny numer telefonu podany na karcie
identyfikacyinej.

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

ATTENZIONE: in caso la lingua parlata sia I’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 Ihnen kostenlos
sprachliche Hilfsdienstleistungen zur Verfiigung. Bitte rufen Sie die
gebihrenfreie Rufnummer auf der Riickseite [hres Mitgliedsausweises an.

JFEZEIE . HEE(Japanese) I AN EIBES. BEOTEHFET —1F 2
%ﬁ%%ﬁgl}t_)giifﬂ‘i?‘o BRSBTS 7 =)L
BIE< T2,

e el DA e S8 e ey b dlaal Zless 20 (Farsi) Bl ol R as i
el sl i s LS S 2, s a8 R il s L Ll sty

o & 4 3 (Hindi) ST €, AT HT ary, - e
IUAK &1 HULT U UG U TR el eIa-1B1 B (ae IR bie i |
CEEB TOOM: Yog ko) 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 nvob rau
atawm koj daim yuaj cim ghia tus kheej.

Samumigan: 150 S A Sunwen
Khmen LUN S WA aNIENUI S S A H1G

AU S INUHMY _
AU SItdMISIIUEe N ™A SNID _
iR utn StSuuH g oI nNIUaH MY

PAKDAAR: Nu santaem ti Ilocano (Ilocano), ti serbisyo para ti baddang ti
lengguahe nga awanan bavadna, ket sidadaan para kenvam. Madawat nga
awagan it1 toll-free a numero ti telepono nga nakalista ayan iti identification card
mo.

anigs

Dif BAA'AKONINIZIN: Diné (Navajo) bizaad bee yénilti'go, saad bee
dka'anida’awo'igii, t'aa jiik'eh, bee nd'ahédr'y. T'aa shoodi ninaaltsoos nitlizi bee
nééhozinigii bine'deé’ 'dd jiik'shgo béésh bee hane'i bikd'igii bee hodiilnih.
OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada
lugadda, oo bilaash ah, ayaad heli kartaa. Fadlan wac lambarka telefonka khadka
bilaashka ee ku yaalla kaarkaaga agoonsiga.

Page 5 of 6



THIS PAGE INTENTIONALLY LEFT BLANK

s ey ————— L ———— ————

Page 6 of 6



Lot

AYOd

"[E319393 & INOY3IIM 9500y NOA I5i[erdads o1 235 ULd No

‘oN |

c1steoads
€ 995 01 [e113J31
€ pasu nof o(

"$321AT2S 133 NOA 230J2( T2pIA0Id 0K I
¥P3Y)) “(JI0M e St Yons) 3214138 SWOS 10§ I9pIAoid YIOMIDU-JO-IN0 Uk asn YT

35piaoid 103U oA dreme og ‘(Furpiq oueeq) sked teld mok ey pue aFieyd

S 39p1a0id oY1 UM 20UIIP Ay 10§ 39PIAGId v wolj [[1q © 2419923 3ySiw nok éapaoad
pue I9pIa6id JI0AI5U-J0-N0 UE asn ok 31 1souwr 3 Aed A nox HFoaisu SuEd "SIOPIAGIA YIOMIDT JO IS8T B 10§ OFLS-28L-008-1 JI0MIdU © Ish nok
a3 u1 19pracad e asn noA 31 ssaf fed [as no  §FomI90 Jopiaoad v sasn vefd siy [[€2 JO WO DYNOIWOI[2M MMM 393G 's9L | JT ss3] Aed nok im
"$921A138 10} uonezuoyneaid urelqo S|

W] | 01 21n[rey 103 sanfeuad pue 1400 1.usa0p Tefd siyp | 39300d-§o-1n0 3 ur

15350d-30-100 Y3 pIEMO] 3UN0D 1,u0p Ao ‘sasuadxa asay Aed nok yGnoys uaay |

3582 Yi[eay ‘sa3reyd BUI[Iq-2oULeq ‘Swnrwai] |

PSPNIOUT 10U ST 1By A\

19w U23q Sy W] 39Y00d-JO-INO0 A[Itie] [[BI2A0 Y} [HUN SIW| 1920d-J0-1N0
UMO J[2Y) 193w 01 dArY Ao “Teld sy ur sIoquuaw A[furej 1910 SAeY nok

J1 "S301A338 PI1A0D 10§ 7834 ¥ Ul Aed p[nod noA 1sow 2 sI I 19¥00d-O-IN0 Y,

Aqrureq
000°0¢$ / [EnPIAIPUT 000‘S 1§ SFOAISN-Jo-1no
e, 000°G 14 / TeNPIAIPUT (00S°L$ FTOMPN

éueld s soy

g 3wvpod-jo-no
Y stIeYM

"$301AI3S 21192ds JOJ SIqUINPIP 122W 01 JAEY 3 UOP NO &

‘oN

¢SDTAIIS OYIIads
10J S3[qNONPp
1210 213Y) 31y

"/ SIJAUA(-338I-DANUIAII /35LIIA0D /AOT DILII[EIY AL/
1e SIOIATDS SANUDASI P20 JO IsI] ¥ 23 *2[qRINPIP

oA 10w nof 21039q pue SUHEYS-1S0D INOWIA SIOTATSS SANTIASIA UT¥IIAD

12400 Te[d sip opdwexa 10,4 *Adde few 5uwmsUInD 10 1UsWARdOD  Ing unouwe

3[qEINPap Y3 3out 124 1,UdALY NOA JI UDAD $3D1AIDS PUE S]] SWOS SIIAOD

ueld sy,

"3[qUONPap IN04 123w NOA 210J2¢ PIIIAOD 3T
Aedod v yam som0Sa1ed pue 3185 SATUDASIJ 'S9 &

é31qnonpap

INoA 329w

no4 330J3q PIIdA0D
SIOTAIIS I} ATy

_ "o|qronpap

Arues [rexaao sy s199w sraquaw Afwes (e 4q pred sasuadxa 3{qnonpap jo unowe

[F303 Y3 [RUN D[RIT PAP [ENPIATPUT UMO J15Y1 199W IShu Jaquuiaur A[iwey yoes Tejd
) Uo s;quIBW Afruey 1130 2aey o 37 *Sed o1 suiBaq ueld s 21032q 1Unowe

s1opir0id wo1y $1500 517 Jo [e Aed 3snuwr nok Afessuany |

2[qnanpap ayz 01 dn

:s1ape N siyL Aym

783K JEPUAEd 19
Apureq
000%$ / TENPIAIPUT 000 C$ SHOMIN 3010

slamsuy

édquonpsp
[BISA0 31 ST ey M\

suoisanp

juepoduw]

T8> 30 A3esso[d-5qs /A0S areoyi[eay smm 12 AIESSO[) S MIJA UED NO & "AIESSO[C) U1 295 SULID]

‘23ueInsuiod Bujiq adueEq U
1sIA 38232400 Jo suna Napdwos iy jo
aq a (wnmuaaxd ays pafed)

"Adod € 15anba1 01€9CZ-/ 879981

PaUIESpUN 12430 Jo Topraoad ¢
NOUIE PIMO[E SE YO0 ‘SWLId] UOWILOD JO SUORIUYAP [E43U93 10, "0 LE-Z8L-008- | Sul[[ed £q JO WD OYNOIFWOIPM MMM
4dod © 138 01 10 9819403 0K INOQE UOREULIOUT S10W J0] *AYeuruns € ATUO I sry L, ‘Ajareredas papraord
uerd SIy2 JO 1500 9y} INOqE UORPUWIOUY (L ON "SIDIAIDS 21D I[B3Y PIIFA0D JOF 1S0D Y3 JILYS PInom

s[quonpap ‘uawiedod

uefd a1 pue nok moy nok smoys Hgs 3y 1, ‘ve[d yIfeay e 3sooyd nok djay s Juswmoop (9gs) 28esa40)) pue sigauag jo Arewrwing sy

SOd :edA] ueid | Aiwed/eakodwg 110y abeianos
leak uejd dnoib ua paseg :poliad abeiano)

128/ AYOS snid @210y TEIYIESH PN

S90IMISS PaIan0g) J04 Aed NOA JEUM B SISAOD Ueld SIY) 1eyp) :3Be1aA0Y) pue spyeuag o Arewwifig



L3og

“PIMO[TE JO 0/,)G 01 $IINP3IT
1JIUS( 10 SAOMISN[-JO-IN0 10} parmbaz TONEZHOINESI]

HUGNHSmCmOU

%0 Tendsoy

¢ SOUEINSUIOD 9/,()

" IDTUEINSUTOD 0/,()7

* DUBINSUIOD

%0C ‘TewdsoH

“J[qRINPIP [[B3240 31 | 20O /Butpuels | 20130 /Surpuelg (SN _
03 soud sardde SABONPp adusmNd0 39d paseg-rendsor] 0czs 221 921, ‘sueds 1 Hd/1D) Suidewy |
~2oUEINSUI0D T 50UEINSUI00
%,0F ‘endsoy %0¢ [eidsoy 7
983y ON - q¥] JFOMIFN] PRBUSISA(] | € IIUEINSTIOD 0/4()fy | * ISTEISTIOD 0/5()7 |
.E\m/o:& JO o\com 0]l muuzmuu.ﬁ U:'«UEUQ 10 mDU«EOw HDU—MEO\MWCNWCNUG _ HDU@mO\wQM—UQNum AV—MOB |
Ure1193 J0j JAOMIIN[-§0-1N0 I0j paimbaz Tonezmopnesr] . 921 | 231 | poo[q ‘Aei-x) ST SUSOUTLI(] | 1591 € dAey nok J]

303 Ked 18 Te[d ok 3eym 3ooyD USY [, ‘9ARULAId | _

3T€ PIPa9U $90[AI3S AP J1 13piacad snok ysy -aanguaaaid uo
1,Ud1E 1813 $201A13 30J Aed 01 aaey Aew noX ‘ME[ WI0JAI -peziunww /SUTu93138 /378D |
21D Yi[eay Y3 U pagioads $901A19s (a[EaY 2a0UdA2Id sopnpul | 35UEIMSTIOD o/, 0 a8reyD) ON _ SANUSAIIJ *
_ Ardde 10u soop | _

'41281ms 32 41dde Letn 350€MSUIOS 10 “SA[qRINPap Shedod
[eUOLITPPE JISTA 91§30 O} UOBIPPE UI SIDTAIIS JAT9IT NOA Jf

3[qPoUP3p UsIA

1od Kedod g |

vista 3sier>adg

"A7981ms *5°9 A[dde Aew 95UBINSUIOD J0 ‘$a[qRONpap SAedod
[EUORIPPE JISIA 30LJO 03 UOLHPPE UI SIIAJIS 9419393 nof JT

*A1dde 10u s30p [qRINPAP TIPIAOIT YIOATIN] [CRIIIA
pareudisa( v Aq wrsia 3ad Aedod (1§ - (Qeaya[R]) SUSIA I

uoijeunioyu|

Juepodwy JaY30 @ ‘suondasxy ‘suonejiwi]

35URINSUIOD 0/, |

IJUTINSTIOD 9/, ()

(ysow
ayj Aed jim
noA) i1apiroid

}I0M}aN-J0-1N0

A1dde 10u saop
S[qHEATPap Usia
12d Xedod (¢
(3se9)
ay} Aed jpm
noA) Japinoad
YIOM}3N

Ked IIIM noA Jeym

[ o1uT JO

aomgo s xopraoid
1. JoPI

3zed YIeay
B 11SIA NOA JT

ssaupyr 30 Lnfur
UE 1221) 03 JISTA 378D Arewnt

pasN Aely NOA S921AI9S  JUBAT |e2IpON

uowwoy

‘sonidde S[qRINPAP © J1 19w Usaq SeY IGHO

P3P MOA J9)JE 218 IEYD S} UT UMOYS $IS0D IDUEINSUT0D put JuswAedod [y 4




Ljog

UOTIUIIE [EDIPIWI |

*3[QEONPIP [[EI2A0 eIpIaWIIL
a3 01 zourd sardde S[EIAPP 20ua1INd00 32d £>uddrowy (67§ | IITTIMSTIOS 047 | IITEISUIOS 0/,)7 3183 WOOT AdUS3IoUry] pasu noA J1
JUON] | 9DUEInSUIOD 04,()f, | 90UEIMSTIOD 0400 $99] u0agIns /uedIsAyg __
SOUBITSUTOD 3oUTITSUT0D
S[qHINPIP [[e4240 Y1 %0F ‘Tendsoy %0¢ ‘Tendsoy
o1 zo1d sardde 3[qEoNPap 20u23n200 39d paseq-fendsop] (sz$ ¢ 3OUEITSUTOD 25UBINSTIOD
"PAMO][E JO 0/,(G 01 SIINPII IIJAUI] J0 JFOMIIN-JO-IN0 0,0t 391U 04,07 FAIUI)) (393u2d £19310s | A¥a3ms yuapedino
40§ $DTASIS UTELS2D Joy pasmbas Topezoqimeas] | 3mg Asoremqury | Smg Asoremqury | Lrojemnque “8+9) 295 Lnoe,] | aaey noA J1
"9358y7) ON 1 P21oA0d 248 $2AdI0ESIUOD | JI1], PUE SUODEIPIW _
aanuaaa1d urenna)) 'pardde oq Aewr 35uEINSTIOD 10/pue suopdQ 150)-Y3IH
Xedod arqeordde Aue 01 uopippe U s3Ip UsaMIIq 20UIFFIP s1qeonddy 10N sqearddy 10N _ [EHOIIPPA st
1502 3y “SnIp JusrEAmb) A[[Eartuayd € sey nip pasuadsip € 31 Kedon 005§ -
"P252A02 21E SFnp [1e 10N Ted e SanICT AIead]
anof £q pa12402 S3NIP UO UONBWIOJUY J0F PAISI] MSIIM Y1 39§ Tedod gk oo
"s8nap paquosaxd ureirad S AEDAAS | 01§ HOPIO-TEN
303 3[qe[reat Surdq £orod moL sapun sigauaq o1 sord (s)3nap Zedod /g | Tedod ¢/ ¢
1502-49m0J B 3sn 01 pannbai 2q Aew no§ 1503 JoySy € Ul IMSI qresoy A[dde j0u | peay -Adde Jou wondQ
Aew 10 JuswaImMbar UonezIoyINEaid v oaey few sSrup ureran) $20p S[qUAUPI(] |  $20p S[qUANPA(] 1507)-28urIpIpy MOX - ¢ 1],
‘sn Aq pareudisop Loewreyd v E«wﬁ sdnap . Nwdo|.u T .
AIeads urelzod Surpnppur ‘snIp UrELIRd UIZIqO 03 Padu ABW NO i
et el IFaput P-uie 1£1q0 01 p .o_zﬁw S fperady
paisy yrw] Aiddans Lep oy 01 dn 3opro wondmosoxd 1od spAedoy | w«m.ﬁ.u.ulommw iedlos _
7 4211, a[qearidde ay1 uo paseq wwaﬂ‘nﬁ?_udrmw 08% uoﬁm HHO-:SZ .
(a81eyD) BnI wondIdsaig 2yl Jo 040¢ 01 dn) sourINSUIOd YL | .M mMu ov$ ! .M mMu 0v$ d _ WO IYNoIawWodPm
10 Ledory fovuneyy yromoN Aiferdodg porojorg oy sown z sp|  LEIY A[CAE 10U ([IE19Y "A[ddE J0U BRIE0) ‘MMM TE J[QE[TEAR
; : -o3ues INOA -7 Jar :
fedor) :foewreyy spomdN Lenadg passgerg-uoN ‘Aovwseyg | S2OP 219B2MPI( | S0P A[qEINPI(J | 1S0D-90UEIPIA INOA - 7 I9IL S 3519400 FnIp
yromdN Lierdadg pasiajoid € 10§ ST UMOYS IS0 JNO X 4x Kedod 1§ : vondmosaid moqe |
JUNOUTE POAO[[E wxsani(y Aenady UONEWIOJUT JI0IN
241 1240 Junowt Aue 10§ d[qisuodsar aq Aew nof ‘(Aoewreyd Kedod 1§ Kedod
2pio [rew e Suppnpur) fovwieyd YIOMBIN-J0-1n0 ue asn | SSAICTAIESAS | 07¢ HOPLO-TEAL UOPIPU0D
noA 31 "Aoewiey ] YIOMIDN [119Yy AB(] ()6 P2139391 ]y 10 A[ddns Aedod 14 Aedod 1¢ 30 SSOUJYL
&ep (6 & 01 dn syropaQy-regy “Addns Lep j¢ v o1dn qreavy | presy -£dde 10U :rre1oy 'A1dde jou uond() oA 1esn o)
'uon23s sip o sasodind o5 £oewnreyd suvows IIPIAGE] | S0P S[qEONPI( |  SI0P S[QUINPI(] |  ISOD-1SIMOT INOL - [ AL, sStup posu nok jy |

uofjew.oju|
juepodwy Joy3Q B ‘suondasxy ‘suoneywi

(ysow
ay) Aed jim
noA) J1apinoid
310M}3N-jO-INQ

(3sea)
ay) Aed |im
noA) iapinoid
Y1OM}SN

Ked |IIM noA 1eym

pasN Aepy noA sadlAIeg

JuaAgz |edlpaiy
uowiwo?y



Lioy

"panwi[u() DEpIE) pue Areuowmd SusiA (¢ yraedg paurquiod
SHSIA (¢ :[euonedndd( pue [esrsAy g 1eaf repuspes 1ad sywry

2JUEINSTIOD 0/ ()

Ardde jou
$90p I[QAAP3P
1814 juopedino

3ad Zedod (¢

S3JTATSS GONEN[Iqeqay

“PIMO[E JO 0/,)G 01 SIONP3I
1J2Udq 10 JIOMIIN-j0-1n0 10] parmboi TonezmoyInesr]

189K sepuared 1ad sHSIA () OF P

OUTIMSTIOD 0/,

IJUBIASTUIOD /()¢

STe0 [Iesq Swoy |

Spa3u yIfesy
Teroads sapo

aAey 10 SUIIIA0091

dyay pasau nof jy

"PIMO[TE 3O %05
01 $2ONP3I JJ2UIQ IO (SINOY 9 :UONIIG-T)) SINOY §f SPIIIXD

Ke3s 31 JIOATIN-J0-1no 303 A[dde Toneznoyinesid juoneduy

SOUBINSUIOD 9,0

DTEBINSUIOD 0/,()7

SIO1AFIS
Limoey £32a110p /PNqpPQIYD

(‘punosenin 971) DES Y1 UT AIYMIS[D

$IITATIS [eUOISSIF0Id

PAqHISIP $IDTASIS PUE $1591 IPNIUT el 2582 AIUINEJA | IFUEINSUIOD 0/,()f | IOTEIMSTIOD 0/,()7 As2A19p /y1519PIY D)
‘Ajdde Aews . |
DUBIMSUIOD JO “SA[quonpap JuswAedod e “251a39s jo ad&) a3 wo
Juipuada(] $351A155 3AHU5A53d 105 A[dde 10u soop FUEEYS 1507 | IITEINSTIOD 04 2818y ON S)ISIA 230

weudaid
33e noA J1

"PIMO[[E JO 0/,()G 01 SIONP3I
1J2U3q 10 JIDAISN-}O-1n0 30} pasmbos TonezuoynEary

DULINSTIOD 0/,

SDOUBIASUIOD 0/,()7

$201A39s Juaneduy

"PAMO[[E JC 0/4,(G OF SIIMPII 1]JoUaq JO JIOMISN-JO-INO
J0J $IDIAIDS UTENIID J0F parmbos Tonezmoymesig

FIUCISTUION 0/,()7

A1dde 10u soop
9[qE2Tpap YsiA

SD1AIIS Isnqe
32UeISqNS JO

“Pesy [esoraeyaq

‘Uyireay reaudus _

ausunean juanedino sasusiul/ wonezifeiidsoy [ensed JIOMIDN | SOTEIASTION 0/ 32d Zedod ¢ $31A39s Juaneding paau oA J1
QUON | I5UBINSUIOD /() | I0UBINSUIOD 040y | $39} U0I3INS /UEISAY ]
"PIMOI[E JO 9/,()G O SIONP3 _ (woos Keys rendsoy

3Jauaq 10 JIOAIIN-JO-IN0 J03F pasmbox ToFezIOqINEarg

SOUEIASUTOD /()

JITEINSTTOD 0/,()C _

[exdsoy “8+3) 293 Lo

e dAeY noA J1

"£338ms 85 A[dde Aews S5uEINSTIOS 30 SA[qUINPP Shedod

Ardde jou soop .
3[qrINPap WsiA

[EUOTIPPE JISIA 932 JUSSIN 0} UORIPPE UT SIITAIIS 0A[99F nok JT | 35URINSTIOD 0/, 7od £edod (¢ 3185 1U03I[)
. Tonenodsuen
SUON] | IDUEISTIOD 0,7 | IIUVEINSUIOD 0/,()7 [ESTpawr A5SUS5I5wg]

(3sow
ayj Aed |im

(1se9)
ay} Aed |pm

uoljewlsoju) NoA) 1apiaoid

}I0M}aN-40-IN0

noA) Japinouad
YIOM)aN

juenoduw| 19Yy3Q ¥ ‘suopdasxy ‘suogepwi

paaN Ae|y NOA S921A19S  JUBAJ [edIpo|

Ked 1M noA jeym uowuwod




L3og

'S’ Y3 2PISINO SUIRAET]

Swesdord ssOTIYToN, e 318)) JOO] SUPNOY e  UIYM 252D ADUITIDWI-UON] e 2180 WIT-3UOT e

JuouEa1], ANWIIJUL e OmPpYy) 248D [LIUI( A523img o1owso) A393mg oereyg e ampundnoy e
("saorazas |
PAPI[OX3 19410 AUE Jo IS[| B pUE UOIEUIIOFUT 330w Jof Judumoop uefd Jo £orjod mok y25y)) 19400 T ON SI0(] Af[esduan) Gelq 1o A SIIAIDS |

1SIDIAIIG PIIIA0Y) IYI() 2R SIJIATIG PIpUPIXT

'SYIUOW 7| £3d SOWN ¢ PIISAOD SSUTULI]) | SDUEINSTIO) 0f() |  9OUBITSUIOD 0/,() dn-329y2 [e1U9p S U2AppY D)
Ardde jou
$30p 3[qUITPp
‘sqpuow g 41943 Jred U | IITEINSUIOD 0/,()G | “SIVEITSTIOD 0/,()G S9sSE[3 S U2IP[IYD)
Ardde 10U soop
S[qIONPap YUsia 310 943 10 TEIUIp
‘SyIuoWw 71 1940 Wexd duQ) | IOUEBINSUIOD 0/,()C 32d Kedod (¢ wexd 249 suAIPYD) | SPI2uU PIYd oA JI
PaAO[IE 3O 0409
03 $32NP33 3Y2uaq 3o Afoe3 201dsoy € ur Leig 1uspeduy ue 103
UOISSTWIPE 93039q JFOMISN[-JO-1N0 103 paimbol GONTZIIOMINEST] | SOUEIISUIOD 0/()p, |  SOUEINSTIOD 0/,)7 SOOTATSS IOIASO]

"98843A0D OU 10 () 1§ F240 1uswdmba

[ed1paw J[qein(] JFOAISN-}0-Ino 10] paimbaz UONEZIIOYINESI ] | IOUBINSUIOD 0/ ()fy | IOUBITISUIOD 0/,()7
"PRMO[[E JO 0/,()G O3 SIINPaJ

1Jauaq 30 JIOAION[-J0O-IN0 30j pasmbos TONLZIOYINEIT]

* (uoneinqeyay 1uanedur YIm pauiquios)

3eak yepuares sad sfep ()] 03 Py st SursInu pa[R{g |  SOUTIASTIOD 0/ | SITEINSTIOS o/,()7 315 BUISIOU PI[HS __
"PAMO[[E JO 04,()C 01 1GIUIq 10 ,
$91A538 JudnEdUl TFOATIN-JO-1N0 J0j pasnbas TOMEZIOINEII] £(dde 10U
‘AJuo sad1a39s uapedino 105 sadde areys 3507 s20p J[qEINPaP
'SUSIA (¢ :yd22dg ‘paulquind 91sia 1uopedino
systa (g :reuonednoo() pue [earsdy 3ead sepuales sod siwr | 330EIMSTIOD o/ 1od Kedod (¢ SIOTATSS GONwIIqe]

(3sow (1ses|
ayj Aed |im ayj Aed jim
uoljew.oju| NOA) 1apinold noA) 1apiaold

juepodwy 19y31Q ¥ ‘suoiydasxy ‘suorepwi ¥J1OM}3N-40-3NQ }IOMIaN

pasaN Ae|y NoA S991AI8S  JUBAT |eDIPON
Aed [i1M NOA Jeym uowuwoy




L3Io9

UOLIAT JX9U 241 865 UOLDNIIS [PIPom )qurs v 4of 51507 45000 JqTin upyd siqq moq Jo sa1qutvxca 935 0 ]
"0FLE-T8L-008-1 ,2u[oY 03Hnmy ‘OJulsiuiu [omyo e exIys 03ys aul] ‘(e oleaeN

OPLETBL008 1 GHEN UL “UHGIC i 3y O i) 9soury)
"0FLE-28L-008-1 s Semewm Jo[ede T, vs Suom Jue ofumu ueduerey Suny| :(Bopede) Sopede

"0 LE-T8L-008- 1 [& dwref[ ourdsy] ua BUASISE JoUQO e :(jourdsy) ysiuedg
1S901A39G $5320Y aFenFue]

2oe[diayIejy oy y3nomy ved v 303 Aed nok djay o1 P15 KeT WnrwsId © 103 9[qidie 2q Aew noA SPIEPUEIS aN[eA WHTIGIY SU1 199w 1,us20p Te[d oA jj
‘SO ¢SpIEpuUEIS INjep Wwnwrulpy 199w ueld syl sdo(q

‘qiuow u.ﬂﬂ_u .ﬂOm O.wm.._ukwou £u [E2Y Ubﬁﬂ noA eyl HEUEU.H.HDTU‘H ol rEO.«..;_
uopdwaxs ue 503 {ienb no ssaqun usmias xe1 Mo o[y nok uoym juowked v oewr 03 daey [[nOA ‘Yuow € 103 FTEISA07) [ENUISSH WHLITUTA %Y 1,u0p nok j]
‘$9X ¢33e19A0)) [enuassy wnwiurp apraoxd uerd sup sao(y

"10q/A0F BIUITHADIS MMM 10 ()9G9-([ ¢/ /8- T¢ 9dULINSU] JO nEAIG BIUIGHA oY 1O WI0§2IY3[eaY /25D /A0T [OP MMM
10 (7L2€) VSIH-PFi-998-1 18 uoneasiuiupy A1mdag siyauag sa£o[dws] oY S0 ¢ OpLc-78/-008-] HITIUOD 90UBISISSE JO DI1OU Sl
's148u anof noqe voneunojur 10w 10,1 ‘ue[d ML 01 uOSEIL KUt 10§ IDUBAIIS B 10 ‘Teadde “wiep e anuqns 01 vonrunoyur Aa[dwos apiaoid osfe sudWNIOP

ued In0X WEZP [E2PaW 1EYD 10] DAII2] [[I4 NOA s1jauaq jo uoneue[dxa 2y3 38 J0o[ ‘sIydu nok moqe uonrwIojul 210w 10,] ‘Teadde 10 I5ULAIIS € pae2
st jurepdwod sy T, “Wiep € jo [eruap v Joj Ged mok 1surede jurejdwod v aaey nok 31 dppy ued 1wy sauade oxe 210y, :s1ySry speaddy pue 3oueAdnn) Jn0x

"96SZ-81€-008- 1 [[€2 30 AOTIIR)YI[LIF ‘Ama sTA DIT[dISIB]Y 213 INoqe UONEWIOJUT 930W JOJ *JE[dIdyIE]\ ddUBINSU]

YeaH 2y y3nosys 28es240d sourimsul [enpiaipul Suidng Surpnppur ‘oo1 nok o1 sjqepear aq Aew suondo 28esoa0o PYO  0FLE-T8L-008-] T¢ Sh 1DBIUOD

os[e Aew NO A "uopeasiuUpy A11ndag siyauagy aaso[dwry ‘10qer] Jo uswireda( "S() Y1 J0J WI0JAIYI[EIY /SO /AOT [OP MMM FO ZLZE-FPH-998-1 :S1 sopuade
9S0Y] IO} UOREWIOFUT JD¥IVOI 2T, "SPUD If 1913 9FeI9A00 MOL INUNUOD 01 1uEs o4 J1 d[oy Ued Jey) sapudFe ore 219y [, :98€32A07) 2nUNUOY) 01 SIYSNY IN0X

Sjiuow ¢ /uwiexa JE2A TEPUED /SIISIA 122X 1EPUI[Ed Jeak Iepualed Jad
[-@GMPpYV) 23e0 242 sunnoy e ¢ - Buisinn fingg o1eAI o /00GC$-SPIy Suliesrf e  susia O¢-ored ondeadoiyy) e

(huswmdop uefd 1ok 33s ase3[q *151] 233[dwW0d B 3,UST SIY T, *SIJTAIIS 353y} 03 Ajdde Aew SUONIEINWUTT) SIOTAIIG PIIIA0Y) IYIQ)




$901A338 PI2A0D HTJINVXH 25Ul JO $1502 210 Y1 J0] 2[qisuodsar aq pnom Te[d sy,

LIoL

0065 st Aed p[iom 1y [¢301 94 L

08 SUOTSN[OX2 JO ST
paiaaes 1,ust Jog ]

001$% 2DUEINSUION)

0018 syuowidedon)

00.LS sI[quonpag

JUUDIS 1507)

:Aed pinom erpy ‘srdurexs s uy

006°1$ | 1500 ojdwexy [eI0

(Kdvaaqy frostyd) sad1A39s UONEIIEYDY

(sagoar43) 7uowidmbs [eorpawr os[qeing

({24-x5) 1591 dnsouGer(]

(sayyddns jpapomu Sugpmponz) axed woox LousSrows
S L

SID1ATOS SOPNIUI UAAD TTJINVXH SIYL

%0T 9DUEBINSUIOD YN =
%02 SoueInsuiod (Arroe)) 1e1rdsoy] m

or$ wowiedos isieadg m
0S8 SIqnonpap [esaso suvid UL m

_#:N .:vf._./ Ll 3
ainjoel4 ajdwig s.eip

0¢S1$ st Aed pnom sof 1e101 3y T, _
0c$ SUOIST[DX2 IO SITWI| 068°C$ st Aed pmom o [e101 9y 1,
padanos 1 ust jog M 09¢% SUOISN[IX2 JO S
08 SoUEIMSUIOT patano) 1,ust 1]
00Z°1$ syuowdedon) 001°C$ 2dURINSUIOT)
00¢$ $a[quONpa(] 0¢$ siuowfedon
SULDYS' 1507) 00L$ S9[quONpa(]
:Aed pnom sof ‘ordurexa smp U SULDYS 1507)
007°L8 _ 3507 S[dWEXH [E10]. :Aed pinom 8a ‘ordwexs sy ug
008Z1$ _ 1507 aydwexy [eI0 L,

(4ag0m 2500173) yuamudmbo [eotpow arqean(y

s8nip uvondussaig

(340m pooyq) s1s91 onsouder(y

(norgpanps ssvasty

Supnpuz) susia aojo ueprsAyd ores  Arewnrg
Sa Ul

SIJ[AIIS SIPNIUT U TTJAVXHT STL

%0C 3JUBINSUIOD IYIO) w
%407 JdueInsuiod (Aqoey) [endsoy m

or$ yuswAedod Ismeads w
0SL$ d[quONpaIp [esoso sued 3y, m

uod ?
.tv 2A¥D zﬁbC»C_ .u_._.
sajaqelq
¢ 9dA) s,aor Buibeuepy

JO 1824 )

(v1saqisaur) Nsia 1sienadg

(40a poojq puv spunosvign) $1891 dNSOUTeEIC]
$901A19G A31e] £I0ACT/YIqpIIYD)

$IJIAIAG [BUOISSJOIJ AI2AT(T/PIPIYD

(2403 po1vua4d) SHSIA 201330 18TEIDadG

S Ul

SOOIAIDS  SIPNOUT UM HIJIWVXH SMLL

9402 9JUBINSUIOD 1N m
%0T ssueInsurod (LAoey) 1e1rdsor] m

ov$ 1wawiedos jsgernadg w
0SL $ J[qUONPIP [fesd40 s,ue[d oYL, w

—x:&:\U _ NrOMIU-UIT Jo f,_._:::: m{

Aqeg e BuiaeH si bad

98219400 A[UO-J[9s UO Paseq 21 s3[duwiexa 3FLIDA0D 259U 210U 58I ] ‘SUL[A L[EaY 1UIHHIP Jopun Ked 1ySiw noA $3s00

30 voniod aya aredwod 01 vonEwIOFUT SIYI 3s() “Tejd AU IDPUN SIFIATSS PIPAIRD puY (FDUTINSUIOD pue sigawiiedod Sapquanpap) siunowe
SULIETS 3500 3y3 UO SN0 *$30)0%) Jay10 Auew pue ©F1eyd TTIpTAoId nok saoud 2y 9AR27 NOA 93ed [eruse oy uo Su puadap 1uar05yIp
3 [[IA\ SISO [B0IDE ANO A 318 [E2(PIW 19400 1y Tefd siya moy Jo sajduwexa 3snl 21e UAMOYS SIUSUNES1], "JOIEWHSS 1S0D € 30U ST SIY,

:sopdurexsy a8erar07) 9say) moqy



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: Toli-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 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).

FER . MRMERAPIL (Chinese) , RIRBRABRHUTS HERE. BRITAGEFARRRE
(Summary of Benefits and Coverage, SBC) RIFFFI#Y & {4 B BIEIR TS,

XIN LUU Y: Néu quy vi néi tiéng Viét (Vietnamese), quy vi s€ dugc cung cép dich vu trg gitp vé
ngon ngit mién phi. Vui long goi s6 dién thoai mién phi ghi trong ban Tém lwoc vé quyén loi va dai tho
bdo hiém (Summary of Benefits and Coverage, SBC) nay.

Yl BT 0{(Korean)E AL E3IA|= FL Qo] X MEIAE FRZ O|&5HA £ l&Lch 2
5=t Al 23 2 OF A{(Summary of Benefits and Coverage, SBC)O| ZIME FE2HSIHE 2
aige SNPN =N

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).

BHMMAHHE: 6ecnnaTHele yonyry neperoya KOCTYMHLI JUIA NIOACH, Yeil poMHOil I3BIK ABIAETCS
pyccicom (Russian). [TospoHuTe o 6ecruraTHOMy HOMepY Tesle(loHa, yKazaHHoMY B JaxwuoM «063ope
neroT u mokprITusy» (Summary of Benefits and Coverage, SBC).

g ol laall Gl o8 5 Jaa¥1 a i ol Aatie Tyl il Sambosell ciladt o3 ¢(Arabic) Auell st <€ 1Y s
M3 (Summary of Benefits and Coverage: SBC) dabxill g Wl 3ol (ol Jaly

ATANSYON: Si w pale Kreyol 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 [e numéro sans frais figurant dans ce Sommaire des prestations et de la
couverture (Summary of Benefits and Coverage, SBC).

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

ATENGAO: Se vocé fala portugués (Portuguese), contate o servi¢o de assisténcia de idiomas gratuito.
Ligue para o niimerco 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 e della

Copertura (Summary of Benefits and Coverage, SBC).



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

PR AKE (Japanese) ¥ HENBHE. EHOSEXEY— A ZFRVEETET.
A THRER LU OBE] (Summary of Benefits and Coverage, SBC) ISR & T3 7 J—
A XM TRERFELEZ Y,

Qlf._x_lJ ﬁa_,\.m.’.‘:l__vm ~uihy oo Lad lgal _).:L‘Jli:__\_) osb 4 U dlaal cdeas el (Farsi) Ty LU TR Kldag
A 80 il (Summary of Benefits and Coverage: SBC) uliis 34 s 4adla ol 3025 83

e & A 3T B (Hindi) o §, 37961 AT TEaT JaT, Reew 3ue §1
3 FIAST (Summary of Benefits and Coverage, SBC) & 3 AL F M FHiag cler HI FaT
9T Hrel H|

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.

Samusnigal: WdsyssSunwenaniar (Khmer) wnsSgwusmanisnwstsdaly Sensancgs
wugnigishuassionly RumsASISIoh woSagunsunss Samhusim (Summary of
Benefits and Coverage, SBC) 1=:9

PAKDAAR: Nu saritaem ti Illocano (Elocano), 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 yénilti'go, saad bee aka'anida'awo'igii, t'44 jiik'eh,
bee nd'ahd6tt'. T'éa shoodi Naaltsoos Bee 'Aa'dhayani d6o Bee 'Ak'¢'asti’ Bee Baa Hane' (Sununary 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).



