BluePreferred PPO Gold 1000 Summary of Benefits

Non-Integrated Deductible

In-Network You Pay' Out-of-Network You Pay’

Visit www.carefirst.com/doctor to locate providers and facilities

FIRSTHELP—24/7 NURSE ADVICE LINE

Free advice from a registered nurse.
Visit www.carefirst.com/needcare to learn
more about your options for care.

WELLNESS PROGRAM & BLUE REWARDS

Visit www.carefirst.com/sharecare for more
information.

Individual/Family

Individual/Family

When your doctor is not available, call FirstHelp at 800-535-9700 to speak with a
registered nurse about your health questions and treatment options.

You have access to a comprehensive wellness program as part of your medical plan.
You also have Blue Rewards, an incentive program where you can get rewarded for

completing certain activities.

ANNUAL MEDICAL DEDUCTIBLE (Benefit Period)*?
‘ $1,000 Individual/$2,000 Family (separate) | $2,000 Individual/$4,000 Family (separate)
ANNUAL OUT-OF-POCKET MAXIMUM (Benefit Period)***

$4,000 Individual/$8,000 Family (separate)

$8,000 Individual/$16,000 Family
(separate)

PCP AND SPECIALIST SERVICES

FACILITY CHARGE®—In addition to the physician
copays/coinsurances listed below, if a service
is rendered on a hospital campus, ADD facility
charge if applicable (also applies to Artificial
Insemination and In Vitro Fertilization on page
2)

Deductible, then $50 per visit

PREVENTIVE SERVICES

Well-Child Care No charge* No charge*

(including exams & immunizations)

Adult Physical Examination (including routine | No charge* No charge* after deductible
GYN visit)

Breast Cancer Screening No charge* No charge*

Pap Test No charge* No charge*

Prostate Cancer Screening No charge* No charge* after deductible
Colorectal Cancer Screening No charge* No charge* after deductible

Deductible, then $150 per visit

Office Visits for Illness—PCP%’ $15 per visit Deductible, then $50 per visit
Office Visits for lllness—Specialist®’ $30 per visit Deductible, then $50 per visit
Allergy Testing® $30 per visit Deductible, then $50 per visit
Allergy Shots® $30 per visit Deductible, then $50 per visit
Physical, Speech, and Occupational Therapy® | $30 per visit Deductible, then $50 per visit
Chiropractic® $30 per visit Deductible, then $50 per visit

Acupuncture®
IMMEDIATE AND EMERGENCY SERVICES

Not covered

Not covered

(such as Patient First or ExpressCare)

Convenience Care (retail health clinics such as | $15 per visit Deductible, then $50 per visit
CVS MinuteClinic or Walgreens Healthcare

Clinic)

Urgent Care Center?® $50 per visit $50 per visit

Hospital Emergency Room Services?
m Facility

® Physician

Deductible, then $250 per visit (waived if
admitted)

Deductible, then $30 per visit

In-network deductible, then $250 per visit
(waived if admitted)

In-network deductible, then $30 per visit

Ambulance (if medically necessary)®

Deductible, then $30 per service

In-network deductible, then $30 per
service
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BluePreferred PPO Gold 1000 Summary of Benefits

In-Network You Pay’ Out-of-Network You Pay’

DIAGNOSTIC SERVICES

Labs

m Non-Hospital/Freestanding Facility
= Hospital

X-ray

= Non-Hospital/Freestanding Facility
m Hospital

Imaging

m Non-Hospital/Freestanding Facility
= Hospital

$15 per visit
Deductible, then $30 per visit

$30 per visit
Deductible, then $60 per visit

$200 per visit
Deductible, then $400 per visit

Deductible, then $65 per visit
Deductible, then $110 per visit

Deductible, then $80 per visit
Deductible, then $110 per visit

Deductible, then $250 per visit
Deductible, then $450 per visit

SURGERY AND HOSPITALIZATION—(Members are responsible for both physician and facility fees)

Outpatient Surgery (Non-Hospital)

® Facility

® Physician

Outpatient Surgery (Hospital)

m Facility

m Physician

Inpatient Surgery and Hospital Services
= Facility

® Physician

HOSPITAL ALTERNATIVES

Home Health Care
(limited to 90 visits per episode of care)

Hospice

(Inpatient—limited to 60 days per hospice
eligibility period; Outpatient—limited to 180

day hospice eligibility period)

Skilled Nursing Facility
(limited to 60 days/benefit period)

MATERNITY

Preventive Prenatal and Postnatal Office Visits

Delivery and Facility Services
Artificial and Intrauterine Insemination®®
In Vitro Fertilization Procedures®®

$200 per visit
$30 per visit

Deductible, then $300 per visit
Deductible, then $30 per visit

Deductible, then $400 per admission
Deductible, then $30 per visit

No charge*

No charge*

Deductible, then $30 per admission

No charge*
Deductible, then $400 per admission
Not covered
Not covered

Deductible, then $300 per visit
Deductible, then $50 per visit

Deductible, then $400 per visit
Deductible, then $50 per visit

Deductible, then $500 per admission
Deductible, then $50 per visit

Deductible, then $50 per visit

Deductible, then $50 per visit

Deductible, then $50 per admission

Deductible, then $50 per visit
Deductible, then $500 per admission
Not covered

Not covered

MENTAL HEALTH AND SUBSTANCE USE DISORDER—(Members are responsible for both physician and facility fees)

Office Visits

Outpatient Services

® Facility

® Physician

Inpatient Services

m Facility

m Physician

MEDICAL DEVICES AND SUPPLIES
Durable Medical Equipment
Hearing Aids

$15 per visit

$50 per visit
$30 per visit

Deductible, then $400 per admission
Deductible, then $30 per visit

Deductible, then 25% of Allowed Benefit
Not covered
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Deductible, then $50 per visit

Deductible, then $50 per visit
Deductible, then $50 per visit

Deductible, then $500 per admission
Deductible, then $50 per visit

Deductible, then 45% of Allowed Benefit
Not covered



BluePreferred PPO Gold 1000 Summary of Benefits

In-Network You Pay’ Out-of-Network You Pay’

PRESCRIPTION DRUGS""

Formulary List Visit www.carefirst.com/acarx to locate Formulary List
Annual Prescription Drug Deductible $250 per person (waived for generic drugs)
Preventive Drugs No charge*

Oral Chemo Drugs and Diabetic Supplies No charge*

Generic Drugs 30-day supply $10; 90-day supply $20 (maintenance drugs only)
Preferred Brand Drugs'? 30-day supply Deductible, then $45;

90-day supply Deductible, then $90 (maintenance drugs only)

Non-preferred Brand Drugs' 30-day supply Deductible, then $65;
90-day supply Deductible, then $130 (maintenance drugs only)

Preferred Specialty Drugs (must be filled 30-day supply Deductible, then 50% up to $100 maximum;
through Exclusive Specialty Pharmacy Network) | 90-day supply Deductible, then 50% up to $200 maximum (maintenance drugs only)

Non-Preferred Specialty Drugs (must be filled 30-day supply Deductible, then 50% up to $150 maximum;
through Exclusive Specialty Pharmacy Network) | 90-day supply Deductible, then 50% up to $300 maximum (maintenance drugs only)

PEDIATRIC VISION—(Through the end of the calendar year in which the dependent turns 19)

Routine Exam (limited to 1 visit/benefit period) |No charge* Total charge minus $40 reimbursement
Frames and Contact Lenses—Pediatric No charge* Reimbursements apply

Collection Only

Spectacle Lenses No charge* Reimbursements apply

PEDIATRIC DENTAL—(Through the end of the calendar year in which the dependent turns 19)

Annual Dental Deductible $25 $50

Class | Preventative & Diagnostic Services— No charge* 20% of Allowed Benefit

Exams (2 per year). Cleanings (2 per year),
fluoride treatments (2 per year), sealants,
bitewing X-rays (2 per year), full mouth X-ray
(one every 3 years)

Class Il Basic Services—Fillings (amalgam or Deductible, then 20% of Allowed Benefit |Deductible, then 40% of Allowed Benefit
composite), simple extractions, non-surgical
periodontics

Class Il Major Services—Surgical periodontics, |Deductible, then 20% of Allowed Benefit |Deductible, then 40% of Allowed Benefit
endodontics, oral surgery

Class IV Major Services—Restorative Crowns, | Deductible, then 50% of Allowed Benefit |Deductible, then 65% of Allowed Benefit
dentures, inlays and onlays

Class V Medically Necessary Orthodontic 50% of Allowed Benefit 65% of Allowed Benefit
Services
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BluePreferred PPO Gold 1000 Summary of Benefits

Note: Allowed Benefit is the fee that providers in the network have agreed to accept for a particular service. The provider cannot charge the
member more than this amount for any covered service. Example: Dr. Carson charges $100 to see a sick patient. To be part of CareFirst's network,
he has agreed to accept $50 for the visit. The member will pay their copay/coinsurance and deductible (if applicable) and CareFirst will pay the
remaining amount up to $50.

* No copayment or coinsurance.

1 When multiple services are rendered on the same day by more than one provider, Member payments are required for each provider.

2 |n- and out-of-network deductible and out-of-pocket maximums do not contribute to each other.

3 Separate - For family coverage only: When one family member meets the individual deductible, they can start receiving benefits. Each family
member cannot contribute more than the individual deductible amount. The family deductible must be met before the remaining family
members can start receiving benefits.

4 Separate - For Family coverage only: When one family member meets the individual out-of-pocket maximum, their services will be covered at
100% up to the Allowed Benefit. Each family member cannot contribute more than the individual out-of-pocket maximum amount. The family
out-of-pocket maximum must be met before the services for all remaining family members will be covered at 100% up to the Allowed Benefit.
The out-of-pocket maximum includes deductibles, copays and coinsurance.

5 All drug costs are subject to the in-network out-of-pocket maximum.

6 If a service is rendered on a hospital campus you could receive two bills, one from the physician and one from the facility.

7 "Telemedicine services” refers to the use of a combination of interactive audio, video, or other electronic media used for the purpose of diagnosis,
consultation, or treatment. Use of audio-only telephone, electronic mail message (e-mail), or facsimile transmission (FAX) is not considered a
telemedicine service.

8 |fthe out-of-network benefit s listed as contributing toward the in-network deductible, then it also contributes toward the in-network out-of-pocket
maximum.

9 Members who are unable to conceive have coverage for the evaluation of infertility services performed to confirm an infertility diagnosis, and
some treatment options forinfertility. Preauthorization required.

10 Except for emergency services or out-of-area urgent care, if a member goes to a non-participating pharmacy, the member is responsible for
the copay/coinsurance for the drug plus the difference between the allowed charge and the actual charge for that drug (called balance billed
amount). The balance billed amount does not contribute to the out-of-pocket maximum.

11 Benefits for Specialty Drugs are only available when Specialty Drugs are purchased from and dispensed by a specialty Pharmacy in the Exclusive
Specialty Pharmacy Network.

12 If a Generic drug becomes available for a Preferred Brand drug, the Preferred Brand drug moves to the Non-preferred Brand drug tier.

13 If a provider prescribes a Non-preferred Brand drug, and the Member selects the Non-preferred Brand drug when a Generic drug is available,
the Member shall pay the applicable Copayment or Coinsurance as stated in the Schedule of Benefits plus the difference between the price of
the Non-preferred Brand drug and the Generic drug up to the cost of the drug. This amount will not contribute to the Out-of-Pocket Maximum.

Not all services and procedures are covered by your benefits contract. This summary is for comparison purposes only and does not
create rights not given through the benefit plan.

The benefits described are issued under form numbers: DC/CF/SHOP/GC (R 1/19) » DC/CF/SHOP/PPO/EOC (1/17) - DC/GHMSI/DOL APPEAL (R.
1/17) « DC/CF/SHOP/PPO/DOCS (1/17) « DC/CF/BP PPO/1000 90-70 (1/19) » DC/CF/BP PPO BF HSA/SIL 1500 (1/19) » DC/CF/BP PPO CDH/2000 80-60
(1/19) » DC/CF/BP PPO CDHY/SIL 1500 (1/19) « DC/CF/BP PPO CDH/SIL 2000 (1/19) « DC/CF/BP PPO/GOLD 500 (1/19) « DC/CF/BP PPO/GOLD 1000
(1/19) » DC/CF/BP PPO/GOLD 1500 (1/19) « DC/CF/BP PPO/PLAT 0 (1/19) » DC/CF/BP PPO/PLAT 500 (1/19) * DC/CF/BP PPO/SIL 1000 (1/19) *
DC/CF/BLCRD (R. 6/18) * DC/CF/MEM/BLCRD (R. 6/18) * DC/CF/ANCILLARY AMEND (10/12) * DC/CF/SHOP/ELIG AMEND (1/17) « DC/CF/SHOP/2019
AMEND (1/19) « DC/CF/SG/CCHRADM (1/19) » DC/CF/PT PROTECT (9/10) * DC/GHMSI/HEALTH GUARANTEE 6/18 * DC/CF/SG/INCENT (R. 1/19) *
DC/CF/SHOP/ELIG (1/14) and any amendments.

Carehrst

CareFirst BlueCross BlueShield is the business name of Group Hospitalization and Medical Services, Inc. which is an independent licensee of the Blue Cross and Blue Shield Association.
® Registered trademark of the Blue Cross and Blue Shield Association.
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Notice of Nondiscrimination and
Availability of Language Assistance Services

(UPDATED 7/12/18)

CareFirst BlueCross BlueShield, CareFirst BlueChoice, Inc., CareFirst Diversified Benefits and all of their corporate
affiliates (CareFirst) comply with applicable federal civil rights laws and do not discriminate on the basis of race,
color, national origin, age, disability or sex. CareFirst does not exclude people or treat them differently because
of race, color, national origin, age, disability or sex.

CareFirst:
= Provides free aid and services to people with disabilities to communicate effectively with us, such as:
O Qualified sign language interpreters
O Written information in other formats (large print, audio, accessible electronic formats, other formats)

= Provides free language services to people whose primary language is not English, such as:
O Qualified interpreters
O Information written in other languages

If you need these services, please call 855-258-6518.

If you believe CareFirst has failed to provide these services, or discriminated in another way, on the basis of
race, color, national origin, age, disability or sex, you can file a grievance with our CareFirst Civil Rights Coordinator
by mail, fax or email. If you need help filing a grievance, our CareFirst Civil Rights Coordinator is available to
help you.

To file a grievance regarding a violation of federal civil rights, please contact the Civil Rights Coordinator
as indicated below. Please do not send payments, claims issues, or other documentation to this office.

Civil Rights Coordinator, Corporate Office of Civil Rights

Mailing Address P.O. Box 8894
Baltimore, Maryland 21224
Email Address civilrightscoordinator@carefirst.com
Telephone Number 410-528-7820
Fax Number 410-505-2011

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil
Rights electronically through the Office for Civil Rights Complaint portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

800-368-1019, 800-537-7697 (TDD)

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

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc. CareFirst of Maryland, Inc., Group
Hospitalization and Medical Services, Inc., CareFirst BlueChoice, Inc.,The Dental Network and First Care, Inc. are independent licensees of the Blue Cross and Blue Shield Association.
In the District of Columbia and Maryland, CareFirst MedPlus and CareFirst Diversified Benefits are the business names of First Care, Inc. In Virginia, CareFirst MedPlus and CareFirst
Diversified Benefits are the business names of First Care, Inc. of Maryland (used in VA by: First Care, Inc.). ® Registered trademark of the Blue Cross and Blue Shield Association. ®"
Registered trademark of CareFirst of Maryland, Inc.



Foreign Language Assistance

Attention (English): This notice contains information about your insurance coverage. It may contain key
dates and you may need to take action by certain deadlines. You have the right to get this information and
assistance in your language at no cost. Members should call the phone number on the back of their member
identification card. All others may call 855-258-6518 and wait through the dialogue until prompted to push
0. When an agent answers, state the language you need and you will be connected to an interpreter.

A%1CE (Amharic) “71900.£:- 2V “INFOEL QA o287 Ti47P aolF eHA= WiONr $1-120F 04T ALZTLFa-
LU TICT AS% NATLTFA AILYT @0 $5F ALH LTFAA: ENT aolB 0UITTT KRG LA NEP NRTRP
A PTITT T av)F AAPTE ROA NP hord-odf NCeP ANHFECO AL OLtmPNd- PAAN &TC LOA L TANk:
ROA NAPE L9° ©L hAN €T(855-258-6518 LM-AM- 07 AT% R AONNTICL £40 71147 aom¥ hANP:=
A7L oh AN VLATPE PLLATTT $72 Lam-&: hH.P9° h1HCA%L IC LI15F =

Edeé Yoruba (Yoruba) itétiléko: Akiyési yii ni iwifin nipa isé adojutofo re. O le ni awon dééti paté o si le ni
Iati gbé igbésé ni awon oj6 gbédéke kan. O ni été Iati gba iwifun yii ati iranlowd ni édé re I6féé. Awon
omo-egbé gbédo pe némba féonu t6 wa Iéyin kaadi idénimo won. Awon miran le pe 855-258-6518 ki o si
durd nipase ijiroro titi a o fi so fun o lati te 0. Nigbati asoju kan ba dahan, so édeé ti o fé a 6 si so ¢ po mo
ogbufo kan.

Tiéng Viét (Vietnamese) Chu y: Théng bao nay chira thdng tin vé pham vi bao hiém cta quy vi. Thong bao
cb thé chlra nhitng ngay quan trong va quy vi can hanh dong trudc mét so thoi han nhat dinh. Quy vi co
quyén nhan dugc théng tin nay va hd trg bang ngdén ngir cia quy vi hoan toan mién phi. Cac thanh vién
nén goi s6 dién thoai & mat sau cta thé nhan dang. T4t ca nhirng ngudi khac co thé goi s6 855-258-6518
va chd hét cudc ddi thoai cho dén khi duwgc nhac nhan phim 0. Khi mét téng dai vién tra 16, hay néu rd ngén
nglt quy vi can va quy vi sé dugc két ndi véi mot thdng dich vién.

Tagalog (Tagalog) Atensyon: Ang abisong ito ay naglalaman ng impormasyon tungkol sa nasasaklawan ng
iyong insurance. Maaari itong maglaman ng mga pinakamahalagang petsa at maaaring kailangan mong
gumawa ng aksyon ayon sa ilang deadline. May karapatan ka na makuha ang impormasyong ito at tulong
sa iyong sariling wika nang walang gastos. Dapat tawagan ng mga Miyembro ang numero ng telepono na
nasa likuran ng kanilang identification card. Ang lahat ng iba ay maaaring tumawag sa 855-258-6518 at
maghintay hanggang sa dulo ng diyalogo hanggang sa diktahan na pindutin ang 0. Kapag sumagot ang
ahente, sabihin ang wika na kailangan mo at ikokonekta ka sa isang interpreter.

Espafiol (Spanish) Atencidn: Este aviso contiene informacién sobre su cobertura de seguro. Es posible que
incluya fechas clave y que usted tenga que realizar alguna accion antes de ciertas fechas limite. Usted
tiene derecho a obtener esta informacién y asistencia en su idioma sin ninguin costo. Los asegurados deben
llamar al numero de teléfono que se encuentra al reverso de su tarjeta de identificacion. Todos los demas
pueden llamar al 855-258-6518 y esperar la grabacion hasta que se les indique que deben presionar 0.
Cuando un agente de seguros responda, indique el idioma que necesita y se le comunicara con un intérprete.

Pyccknii (Russian) BHumaHune! Hactosiwee yBegomneHne cogepxut nHpopMaLmio O Ballem CTPaxOBOM
obecneyeHnn. B Hem MOryT ykasblBaTbCH BaXkKHble AaTbl, M OT Bac MOXeT notpeboBaTbCs BbINOMHUTD
HeKoTOpble AENCTBMA OO OnpedeneHHoro cpoka. Bel nmMeeTe npaso 6ecnnaTHO NONy4MTb HacTosILne
CBeAEHNs 1 COMYTCTBYHOLLYIO MOMOLLb Ha yAOOHOM BaM fA3blke. Y4acTHMKaM crnegyeTt obpalatbCsa no HoMepy
TenedgoHa, yKa3aHHOMY Ha TbIfIbHOW CTOPOHE MAEHTU(UKALMOHHON KapTbl. Bce npoyne aboHEHTLI MoryT
3BOHUTBL MO HOMepy 855-258-6518 n oxungaTb, Noka B roffloCOBOM MEHIO He ByaeT npeasioKeHo HaxaTb
uncpy «0». [Npn oTBETE areHTa yKaXute >xxenaemMbli S3blk 0OLLEHNS], U Bac CBAXYT C NEPEBOSYMKOM.

EET (Hindi) €T &2 30 =41 § STl o197 Fassl & a1 § Saarer af 5 {1 7 a6ar T ok s 7a7

FAATIT FT Ie[er@ 1 ST T AAY FHAT TAAT THI-EAT & HTTL HTH FLAT ST T TR AT AT T2
o arfTaraT st syrom # qeferers 9T 7 srerfTe T Heqat 1 9o 9= 9q@ & 919 280 0 BHaaY I FHid AT
TG T AHT AT 855-258-6518 TT FHid T Hhd | ¥ ST T 0 TATH & AAT 7 T ST, T T TATE Af
ATRIT FY| T HIS Tsie IqA & df I8 SATAT AT TATU 3T AT TATLATHE F Firfehe HL gadT ST



Basdd-wudu (Bassa) To Bul Cao! B3 nia ke ba nyo bé ké m gbo kpa b6 ni fu a-fia-fiin nyee jé dyi. B3 nia
ke bédé weé je€ bé be m ké de wa md m ké nyuee nyu hwe be wé béa ké zi. O md ni kpé bE m ké b3 nia ke
ke gbo- kpa-kpa m mdee dyé dé ni bidi-wudu mu b m ké se widi do pee. Kpood nyo bé me da flun-ndba
nia dé waa 1.D. kaad dein nye. Nyo 133 s€in me da ndba nia ke: 855-258-6518, ké m me fo tee b wa kée m
gbo ce b€ m ké ndba mda 0 kee dyi padain hwe. O ju ké nyo do dyim gd jUin, po wudu m md poe dyie,
ké nyo do mu b6 niin b€ 9 ké ni wudud mu za.

112 (Bengali) SR F: a8 NG S9N AT FOTRRIG TR O JHHT @1 TH o0 O
RIS SEILEICEIN qmmsﬁ‘m«ﬂmmwwwmwwmm|WWWW@
O ANGUF Q1L HRITOT ANGUT LI SN S| AVIHTAARE O AL IR [P T el
FIHO B | ST 855-258- 6518WWWOWWWWW_WWW—WI U AR
QHGE TGO AMAR O 91 IAGE ST N J&Tw] @1 SATAE ARSI HAT AR 1 D41

ur S 9 )l SaulS Lo il -2 J“’“"“"‘".)-’ Ologleo (gloio aw 2298 Yuisyguinl S u| e ~ 1295 (Urdu) 95,
291 &8 Job> clogles m b S Ol -3 wogre S 55 Sl S5 gl su3T posase oS Ol S 4iSao 9l
S JE e 099 39290 iy S 3 il sl o5 Olwas -g (3> 5 55 Jol> 530 e 0l il aS5205
2 a0 oo S il -8 Hlasl SG Sl o8 65 Sl 0,91 Lw Saw LS JI  855-258-6518 Sl ,S0> @ -l
S U o boiso aw 0 )91 Lwlisl ~ellas il

2l el S gl Sy cunl Saw .l losis aoy iniigs o)) _sleMbl 91> awodel ¢l tazgi (Farsi) w)lo
g0 4 ly gleidl)y 9 oleMol ol b xiowd 185 50 3> cpl 5l Lo .S o128l o3 o 580 20U U cawl o5V 9

09091 w2, Jwles ol plwlius o)lS cuin 5> o 2ys o)leuiv L b Lael oS el lizes ol a oKl
95wl 1 amy ai@> HLiad | 0 sae eu diwles BT 51 b aislay laiio 9 35,50 Gwlas 855-258-6518 o loui L aislgs
ois Juog albgs o o200 ay b xS audai 1) 5l 2)90 Ol @05yl 5l (S lougs

2lizs 199 (dado g )los e seizy 289 dnoli] idass olin logleo le JUasYI 13D soix © ayis (Arabic) ay =)l asll
aalSs sl Jaxs g9 izl wlogleally éaclwall 0i® e Jouax)l bl g3y . 63320 aplds aeloo Jolxy olel,>] ksl ]
JlaiVl 3V Say . pdy dwolBdl dodll e ddlla, L&l 9 5eSiall wildll b, le JlasVl cliacVl le s, .
azlll 31 M)l 251 4l>] sie .0 08, e il alio wlly i> d@slxall JYS ,laily 855-258-6518 8,1 e
ors8ll (raziall a5l dluogs ey B Jolsdl J 2l Ll

Hh XX 4k (Traditional Chinese) 1%, : ABHAEHANENRBENHEBEN. ABHATMEKEISEEFHR
CERBEHRCZIIFERNNTE. CERIRBESENER , UREBENWIFZRENBHR K. 88
ERTEHE S SRR F S ENBERE, LS AL TRITES 855-258- 6518 , WERBERHFFRRIR
TR0, EERENER K FRUELTEFANES  ERENEEDOZEAR iR,

Igbo (Igbo) Nrubama: Okwa a nwere ozi gbasara mkpuchi nchekwa onwe gi. O nwere ike inwe ubochi ndi
di mkpa, i nwere ike ime ihe tupu ufodu ubochi njedebe. | nwere ikike inweta ozi na enyemaka a n’asusu gi
na akwughi ugwo o bula. Ndi otu kwesiri ikpo akara ekwenti di n’azu nke kaadi njirimara ha. Ndi 0zo niile
nwere ike ikpo 855-258-6518 wee chere ububo ahu ruo mgbe amanyere ipi 0. Mgbe onye nnochite anya
zara, kwuo asusu i choro, a ga-ejiko gi na onye okowa okwu.

Deutsch (German) Achtung: Diese Mitteilung enthalt Informationen tber lhren Versicherungsschutz. Sie
kann wichtige Termine beinhalten, und Sie missen gegebenenfalls innerhalb bestimmter Fristen reagieren.
Sie haben das Recht, diese Informationen und weitere Unterstitzung kostenlos in lhrer Sprache zu erhalten.
Als Mitglied verwenden Sie bitte die auf der Rickseite Ihrer Karte angegebene Telefonnummer. Alle anderen
Personen rufen bitte die Nummer 855-258-6518 an und warten auf die Aufforderung, die Taste 0 zu drlicken.
Geben Sie dem Mitarbeiter die gewiinschte Sprache an, damit er Sie mit einem Dolmetscher verbinden
kann.

Francais (French) Attention: cet avis contient des informations sur votre couverture d'assurance. Des dates
importantes peuvent y figurer et il se peut que vous deviez entreprendre des démarches avant certaines
échéances. Vous avez le droit d'obtenir gratuitement ces informations et de I'aide dans votre langue. Les
membres doivent appeler le numéro de téléphone figurant a l'arriere de leur carte d'identification. Tous les
autres peuvent appeler le 855-258-6518 et, aprés avoir écouté le message, appuyer sur le 0 lorsqu'ils seront
invités a le faire. Lorsqu'un(e) employé(e) répondra, indiquez la langue que vous souhaitez et vous serez
mis(e) en relation avec un interprete.



2= 0{(Korean) F2|: 0| SXIAM0olE 2& AHHE|X|oi CHEF HE 7t E?:.*Eloi UELICH = *K} EUEAPN|
F|olok st &7 7|gto| Z&E + M.:.I—IEF TIstolHE AHE o= sifE HE et X[H % S HEI7H U

- 1O

&LICH 30| AR ID 7H= 9| S0 /= MEHH S 2 o426l FAAIL. &) 0] ofL |4l Z;'% 855-258-6518
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SHAIH S23 Mu|Aof Qs E2IL|Ct.

Dine Bizaad (Navajo) Ge": Dif bee it hane'igif bii' dah¢aQ bee eedah¢zin beeso ach' h naanil nik'ist'i'fgii ba. Bii'
dah¢aQQ doo fiyisif yoolkaaligif d¢¢ t'aadoo le'e adadoolytiligii da y¢keedgo t'aa doo bee e'e'aahi ajiil'tih. Bee na
ah¢ét'i' dii bee it hane' d¢¢ nika'adoowot t'aa nfnizaad bee t'aa jiik'e. Atah danilinigif beesh bee hane'e bee w¢tta'igif
nitt'izgo bee nee h¢dolzinfgif bikeed , bikaa' bich'l hodoonihji’. Aad¢¢ naanata' ef kojl' dah¢doolnih jegoacioéeai dé¢
yii diitts'llt yattl'igif t'aa nﬂefji aad¢¢ ef bikee'd¢¢ naasbe;ac;as bit adidiilchit. Aka'anidaalw¢'fgif neidiit go, saad bee
yanitt'i'fgif yii diikit d¢¢ ata' halne'e la nfka'adoolwot.



HealthyBlue PPO HSA/HRA Silver 2000 Summary of Benefits

Non-Integrated Deductible

In-Network You Pay' Out-of-Network You Pay’

Visit www.carefirst.com/doctor to locate providers and facilities

FIRSTHELP—24/7 NURSE ADVICE LINE

Free advice from a registered nurse.
Visit www.carefirst.com/needcare to learn
more about your options for care.

WELLNESS PROGRAM & BLUE REWARDS

Visit www.carefirst.com/sharecare for more
information.

ANNUAL MEDICAL DEDUCTIBLE (Benefit Pe
Individual/Family

ANNUAL OUT-OF-POCKET MAXIMUM (Bene
Individual/Family

completing certain activities.
riod)*?

$2,000 Individual/$4,000 Family
(aggregate)

fit Period)>*>

$6,550 Individual/$13,100 Family
(separate)

When your doctor is not available, call FirstHelp at 800-535-9700 to speak with a
registered nurse about your health questions and treatment options.

You have access to a comprehensive wellness program as part of your medical plan.
You also have Blue Rewards, an incentive program where you can get rewarded for

$4,000 Individual/$8,000 Family
(aggregate)

$9,000 Individual/$18,000 Family
(separate)

PCP AND SPECIALIST SERVICES

FACILITY CHARGE®—In addition to the physician
copays/coinsurances listed below, if a service
is rendered on a hospital campus, ADD facility
charge if applicable (also applies to Artificial
Insemination and In Vitro Fertilization on page
2)

Deductible, then $50 per visit

PREVENTIVE SERVICES

Well-Child Care No charge* No charge*

(including exams & immunizations)

Adult Physical Examination (including routine | No charge* No charge* after deductible
GYN visit)

Breast Cancer Screening No charge* No charge*

Pap Test No charge* No charge*

Prostate Cancer Screening No charge* No charge* after deductible
Colorectal Cancer Screening No charge* No charge* after deductible

Deductible, then $150 per visit

Office Visits for Illness—PCP®’

No charge* after deductible

Deductible, then $65 per visit

Office Visits for lllness—Specialist®’

Deductible, then $45 per visit

Deductible, then $65 per visit

Allergy Testing®

Deductible, then $45 per visit

Deductible, then $65 per visit

Allergy Shots®

Deductible, then $45 per visit

Deductible, then $65 per visit

Physical, Speech, and Occupational Therapy®

Deductible, then $45 per visit

Deductible, then $65 per visit

Chiropractic®

Deductible, then $45 per visit

Deductible, then $65 per visit

Acupuncture®
IMMEDIATE AND EMERGENCY SERVICES

Convenience Care (retail health clinics such as
CVS MinuteClinic or Walgreens Healthcare
Clinic)

Not covered

No charge* after deductible

Not covered

Deductible, then $65 per visit

Urgent Care Center®
(such as Patient First or ExpressCare)

Deductible, then $50 per visit

In-network deductible, then $50 per visit

Hospital Emergency Room Services®
= Facility

® Physician

Deductible, then $200 per visit (waived if
admitted)

Deductible, then $45 per visit

In-network deductible, then $200 per visit
(waived if admitted)

In-network deductible, then $45 per visit

Ambulance (if medically necessary)?

Deductible, then $45 per service

In-network deductible, then $45 per
service

SUM4422-1P (9/18) m DC m 2019 2-50 ACA Compliant (Can b

e sold as HDHP)
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HealthyBlue PPO HSA/HRA Silver 2000 Summary of Benefits

In-Network You Pay’ Out-of-Network You Pay’

DIAGNOSTIC SERVICES

Labs

m Non-Hospital/Freestanding Facility
= Hospital

X-ray

= Non-Hospital/Freestanding Facility
m Hospital

Imaging

m Non-Hospital/Freestanding Facility
= Hospital

No charge* after deductible
Deductible, then $75 per visit

No charge* after deductible
Deductible, then $100 per visit

Deductible, then $100 per visit
Deductible, then $300 per visit

Deductible, then $50 per visit
Deductible, then $125 per visit

Deductible, then $50 per visit
Deductible, then $150 per visit

Deductible, then $150 per visit
Deductible, then $400 per visit

SURGERY AND HOSPITALIZATION—(Members are responsible for both physician and facility fees)

Outpatient Surgery (Non-Hospital)
® Facility

® Physician

Outpatient Surgery (Hospital)

m Facility

m Physician

Inpatient Surgery and Hospital Services

= Facility

® Physician

HOSPITAL ALTERNATIVES
Home Health Care

(limited to 90 visits per episode of care)

Hospice

(Inpatient—limited to 60 days per hospice
eligibility period; Outpatient—limited to 180

day hospice eligibility period)

Skilled Nursing Facility
(limited to 60 days/benefit period)

MATERNITY

Preventive Prenatal and Postnatal Office Visits

Delivery and Facility Services

Artificial and Intrauterine Insemination®®

In Vitro Fertilization Procedures®®

Deductible, then $100 per visit
Deductible, then $45 per visit

Deductible, then $200 per visit
Deductible, then $45 per visit

Deductible, then $500 per admission
Deductible, then $45 per visit

No charge* after deductible

No charge* after deductible

Deductible, then $45 per admission

No charge*
Deductible, then $500 per admission
Not covered
Not covered

Deductible, then $200 per visit
Deductible, then $65 per visit

Deductible, then $300 per visit
Deductible, then $65 per visit

Deductible, then $600 per admission
Deductible, then $65 per visit

Deductible, then $65 per visit

Deductible, then $65 per visit

Deductible, then $65 per admission

Deductible, then $65 per visit
Deductible, then $600 per admission
Not covered

Not covered

MENTAL HEALTH AND SUBSTANCE USE DISORDER—(Members are responsible for both physician and facility fees)

Office Visits

Outpatient Services

® Facility

® Physician

Inpatient Services

m Facility

m Physician

MEDICAL DEVICES AND SUPPLIES
Durable Medical Equipment
Hearing Aids

No charge* after deductible

Deductible, then $50 per visit
Deductible, then $45 per visit

Deductible, then $500 per admission
Deductible, then $45 per visit

Deductible, then 25% of Allowed Benefit

Not covered

SUM4422-1P (9/18) m DC B 2019 2-50 ACA Compliant (Can be sold as HDHP)

Deductible, then $65 per visit

Deductible, then $65 per visit
Deductible, then $65 per visit

Deductible, then $600 per admission
Deductible, then $65 per visit

Deductible, then 45% of Allowed Benefit

Not covered



HealthyBlue PPO HSA/HRA Silver 2000 Summary of Benefits

In-Network You Pay’ Out-of-Network You Pay’

PRESCRIPTION DRUGS""

Formulary List Visit www.carefirst.com/acarx to locate Formulary List

Annual Prescription Drug Deductible Subject to combined medical and prescription drug deductible
Preventive Drugs No charge*

Oral Chemo Drugs and Diabetic Supplies HSA - No charge* after deductible; HRA - No charge*

Generic Drugs 30-day & 90-day (maintenance drugs only) supplies - No charge* after deductible
Preferred Brand Drugs'? 30-day supply Deductible, then $45;

90-day supply Deductible, then $90 (maintenance drugs only)

Non-preferred Brand Drugs' 30-day supply Deductible, then $65;
90-day supply Deductible, then $130 (maintenance drugs only)

Preferred Specialty Drugs (must be filled 30-day supply Deductible, then 50% up to $100 maximum;
through Exclusive Specialty Pharmacy Network) | 90-day supply Deductible, then 50% up to $200 maximum (maintenance drugs only)

Non-Preferred Specialty Drugs (must be filled 30-day supply Deductible, then 50% up to $150 maximum;
through Exclusive Specialty Pharmacy Network) | 90-day supply Deductible, then 50% up to $300 maximum (maintenance drugs only)

PEDIATRIC VISION—(Through the end of the calendar year in which the dependent turns 19)

Routine Exam (limited to 1 visit/benefit period) |No charge* Total charge minus $40 reimbursement
Frames and Contact Lenses—Pediatric No charge* Reimbursements apply

Collection Only

Spectacle Lenses No charge* Reimbursements apply

PEDIATRIC DENTAL—(Through the end of the calendar year in which the dependent turns 19)

Annual Dental Deductible $25 $50

Class | Preventative & Diagnostic Services— No charge* 20% of Allowed Benefit

Exams (2 per year). Cleanings (2 per year),
fluoride treatments (2 per year), sealants,
bitewing X-rays (2 per year), full mouth X-ray
(one every 3 years)

Class Il Basic Services—Fillings (amalgam or Deductible, then 20% of Allowed Benefit |Deductible, then 40% of Allowed Benefit
composite), simple extractions, non-surgical
periodontics

Class Il Major Services—Surgical periodontics, |Deductible, then 20% of Allowed Benefit |Deductible, then 40% of Allowed Benefit
endodontics, oral surgery

Class IV Major Services—Restorative Crowns, | Deductible, then 50% of Allowed Benefit |Deductible, then 65% of Allowed Benefit
dentures, inlays and onlays

Class V Medically Necessary Orthodontic 50% of Allowed Benefit 65% of Allowed Benefit
Services

SUM4422-1P (9/18) m DC m 2019 2-50 ACA Compliant (Can be sold as HDHP)
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HealthyBlue PPO HSA/HRA Silver 2000 Summary of Benefits

Note: Allowed Benefit is the fee that providers in the network have agreed to accept for a particular service. The provider cannot charge the
member more than this amount for any covered service. Example: Dr. Carson charges $100 to see a sick patient. To be part of CareFirst's network,
he has agreed to accept $50 for the visit. The member will pay their copay/coinsurance and deductible (if applicable) and CareFirst will pay the
remaining amount up to $50.

* No copayment or coinsurance.

1 When multiple services are rendered on the same day by more than one provider, Member payments are required for each provider.

2 |n- and out-of-network deductible and out-of-pocket maximums do not contribute to each other.

3 Aggregate - For family coverage only: The family deductible must be met before any member starts receiving benefits. The deductible may be
met by one member or any combination of members.

4 Separate - For Family coverage only: When one family member meets the individual out-of-pocket maximum, their services will be covered at
100% up to the Allowed Benefit. Each family member cannot contribute more than the individual out-of-pocket maximum amount. The family
out-of-pocket maximum must be met before the services for all remaining family members will be covered at 100% up to the Allowed Benefit.
The out-of-pocket maximum includes deductibles, copays and coinsurance.

5 All drug costs are subject to the in-network out-of-pocket maximum.

6 If a service is rendered on a hospital campus you could receive two bills, one from the physician and one from the facility.

7 "Telemedicine services" refers to the use of a combination of interactive audio, video, or other electronic media used for the purpose of diagnosis,
consultation, or treatment. Use of audio-only telephone, electronic mail message (e-mail), or facsimile transmission (FAX) is not considered a
telemedicine service.

8 |fthe out-of-network benefit s listed as contributing toward the in-network deductible, then it also contributes toward the in-network out-of-pocket
maximum.

9 Members who are unable to conceive have coverage for the evaluation of infertility services performed to confirm an infertility diagnosis, and
some treatment options forinfertility. Preauthorization required.

10 Except for emergency services or out-of-area urgent care, if a member goes to a non-participating pharmacy, the member is responsible for
the copay/coinsurance for the drug plus the difference between the allowed charge and the actual charge for that drug

11 Benefits for Specialty Drugs are only available when Specialty Drugs are purchased from and dispensed by a specialty Pharmacy in the Exclusive
Specialty Pharmacy Network.

12 If a Generic drug becomes available for a Preferred Brand drug, the Preferred Brand drug moves to the Non-preferred Brand drug tier.

13 If a provider prescribes a Non-preferred Brand drug, and the Member selects the Non-preferred Brand drug when a Generic drug is available,
the Member shall pay the applicable Copayment or Coinsurance as stated in the Schedule of Benefits plus the difference between the price of
the Non-preferred Brand drug and the Generic drug up to the cost of the drug. This amount will not contribute to the Out-of-Pocket Maximum.

Not all services and procedures are covered by your benefits contract. This summary is for comparison purposes only and does not
create rights not given through the benefit plan.

The benefits described are issued under form numbers: DC/CF/SHOP/GC (R 1/19) » DC/CF/SHOP/PPO/EOC (1/17) » DC/GHMSI/DOL APPEAL (R.
1/17) « DC/CF/SHOP/PPO/DOCS (1/17) « DC/CF/HB PPO CDHY/SIL 2000 (1/19) * DC/CF/HB PPO/GOLD 1500 (1/19) » DC/CF/HB PPO/PLAT 500 (1/19)
* DC/CF/BLCRD (R. 6/18) * DC/CF/MEM/BLCRD (R. 6/18) * DC/CF/ANCILLARY AMEND (10/12) * DC/CF/SHOP/ELIG AMEND (1/17) « DC/CF/SHOP/2019
AMEND (1/19) « DC/CF/SG/CCHRADM (1/19) » DC/CF/PT PROTECT (9/10) * DC/GHMSI/HEALTH GUARANTEE 6/18 * DC/CF/SG/INCENT (R. 1/19) *
DC/CF/SHOP/ELIG (1/14) and any amendments.

Carehrst

CareFirst BlueCross BlueShield is the business name of Group Hospitalization and Medical Services, Inc. which is an independent licensee of the Blue Cross and Blue Shield Association.
® Registered trademark of the Blue Cross and Blue Shield Association.
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Notice of Nondiscrimination and
Availability of Language Assistance Services

(UPDATED 7/12/18)

CareFirst BlueCross BlueShield, CareFirst BlueChoice, Inc., CareFirst Diversified Benefits and all of their corporate
affiliates (CareFirst) comply with applicable federal civil rights laws and do not discriminate on the basis of race,
color, national origin, age, disability or sex. CareFirst does not exclude people or treat them differently because
of race, color, national origin, age, disability or sex.

CareFirst:
= Provides free aid and services to people with disabilities to communicate effectively with us, such as:
O Qualified sign language interpreters
O Written information in other formats (large print, audio, accessible electronic formats, other formats)

= Provides free language services to people whose primary language is not English, such as:
O Qualified interpreters
O Information written in other languages

If you need these services, please call 855-258-6518.

If you believe CareFirst has failed to provide these services, or discriminated in another way, on the basis of
race, color, national origin, age, disability or sex, you can file a grievance with our CareFirst Civil Rights Coordinator
by mail, fax or email. If you need help filing a grievance, our CareFirst Civil Rights Coordinator is available to
help you.

To file a grievance regarding a violation of federal civil rights, please contact the Civil Rights Coordinator
as indicated below. Please do not send payments, claims issues, or other documentation to this office.

Civil Rights Coordinator, Corporate Office of Civil Rights

Mailing Address P.O. Box 8894
Baltimore, Maryland 21224
Email Address civilrightscoordinator@carefirst.com
Telephone Number 410-528-7820
Fax Number 410-505-2011

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil
Rights electronically through the Office for Civil Rights Complaint portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

800-368-1019, 800-537-7697 (TDD)

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

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc. CareFirst of Maryland, Inc., Group
Hospitalization and Medical Services, Inc., CareFirst BlueChoice, Inc.,The Dental Network and First Care, Inc. are independent licensees of the Blue Cross and Blue Shield Association.
In the District of Columbia and Maryland, CareFirst MedPlus and CareFirst Diversified Benefits are the business names of First Care, Inc. In Virginia, CareFirst MedPlus and CareFirst
Diversified Benefits are the business names of First Care, Inc. of Maryland (used in VA by: First Care, Inc.). ® Registered trademark of the Blue Cross and Blue Shield Association. ®"
Registered trademark of CareFirst of Maryland, Inc.
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Foreign Language Assistance

Attention (English): This notice contains information about your insurance coverage. It may contain key
dates and you may need to take action by certain deadlines. You have the right to get this information and
assistance in your language at no cost. Members should call the phone number on the back of their member
identification card. All others may call 855-258-6518 and wait through the dialogue until prompted to push
0. When an agent answers, state the language you need and you will be connected to an interpreter.

A%1CE (Amharic) “71900.£:- 2V “INFOEL QA o287 Ti47P aolF eHA= WiONr $1-120F 04T ALZTLFa-
LU TICT AS% NATLTFA AILYT @0 $5F ALH LTFAA: ENT aolB 0UITTT KRG LA NEP NRTRP
A PTITT T av)F AAPTE ROA NP hord-odf NCeP ANHFECO AL OLtmPNd- PAAN &TC LOA L TANk:
ROA NAPE L9° ©L hAN €T(855-258-6518 LM-AM- 07 AT% R AONNTICL £40 71147 aom¥ hANP:=
A7L oh AN VLATPE PLLATTT $72 Lam-&: hH.P9° h1HCA%L IC LI15F =

Edeé Yoruba (Yoruba) itétiléko: Akiyési yii ni iwifin nipa isé adojutofo re. O le ni awon dééti paté o si le ni
Iati gbé igbésé ni awon oj6 gbédéke kan. O ni été Iati gba iwifun yii ati iranlowd ni édé re I6féé. Awon
omo-egbé gbédo pe némba féonu t6 wa Iéyin kaadi idénimo won. Awon miran le pe 855-258-6518 ki o si
durd nipase ijiroro titi a o fi so fun o lati te 0. Nigbati asoju kan ba dahan, so édeé ti o fé a 6 si so ¢ po mo
ogbufo kan.

Tiéng Viét (Vietnamese) Chu y: Théng bao nay chira thdng tin vé pham vi bao hiém cta quy vi. Thong bao
cb thé chlra nhitng ngay quan trong va quy vi can hanh dong trudc mét so thoi han nhat dinh. Quy vi co
quyén nhan dugc théng tin nay va hd trg bang ngdén ngir cia quy vi hoan toan mién phi. Cac thanh vién
nén goi s6 dién thoai & mat sau cta thé nhan dang. T4t ca nhirng ngudi khac co thé goi s6 855-258-6518
va chd hét cudc ddi thoai cho dén khi duwgc nhac nhan phim 0. Khi mét téng dai vién tra 16, hay néu rd ngén
nglt quy vi can va quy vi sé dugc két ndi véi mot thdng dich vién.

Tagalog (Tagalog) Atensyon: Ang abisong ito ay naglalaman ng impormasyon tungkol sa nasasaklawan ng
iyong insurance. Maaari itong maglaman ng mga pinakamahalagang petsa at maaaring kailangan mong
gumawa ng aksyon ayon sa ilang deadline. May karapatan ka na makuha ang impormasyong ito at tulong
sa iyong sariling wika nang walang gastos. Dapat tawagan ng mga Miyembro ang numero ng telepono na
nasa likuran ng kanilang identification card. Ang lahat ng iba ay maaaring tumawag sa 855-258-6518 at
maghintay hanggang sa dulo ng diyalogo hanggang sa diktahan na pindutin ang 0. Kapag sumagot ang
ahente, sabihin ang wika na kailangan mo at ikokonekta ka sa isang interpreter.

Espafiol (Spanish) Atencién: Este aviso contiene informacién sobre su cobertura de seguro. Es posible que
incluya fechas clave y que usted tenga que realizar alguna accion antes de ciertas fechas limite. Usted
tiene derecho a obtener esta informacién y asistencia en su idioma sin ninguin costo. Los asegurados deben
llamar al numero de teléfono que se encuentra al reverso de su tarjeta de identificacion. Todos los demas
pueden llamar al 855-258-6518 y esperar la grabacion hasta que se les indique que deben presionar 0.
Cuando un agente de seguros responda, indique el idioma que necesita y se le comunicara con un intérprete.

Pyccknii (Russian) BHumaHune! Hactosiwee yBegomneHne cogepxut nHpopMaLmio O BallemM CTPaxOBOM
obecneyeHnn. B Hem MOryT ykasblBaTbCH BaXkKHble AaTbl, M OT Bac MOXeT notpeboBaTbCs BbINOMHUTD
HeKoTOpble AENCTBMA OO OnpedeneHHoro cpoka. Bel nmMeeTe npaso 6ecnnaTHO NONy4MTb HacTosILne
CBeAEHNs 1 COMYTCTBYHOLLYIO MOMOLLb Ha yAOOHOM BaM fA3blke. Y4acTHMKaM crnegyeTt obpalatbCsa no HoMepy
TenedgoHa, yKa3aHHOMY Ha TbIfIbHOW CTOPOHE MAEHTU(UKALMOHHON KapTbl. Bce npoyne aboHEHTLI MoryT
3BOHUTBL MO HOMepy 855-258-6518 n oxungaTb, Noka B roffloCOBOM MEHIO He ByfeT npeasioKeHo HaxaTb
undpy «0». [Npn oTBETE areHTa yKaXunte >xxenaemMbli S3blk 0OLLEHNS, U Bac CBAXYT C NEPeBOSYMKOM.

ZET (Hindi) €T 32 30 =41 § STl o197 Fassl & a1 § Sy af 5 {1 7 a6ar T ok s 7a7

FAATIT FT Ie[er@ 1 ST T AT FHAT TAAT THI-EAT & HTTL HTH FLAT ST T ATTHT AT SATAFRTLSAT T2
T |rfTaraT st syrom # qeferers a1 7 srerfe T Jeqat w1 9o 9= 9@ & 919 280 0 BHaY 9T FHid HAT
AT T AHT AT 855-258-6518 T A T T | ¥ ST qh 0 TATH & AAT 7 FH{T STT, T T TATE Al
ATRIT FY| T HIS Tsie IqAT & df I8 SATAT ATHT TATU 3T AT TATLATHE F Firfehe FL gadT ST



Basdd-wudu (Bassa) To Bul Cao! B3 nia ke ba nyo bé ké m gbo kpa b6 ni fu a-fia-fiin nyee jé dyi. B3 nia
ke bédé weé je€ bé be m ké de wa md m ké nyuee nyu hwe be wé béa ké zi. O md ni kpé bE m ké b3 nia ke
ke gbo- kpa-kpa m mdee dyé dé ni bidi-wudu mu b m ké se widi do pee. Kpood nyo bé me da flun-ndba
nia dé waa 1.D. kaad dein nye. Nyo 133 s€in me da ndba nia ke: 855-258-6518, ké m me fo tee b wa kée m
gbo ce b€ m ké ndba mda 0 kee dyi padain hwe. O ju ké nyo do dyim gd jUin, po wudu m md poe dyie,
ké nyo do mu b6 niin b€ 9 ké ni wudud mu za.

112 (Bengali) SR F: a8 NG S9N AT TSR TR O JHHT @7 TH oFOA O
RIS SEILEICEIN qmmsﬁ‘m«ﬂmmwwwmwwmm|WWWW@
O ANGUF Q1L HRICOT ANGUT SALIRI SN S| ARITTAARE O AL IR [P T el
FIHO B | ST 855-258- 6518WWWOWWWWW_WWW—WI JU AR
QHGE TGO AR O 91 IACHE ST N J&Tw] @1 SATAE TATSTHIR HAT ARFHS 1 D41
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291 &S Job> clogles m b S Ol -3 9o S 55 ol S5 gl s3T osase oS Ul S 4iSao 9l
S JE e 099 39290 iy S I il sl o5 Olwas -g (3> 5 55 Jol> 530 e 0l il 254205 s
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Hh XX 4k (Traditional Chinese) 1%, : ABHAEHANENRBENHEBEN. ABHATMEKEISEEFHR
CERBEHRCZIIFERNNTE. CERIRBESENER , UREBENWIFZRENBHR K. 88
ERTEHE S SRR F S ENBERE, LS AL TRITES 855-258- 6518 , WERBERHFFRRIR
TR0, EERENER K FRUELTEFANES  ERENEEDOZEAR iR,

Igbo (Igbo) Nrubama: Okwa a nwere ozi gbasara mkpuchi nchekwa onwe gi. O nwere ike inwe ubochi ndi
di mkpa, i nwere ike ime ihe tupu ufodu ubochi njedebe. | nwere ikike inweta ozi na enyemaka a n’asusu gi
na akwughi ugwo o bula. Ndi otu kwesiri ikpo akara ekwenti di n’azu nke kaadi njirimara ha. Ndi 0zo niile
nwere ike ikpo 855-258-6518 wee chere ububo ahu ruo mgbe amanyere ipi 0. Mgbe onye nnochite anya
zara, kwuo asusu i choro, a ga-ejiko gi na onye okowa okwu.

Deutsch (German) Achtung: Diese Mitteilung enthalt Informationen tber lhren Versicherungsschutz. Sie
kann wichtige Termine beinhalten, und Sie missen gegebenenfalls innerhalb bestimmter Fristen reagieren.
Sie haben das Recht, diese Informationen und weitere Unterstitzung kostenlos in lhrer Sprache zu erhalten.
Als Mitglied verwenden Sie bitte die auf der Rickseite lhrer Karte angegebene Telefonnummer. Alle anderen
Personen rufen bitte die Nummer 855-258-6518 an und warten auf die Aufforderung, die Taste 0 zu drlicken.
Geben Sie dem Mitarbeiter die gewiinschte Sprache an, damit er Sie mit einem Dolmetscher verbinden
kann.

Francais (French) Attention: cet avis contient des informations sur votre couverture d'assurance. Des dates
importantes peuvent y figurer et il se peut que vous deviez entreprendre des démarches avant certaines
échéances. Vous avez le droit d'obtenir gratuitement ces informations et de I'aide dans votre langue. Les
membres doivent appeler le numéro de téléphone figurant a l'arriere de leur carte d'identification. Tous les
autres peuvent appeler le 855-258-6518 et, aprés avoir écouté le message, appuyer sur le 0 lorsqu'ils seront
invités a le faire. Lorsqu'un(e) employé(e) répondra, indiquez la langue que vous souhaitez et vous serez
mis(e) en relation avec un interprete.
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Dine Bizaad (Navajo) Ge": Dif bee it hane'igif bii' dah¢aQ bee eedah¢zin beeso ach' h naanil nik'ist'i'fgii ba. Bii'
dah¢aQQ doo fiyisif yoolkaaligif d¢¢ t'aadoo le'e adadoolytiligii da y¢keedgo t'aa doo bee e'e'aahi ajiil'tih. Bee na
ah¢ét'i' dii bee it hane' d¢¢ nika'adoowot t'aa nfnizaad bee t'aa jiik'e. Atah danilinigif beesh bee hane'e bee w¢tta'igif
nitt'izgo bee nee h¢dolzinfgif bikeed , bikaa' bich'l hodoonihji’. Aad¢¢ naanata' ef kojl' dah¢doolnih jeeoacioéeai dé¢
yii diitts'llt yattl'igif t'aa nﬂefji aad¢¢ ef bikee'd¢¢ naasbe;ac;as bit adidiilchit. Aka'anidaalw¢'fgif neidiit go, saad bee
yanitt'i'fgif yii diikit d¢¢ ata' halne'e la nfka'adoolwot.



BluePreferred PPO HSA/HRA Silver 2000 Summary of Benefits

Integrated Deductible

In-Network You Pay' Out-of-Network You Pay’

Visit www.carefirst.com/doctor to locate providers and facilities

FIRSTHELP—24/7 NURSE ADVICE LINE

Free advice from a registered nurse.
Visit www.carefirst.com/needcare to learn
more about your options for care.

WELLNESS PROGRAM & BLUE REWARDS

Visit www.carefirst.com/sharecare for more
information.

ANNUAL MEDICAL DEDUCTIBLE (Benefit Pe
Individual/Family

ANNUAL OUT-OF-POCKET MAXIMUM (Bene
Individual/Family

completing certain activities.
riod)*?

$2,000 Individual/$4,000 Family
(aggregate)

fit Period)>*>

$5,500 Individual/$11,000 Family
(separate)

When your doctor is not available, call FirstHelp at 800-535-9700 to speak with a
registered nurse about your health questions and treatment options.

You have access to a comprehensive wellness program as part of your medical plan.
You also have Blue Rewards, an incentive program where you can get rewarded for

$4,000 Individual/$8,000 Family
(aggregate)

$9,000 Individual/$18,000 Family
(separate)

PCP AND SPECIALIST SERVICES

FACILITY CHARGE®—In addition to the physician
copays/coinsurances listed below, if a service
is rendered on a hospital campus, ADD facility
charge if applicable (also applies to Artificial
Insemination and In Vitro Fertilization on page
2)

Deductible, then $50 per visit

PREVENTIVE SERVICES

Well-Child Care No charge* No charge*

(including exams & immunizations)

Adult Physical Examination (including routine | No charge* No charge* after deductible
GYN visit)

Breast Cancer Screening No charge* No charge*

Pap Test No charge* No charge*

Prostate Cancer Screening No charge* No charge* after deductible
Colorectal Cancer Screening No charge* No charge* after deductible

Deductible, then $150 per visit

Office Visits for Illness—PCP®’

Deductible, then $25 per visit

Deductible, then $70 per visit

Office Visits for lllness—Specialist®’

Deductible, then $50 per visit

Deductible, then $70 per visit

Allergy Testing®

Deductible, then $50 per visit

Deductible, then $70 per visit

Allergy Shots®

Deductible, then $50 per visit

Deductible, then $70 per visit

Physical, Speech, and Occupational Therapy®

Deductible, then $50 per visit

Deductible, then $70 per visit

Chiropractic®

Deductible, then $50 per visit

Deductible, then $70 per visit

Acupuncture®
IMMEDIATE AND EMERGENCY SERVICES

Convenience Care (retail health clinics such as
CVS MinuteClinic or Walgreens Healthcare
Clinic)

Not covered

Deductible, then $25 per visit

Not covered

Deductible, then $70 per visit

Urgent Care Center®
(such as Patient First or ExpressCare)

Deductible, then $100 per visit

In-network deductible, then $100 per visit

Hospital Emergency Room Services®
= Facility

® Physician

Deductible, then $250 per visit (waived if
admitted)

Deductible, then $50 per visit

In-network deductible, then $250 per visit
(waived if admitted)

In-network deductible, then $50 per visit

Ambulance (if medically necessary)?

Deductible, then $50 per service

In-network deductible, then $50 per
service

SUM4408-1P (9/18) m DC m 2019 2-50 ACA Compliant (Can b

e sold as HDHP)




BluePreferred PPO HSA/HRA Silver 2000 Summary of Benefits

In-Network You Pay’ Out-of-Network You Pay’

DIAGNOSTIC SERVICES

Labs

m Non-Hospital/Freestanding Facility
= Hospital

X-ray

= Non-Hospital/Freestanding Facility
m Hospital

Imaging

m Non-Hospital/Freestanding Facility
= Hospital

Deductible, then $25 per visit
Deductible, then $50 per visit

Deductible, then $50 per visit
Deductible, then $100 per visit

Deductible, then $250 per visit
Deductible, then $500 per visit

Deductible, then $75 per visit
Deductible, then $150 per visit

Deductible, then $100 per visit
Deductible, then $150 per visit

Deductible, then $300 per visit
Deductible, then $550 per visit

SURGERY AND HOSPITALIZATION—(Members are responsible for both physician and facility fees)

Outpatient Surgery (Non-Hospital)
® Facility

® Physician

Outpatient Surgery (Hospital)

m Facility

m Physician

Inpatient Surgery and Hospital Services

= Facility

® Physician
HOSPITAL ALTERNATIVES
Home Health Care

(limited to 90 visits per episode of care)

Hospice

(Inpatient—limited to 60 days per hospice
eligibility period; Outpatient—limited to 180

day hospice eligibility period)

Skilled Nursing Facility
(limited to 60 days/benefit period)

MATERNITY

Preventive Prenatal and Postnatal Office Visits

Delivery and Facility Services

Artificial and Intrauterine Insemination®®

In Vitro Fertilization Procedures®®

Deductible, then $300 per visit
Deductible, then $50 per visit

Deductible, then $400 per visit
Deductible, then $50 per visit

Deductible, then $500 per day (3 day
maximum payment per admission)

Deductible, then $50 per visit

No charge* after deductible

No charge* after deductible

Deductible, then $50 per day

No charge*

Deductible, then $500 per day (3 day
maximum payment per admission)

Not covered
Not covered

Deductible, then $400 per visit
Deductible, then $70 per visit

Deductible, then $500 per visit
Deductible, then $70 per visit

Deductible, then $600 per day (3 day
maximum payment per admission)

Deductible, then $70 per visit

Deductible, then $70 per visit

Deductible, then $70 per visit

Deductible, then $70 per day

Deductible, then $70 per visit

Deductible, then $600 per day (3 day
maximum payment per admission)

Not covered
Not covered

MENTAL HEALTH AND SUBSTANCE USE DISORDER—(Members are responsible for both physician and facility fees)

Office Visits
Outpatient Services
m Facility

® Physician
Inpatient Services
m Facility

= Physician

MEDICAL DEVICES AND SUPPLIES
Durable Medical Equipment
Hearing Aids

Deductible, then $25 per visit

Deductible, then $50 per visit
Deductible, then $50 per visit

Deductible, then $500 per day (3 day
maximum payment per admission)

Deductible, then $50 per visit

Deductible, then 25% of Allowed Benefit

Not covered

SUM4408-1P (9/18) B DC M 2019 2-50 ACA Compliant (Can be sold as HDHP)

Deductible, then $70 per visit

Deductible, then $70 per visit
Deductible, then $70 per visit

Deductible, then $600 per day (3 day
maximum payment per admission)

Deductible, then $70 per visit

Deductible, then 45% of Allowed Benefit

Not covered



BluePreferred PPO HSA/HRA Silver 2000 Summary of Benefits

In-Network You Pay’ Out-of-Network You Pay’

PRESCRIPTION DRUGS""

Formulary List Visit www.carefirst.com/acarx to locate Formulary List
Annual Prescription Drug Deductible Subject to combined medical and prescription drug deductible
Preventive Drugs No charge*

Oral Chemo Drugs and Diabetic Supplies HSA - No charge* after deductible; HRA - No charge*
Generic Drugs 30-day supply Deductible, then $10;

90-day supply Deductible, then $20 (maintenance drugs only)

Preferred Brand Drugs'? 30-day supply Deductible, then $45;
90-day supply Deductible, then $90 (maintenance drugs only)

Non-preferred Brand Drugs' 30-day supply Deductible, then $65;
90-day supply Deductible, then $130 (maintenance drugs only)

Preferred Specialty Drugs (must be filled 30-day supply Deductible, then 50% up to $100 maximum;
through Exclusive Specialty Pharmacy Network) | 90-day supply Deductible, then 50% up to $200 maximum (maintenance drugs only)

Non-Preferred Specialty Drugs (must be filled 30-day supply Deductible, then 50% up to $150 maximum;
through Exclusive Specialty Pharmacy Network) | 90-day supply Deductible, then 50% up to $300 maximum (maintenance drugs only)

PEDIATRIC VISION—(Through the end of the calendar year in which the dependent turns 19)

Routine Exam (limited to 1 visit/benefit period) |No charge* Total charge minus $40 reimbursement
Frames and Contact Lenses—Pediatric No charge* Reimbursements apply

Collection Only

Spectacle Lenses No charge* Reimbursements apply

PEDIATRIC DENTAL—(Through the end of the calendar year in which the dependent turns 19)

Annual Dental Deductible $25 $50

Class | Preventative & Diagnostic Services— No charge* 20% of Allowed Benefit

Exams (2 per year). Cleanings (2 per year),
fluoride treatments (2 per year), sealants,
bitewing X-rays (2 per year), full mouth X-ray
(one every 3 years)

Class Il Basic Services—Fillings (amalgam or Deductible, then 20% of Allowed Benefit | Deductible, then 40% of Allowed Benefit
composite), simple extractions, non-surgical
periodontics

Class Il Major Services—Surgical periodontics, |Deductible, then 20% of Allowed Benefit | Deductible, then 40% of Allowed Benefit
endodontics, oral surgery

Class IV Major Services—Restorative Crowns, |Deductible, then 50% of Allowed Benefit |Deductible, then 65% of Allowed Benefit
dentures, inlays and onlays

Class V Medically Necessary Orthodontic 50% of Allowed Benefit 65% of Allowed Benefit
Services

SUM4408-1P (9/18) B DC M 2019 2-50 ACA Compliant (Can be sold as HDHP)



BluePreferred PPO HSA/HRA Silver 2000 Summary of Benefits

Note: Allowed Benefit is the fee that providers in the network have agreed to accept for a particular service. The provider cannot charge the
member more than this amount for any covered service. Example: Dr. Carson charges $100 to see a sick patient. To be part of CareFirst's network,
he has agreed to accept $50 for the visit. The member will pay their copay/coinsurance and deductible (if applicable) and CareFirst will pay the
remaining amount up to $50.

*

1
2
3

12
13

No copayment or coinsurance.

When multiple services are rendered on the same day by more than one provider, Member payments are required for each provider.

In- and out-of-network deductible and out-of-pocket maximums do not contribute to each other.

Aggregate - For family coverage only: The family deductible must be met before any member starts receiving benefits. The deductible may be
met by one member or any combination of members.

Separate - For Family coverage only: When one family member meets the individual out-of-pocket maximum, their services will be covered at
100% up to the Allowed Benefit. Each family member cannot contribute more than the individual out-of-pocket maximum amount. The family
out-of-pocket maximum must be met before the services for all remaining family members will be covered at 100% up to the Allowed Benefit.
The out-of-pocket maximum includes deductibles, copays and coinsurance.

All drug costs are subject to the in-network out-of-pocket maximum.

If a service is rendered on a hospital campus you could receive two bills, one from the physician and one from the facility.

“Telemedicine services” refers to the use of a combination of interactive audio, video, or other electronic media used for the purpose of diagnosis,
consultation, or treatment. Use of audio-only telephone, electronic mail message (e-mail), or facsimile transmission (FAX) is not considered a
telemedicine service.

If the out-of-network benefit is listed as contributing toward the in-network deductible, then it also contributes toward the in-network out-of-pocket
maximum.

Members who are unable to conceive have coverage for the evaluation of infertility services performed to confirm an infertility diagnosis, and
some treatment options forinfertility. Preauthorization required.

Except for emergency services or out-of-area urgent care, if a member goes to a non-participating pharmacy, the member is responsible for
the copay/coinsurance for the drug plus the difference between the allowed charge and the actual charge for that drug (called balance billed
amount). The balance billed amount does not contribute to the out-of-pocket maximum.

Benefits for Specialty Drugs are only available when Specialty Drugs are purchased from and dispensed by a specialty Pharmacy in the Exclusive
Specialty Pharmacy Network.

If a Generic drug becomes available for a Preferred Brand drug, the Preferred Brand drug moves to the Non-preferred Brand drug tier.

If a provider prescribes a Non-preferred Brand drug, and the Member selects the Non-preferred Brand drug when a Generic drug is available,
the Member shall pay the applicable Copayment or Coinsurance as stated in the Schedule of Benefits plus the difference between the price of
the Non-preferred Brand drug and the Generic drug up to the cost of the drug. This amount will not contribute to the Out-of-Pocket Maximum.

Not all services and procedures are covered by your benefits contract. This summary is for comparison purposes only and does not
create rights not given through the benefit plan.

The benefits described are issued under form numbers: DC/CF/SHOP/GC (R 1/19) » DC/CF/SHOP/PPO/EOC (1/17) » DC/GHMSI/DOL APPEAL (R.
1/17) « DC/CF/SHOP/PPO/DOCS (1/17) « DC/CF/BP PPO/1000 90-70 (1/19) » DC/CF/BP PPO BF HSA/SIL 1500 (1/19) » DC/CF/BP PPO CDH/2000 80-60
(1/19) » DC/CF/BP PPO CDHY/SIL 1500 (1/19) « DC/CF/BP PPO CDH/SIL 2000 (1/19) « DC/CF/BP PPO/GOLD 500 (1/19) « DC/CF/BP PPO/GOLD 1000
(1/19) » DC/CF/BP PPO/GOLD 1500 (1/19) « DC/CF/BP PPO/PLAT 0 (1/19) » DC/CF/BP PPO/PLAT 500 (1/19) * DC/CF/BP PPO/SIL 1000 (1/19) *
DC/CF/BLCRD (R. 6/18) * DC/CF/MEM/BLCRD (R. 6/18) * DC/CF/ANCILLARY AMEND (10/12) * DC/CF/SHOP/ELIG AMEND (1/17) « DC/CF/SHOP/2019
AMEND (1/19) « DC/CF/SG/CCHRADM (1/19) » DC/CF/PT PROTECT (9/10) * DC/GHMSI/HEALTH GUARANTEE 6/18 * DC/CF/SG/INCENT (R. 1/19) *
DC/CF/SHOP/ELIG (1/14) and any amendments.

Carehrst

CareFirst BlueCross BlueShield is the business name of Group Hospitalization and Medical Services, Inc. which is an independent licensee of the Blue Cross and Blue Shield Association.
® Registered trademark of the Blue Cross and Blue Shield Association.

SUM4408-1P (9/18) B DC M 2019 2-50 ACA Compliant (Can be sold as HDHP)



Notice of Nondiscrimination and
Availability of Language Assistance Services

(UPDATED 7/12/18)

CareFirst BlueCross BlueShield, CareFirst BlueChoice, Inc., CareFirst Diversified Benefits and all of their corporate
affiliates (CareFirst) comply with applicable federal civil rights laws and do not discriminate on the basis of race,
color, national origin, age, disability or sex. CareFirst does not exclude people or treat them differently because
of race, color, national origin, age, disability or sex.

CareFirst:
= Provides free aid and services to people with disabilities to communicate effectively with us, such as:
O Qualified sign language interpreters
O Written information in other formats (large print, audio, accessible electronic formats, other formats)

= Provides free language services to people whose primary language is not English, such as:
O Qualified interpreters
O Information written in other languages

If you need these services, please call 855-258-6518.

If you believe CareFirst has failed to provide these services, or discriminated in another way, on the basis of
race, color, national origin, age, disability or sex, you can file a grievance with our CareFirst Civil Rights Coordinator
by mail, fax or email. If you need help filing a grievance, our CareFirst Civil Rights Coordinator is available to
help you.

To file a grievance regarding a violation of federal civil rights, please contact the Civil Rights Coordinator
as indicated below. Please do not send payments, claims issues, or other documentation to this office.

Civil Rights Coordinator, Corporate Office of Civil Rights

Mailing Address P.O. Box 8894
Baltimore, Maryland 21224
Email Address civilrightscoordinator@carefirst.com
Telephone Number 410-528-7820
Fax Number 410-505-2011

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil
Rights electronically through the Office for Civil Rights Complaint portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

800-368-1019, 800-537-7697 (TDD)

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

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc. CareFirst of Maryland, Inc., Group
Hospitalization and Medical Services, Inc., CareFirst BlueChoice, Inc.,The Dental Network and First Care, Inc. are independent licensees of the Blue Cross and Blue Shield Association.
In the District of Columbia and Maryland, CareFirst MedPlus and CareFirst Diversified Benefits are the business names of First Care, Inc. In Virginia, CareFirst MedPlus and CareFirst
Diversified Benefits are the business names of First Care, Inc. of Maryland (used in VA by: First Care, Inc.). ® Registered trademark of the Blue Cross and Blue Shield Association. ®"
Registered trademark of CareFirst of Maryland, Inc.



Foreign Language Assistance

Attention (English): This notice contains information about your insurance coverage. It may contain key
dates and you may need to take action by certain deadlines. You have the right to get this information and
assistance in your language at no cost. Members should call the phone number on the back of their member
identification card. All others may call 855-258-6518 and wait through the dialogue until prompted to push
0. When an agent answers, state the language you need and you will be connected to an interpreter.

A%1CE (Amharic) “71900.£:- 2V “INFOEL QA o287 Ti47P aolF eHA= WiONr $1-120F 04T ALZTLFa-
LU TICT AS% NATLTFA AILYT @0 $5F ALH LTFAA: ENT aolB 0UITTT KRG LA NEP NRTRP
A PTITT T av)F AAPTE ROA NP hord-odf NCeP ANHFECO AL OLtmPNd- PAAN &TC LOA L TANk:
ROA NAPE L9° ©L hAN €T(855-258-6518 LM-AM- 07 AT% R AONNTICL £40 71147 aom¥ hANP:=
A7L oh AN VLATPE PLLATTT $72 Lam-&: hH.P9° h1HCA%L IC LI15F =

Edeé Yoruba (Yoruba) itétiléko: Akiyési yii ni iwifin nipa isé adojutofo re. O le ni awon dééti paté o si le ni
Iati gbé igbésé ni awon oj6 gbédéke kan. O ni été Iati gba iwifun yii ati iranlowd ni édé re I6féé. Awon
omo-egbé gbédo pe némba féonu t6 wa Iéyin kaadi idénimo won. Awon miran le pe 855-258-6518 ki o si
durd nipase ijiroro titi a o fi so fun o lati te 0. Nigbati asoju kan ba dahan, so édeé ti o fé a 6 si so ¢ po mo
ogbufo kan.

Tiéng Viét (Vietnamese) Chu y: Théng bao nay chira thdng tin vé pham vi bao hiém cta quy vi. Thong bao
cb thé chlra nhitng ngay quan trong va quy vi can hanh dong trudc mét so thoi han nhat dinh. Quy vi co
quyén nhan dugc théng tin nay va hd trg bang ngdén ngir cia quy vi hoan toan mién phi. Cac thanh vién
nén goi s6 dién thoai & mat sau cta thé nhan dang. T4t ca nhirng ngudi khac co thé goi s6 855-258-6518
va chd hét cudc ddi thoai cho dén khi duwgc nhac nhan phim 0. Khi mét téng dai vién tra 16, hay néu rd ngén
nglt quy vi can va quy vi sé dugc két ndi véi mot thdng dich vién.

Tagalog (Tagalog) Atensyon: Ang abisong ito ay naglalaman ng impormasyon tungkol sa nasasaklawan ng
iyong insurance. Maaari itong maglaman ng mga pinakamahalagang petsa at maaaring kailangan mong
gumawa ng aksyon ayon sa ilang deadline. May karapatan ka na makuha ang impormasyong ito at tulong
sa iyong sariling wika nang walang gastos. Dapat tawagan ng mga Miyembro ang numero ng telepono na
nasa likuran ng kanilang identification card. Ang lahat ng iba ay maaaring tumawag sa 855-258-6518 at
maghintay hanggang sa dulo ng diyalogo hanggang sa diktahan na pindutin ang 0. Kapag sumagot ang
ahente, sabihin ang wika na kailangan mo at ikokonekta ka sa isang interpreter.

Espafiol (Spanish) Atencidn: Este aviso contiene informacién sobre su cobertura de seguro. Es posible que
incluya fechas clave y que usted tenga que realizar alguna accion antes de ciertas fechas limite. Usted
tiene derecho a obtener esta informacién y asistencia en su idioma sin ninguin costo. Los asegurados deben
llamar al numero de teléfono que se encuentra al reverso de su tarjeta de identificacion. Todos los demas
pueden llamar al 855-258-6518 y esperar la grabacion hasta que se les indique que deben presionar 0.
Cuando un agente de seguros responda, indique el idioma que necesita y se le comunicara con un intérprete.

Pyccknii (Russian) BHumaHune! Hactosiwee yBegomneHne cogepxut nHpopMaLmio O Ballem CTPaxOBOM
obecneyeHnn. B Hem MOryT ykasblBaTbCH BaXkKHble AaTbl, M OT Bac MOXeT notpeboBaTbCs BbINOMHUTD
HeKoTOpble AENCTBMA OO OnpedeneHHoro cpoka. Bel nmMeeTe npaso 6ecnnaTHO NONy4MTb HacTosILne
CBeAEHNs 1 COMYTCTBYHOLLYIO MOMOLLb Ha yAOOHOM BaM fA3blke. Y4acTHMKaM crnegyeTt obpalatbCsa no HoMepy
TenedgoHa, yKa3aHHOMY Ha TbIfIbHOW CTOPOHE MAEHTU(UKALMOHHON KapTbl. Bce npoyne aboHEHTLI MoryT
3BOHUTBL MO HOMepy 855-258-6518 n oxungaTb, Noka B roffloCOBOM MEHIO He ByaeT npeasioKeHo HaxaTb
uncpy «0». [Npn oTBETE areHTa yKaXute >xxenaemMbli S3blk 0OLLEHNS], U Bac CBAXYT C NEPEBOSYMKOM.

EET (Hindi) €T &2 30 =41 § STl o197 Fassl & a1 § Saarer af 5 {1 7 a6ar T ok s 7a7

FAATIT FT Ie[er@ 1 ST T AAY FHAT TAAT THI-EAT & HTTL HTH FLAT ST T TR AT AT T2
o arfTaraT st syrom # qeferers 9T 7 srerfTe T Heqat 1 9o 9= 9q@ & 919 280 0 BHaaY I FHid AT
TG T AHT AT 855-258-6518 TT FHid T Hhd | ¥ ST T 0 TATH & AAT 7 T ST, T T TATE Af
ATRIT FY| T HIS Tsie IqA & df I8 SATAT AT TATU 3T AT TATLATHE F Firfehe HL gadT ST



Basdd-wudu (Bassa) To Bul Cao! B3 nia ke ba nyo bé ké m gbo kpa b6 ni fu a-fia-fiin nyee jé dyi. B3 nia
ke bédé weé je€ bé be m ké de wa md m ké nyuee nyu hwe be wé béa ké zi. O md ni kpé bE m ké b3 nia ke
ke gbo- kpa-kpa m mdee dyé dé ni bidi-wudu mu b m ké se widi do pee. Kpood nyo bé me da flun-ndba
nia dé waa 1.D. kaad dein nye. Nyo 133 s€in me da ndba nia ke: 855-258-6518, ké m me fo tee b wa kée m
gbo ce b€ m ké ndba mda 0 kee dyi padain hwe. O ju ké nyo do dyim gd jUin, po wudu m md poe dyie,
ké nyo do mu b6 niin b€ 9 ké ni wudud mu za.

112 (Bengali) SR F: a8 NG S9N AT FOTRRIG TR O JHHT @1 TH o0 O
RIS SEILEICEIN qmmsﬁ‘m«ﬂmmwwwmwwmm|WWWW@
O ANGUF Q1L HRITOT ANGUT LI SN S| AVIHTAARE O AL IR [P T el
FIHO B | ST 855-258- 6518WWWOWWWWW_WWW—WI U AR
QHGE TGO AMAR O 91 IAGE ST N J&Tw] @1 SATAE ARSI HAT AR 1 D41
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g0 4 ly gleidl)y 9 oleMol ol b xiowd 185 50 3> cpl 5l Lo .S o128l o3 o 580 20U U cawl o5V 9
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aalSs sl Jaxs g9 izl wlogleally éaclwall 0i® e Jouax)l bl g3y . 63320 aplds aeloo Jolxy olel,>] ksl ]
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Hh XX 4k (Traditional Chinese) 1%, : ABHAEHANENRBENHEBEN. ABHATMEKEISEEFHR
CERBEHRCZIIFERNNTE. CERIRBESENER , UREBENWIFZRENBHR K. 88
ERTEHE S SRR F S ENBERE, LS AL TRITES 855-258- 6518 , WERBERHFFRRIR
TR0, EERENER K FRUELTEFANES  ERENEEDOZEAR iR,

Igbo (Igbo) Nrubama: Okwa a nwere ozi gbasara mkpuchi nchekwa onwe gi. O nwere ike inwe ubochi ndi
di mkpa, i nwere ike ime ihe tupu ufodu ubochi njedebe. | nwere ikike inweta ozi na enyemaka a n’asusu gi
na akwughi ugwo o bula. Ndi otu kwesiri ikpo akara ekwenti di n’azu nke kaadi njirimara ha. Ndi 0zo niile
nwere ike ikpo 855-258-6518 wee chere ububo ahu ruo mgbe amanyere ipi 0. Mgbe onye nnochite anya
zara, kwuo asusu i choro, a ga-ejiko gi na onye okowa okwu.

Deutsch (German) Achtung: Diese Mitteilung enthalt Informationen tber lhren Versicherungsschutz. Sie
kann wichtige Termine beinhalten, und Sie missen gegebenenfalls innerhalb bestimmter Fristen reagieren.
Sie haben das Recht, diese Informationen und weitere Unterstitzung kostenlos in lhrer Sprache zu erhalten.
Als Mitglied verwenden Sie bitte die auf der Rickseite Ihrer Karte angegebene Telefonnummer. Alle anderen
Personen rufen bitte die Nummer 855-258-6518 an und warten auf die Aufforderung, die Taste 0 zu drlicken.
Geben Sie dem Mitarbeiter die gewiinschte Sprache an, damit er Sie mit einem Dolmetscher verbinden
kann.

Francais (French) Attention: cet avis contient des informations sur votre couverture d'assurance. Des dates
importantes peuvent y figurer et il se peut que vous deviez entreprendre des démarches avant certaines
échéances. Vous avez le droit d'obtenir gratuitement ces informations et de I'aide dans votre langue. Les
membres doivent appeler le numéro de téléphone figurant a l'arriere de leur carte d'identification. Tous les
autres peuvent appeler le 855-258-6518 et, aprés avoir écouté le message, appuyer sur le 0 lorsqu'ils seront
invités a le faire. Lorsqu'un(e) employé(e) répondra, indiquez la langue que vous souhaitez et vous serez
mis(e) en relation avec un interprete.



2= 0{(Korean) F2|: 0| SXIAM0olE 2& AHHE|X|oi CHEF HE 7t E?:.*Eloi UELICH = *K} EUEAPN|
F|olok st &7 7|gto| Z&E + M.:.I—IEF TIstolHE AHE o= sifE HE et X[H % S HEI7H U

- 1O

&LICH 30| AR ID 7H= 9| S0 /= MEHH S 2 o426l FAAIL. &) 0] ofL |4l Z;'% 855-258-6518
Ho =2 T™3t5t0{ 02 FEet= HAIXIZE S WK ZICh2[M AL, A E AHE#oiAH et ¢10{E 2is
SHAIH S23 Mu|Aof Qs E2IL|Ct.

Dine Bizaad (Navajo) Ge": Dif bee it hane'igif bii' dah¢aQ bee eedah¢zin beeso ach' h naanil nik'ist'i'fgii ba. Bii'
dah¢aQQ doo fiyisif yoolkaaligif d¢¢ t'aadoo le'e adadoolytiligii da y¢keedgo t'aa doo bee e'e'aahi ajiil'tih. Bee na
ah¢ét'i' dii bee it hane' d¢¢ nika'adoowot t'aa nfnizaad bee t'aa jiik'e. Atah danilinigif beesh bee hane'e bee w¢tta'igif
nitt'izgo bee nee h¢dolzinfgif bikeed , bikaa' bich'l hodoonihji’. Aad¢¢ naanata' ef kojl' dah¢doolnih jegoacioéeai dé¢
yii diitts'llt yattl'igif t'aa nﬂefji aad¢¢ ef bikee'd¢¢ naasbe;ac;as bit adidiilchit. Aka'anidaalw¢'fgif neidiit go, saad bee
yanitt'i'fgif yii diikit d¢¢ ata' halne'e la nfka'adoolwot.



