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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2026 - 12/31/2026
HMSA: MED X-S / DRG 861 Coverage for: Individual / Family | Plan Type: HMO

{ . The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
i . share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.hmsa.com.
For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the
Glossary. You can view the Glossary at http://www.healthcare.gov/sbc-glossary/ or call 1-800-776-4672 to request a copy.

Important Questions _ [Answers  |Why ThisMaters |

What is the overall $0 See the Common Medical Events chart below for your costs for services this plan
deductible? covers.

Are there services covered . This plan does not have a deductible. You do not have to meet a deductible amount
before you meet your Not applicable. before the plan pays for any services

deductible? '

Are there other

deductibles for specific  |No. You don’t have to meet deductibles for specific services.

services?

$2,500 individual / $7,500 family (applies to

What is the out-of-pocket  medical plan coverage). $3,600 individual / The out-of-pocket limit is the most you could pay in a year for covered services.

If you have other family members in this plan, they have to meet their own out-of-

limit for this plan? $4,200 family (applies to prescription drug - : ; "y L
coverage). pocket limits until the overall family out-of-pocket limit has been met.

Premiums, balance-billed charges, payments for
services subject to a maximum once you reach
the maximum, any amounts you owe in addition
to your copayment for covered services, and
health care this plan doesn’t cover.

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

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

This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. You will pay the most if you use an out-of-network provider (unless
Yes. See http://www.hmsa.com/search/providers otherwise defined by federal law), and you might receive a bill from a provider for

Will you pay less if you

use a network provider? | call 1-800-776-4672 for a list of network the difference between the provider’s charge and what your plan pays (balance
* | providers. billing). Be aware, your network provider might use an out-of-network provider for
some services (such as lab work). Check with your provider before you get
services.

This plan will pay some or all of the costs to see a specialist for covered services
but only if you have a referral before you see the specialist.

Do you need a referral to

e Yes.
see a specialist?
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Common Medical
Event

Services You May Need

What You Will Pay

Limitations, Exceptions, & Other
Important Information

If you visit a health

care provider's
office or clinic

If you have a test

Primary care visit to treat an injury

or illness

Specialist visit
Other practitioner office visit:

Physical and Occupational

Therapist
Psychologist

Nurse Practitioner

Preventive care (Well Child
Physician Visit)

Screenin

Network Provider
(You will pay the least)
$20 copay/visit
$20 copay/visit

$20 copay/visit

$20 copay/visit
$20 copay/visit

No charge

No charge

Immunization (Standard and Travel)|No charge

Diagnostic test

Inpatient

Outpatient
X-ray

Inpatient

Outpatient
Blood Work

Inpatient

Outpatient

Imaging (CT/PET scans, MRIs)

Inpatient

Outpatient

10% coinsurance

20% coinsurance

10% coinsurance

$10 copay/visit

10% coinsurance

$10 copay/visit

10% coinsurance

20% coinsurance

Out-of-Network Provider
(You will pay the most)

Not covered

Not covered

Not covered

Not covered
Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

---none---

---none---

Services may require preauthorization.
Benefits may be denied if
preauthorization is not obtained.

---none---

---none---

Age and frequency limitations may
apply. You may have to pay for

services that aren't preventive. Ask
your provider if the services needed

are preventive. Then check what your
plan will pay for.

Services may require preauthorization.
Benefits may be denied if

preauthorization is not obtained.

Services may require preauthorization.
Benefits may be denied if

preauthorization is not obtained.

Services may require preauthorization.
Benefits may be denied if

preauthorization is not obtained.

Services may require preauthorization.
Benefits may be denied if

preauthorization is not obtained.
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Common Medical
Event

Services You May Need

What You Will Pay

Limitations, Exceptions, & Other
Important Information

If you need drugs
to treat your
iliness or
condition

More information

about prescription

drug coverage is
available at

www.hmsa.com.

Network Provider Out-of-Network Provider
(You will pay the least) (You will pay the most)

Tier 1 - mostly Generic drugs (retail)|$7 copay/prescription

Tier 1 - mostly Generic drugs
(mail order)

Tier 2 - mostly Preferred Formulary

Drugs (retail)

Tier 2 - mostly Preferred Formulary

Drugs
(mail order)

Tier 3 - mostly Non-preferred
Formulary Drugs (retail)

Tier 3 - mostly Non-preferred
Formulary Drugs (mail order)

$11 copay/prescription

$30 copay/prescription

$65 copay/prescription

$30 copay/prescription

$65 copay/prescription

$7 copay and
20% coinsurance/prescription

Not covered

$30 copay and
20% coinsurance/prescription

Not covered

$30 copay and
20% coinsurance/prescription

Not covered

One retail copay for 1-30 day supply,
two retail copays for 31-60 day supply,
and three retail copays for 61-90 day
supply.

One mail order copay for a 84-90 day
supply at a 90 day at retail network or
contracted mail order provider.

One retail copay for 1-30 day supply,
two retail copays for 31-60 day supply,
and three retail copays for 61-90 day
supply.

One mail order copay for a 84-90 day
supply at a 90 day at retail network or
contracted mail order provider.

In addition to your copay and/or
coinsurance, you will be responsible for
a $45 Tier 3 Cost Share per retail
copay. Cost to you for retail Tier 3
drugs: One copay plus one Tier 3 Cost
Share for 1-30 day supply, two copays
plus two Tier 3 Cost Shares for 31-60
day supply, and three copays plus
three Tier 3 Cost Shares for 61-90 day
supply.

In addition to your copay and/or
coinsurance, you will be responsible for
a $135 Tier 3 Cost Share per mail
order copay. Cost to you for mail
order Tier 3 drugs: One mail order
copay plus one mail order Tier 3 Cost
Share for an 84-90 day supply ata 90
day at retail network or contracted mail
order provider.
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Common Medical
Event

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

If you need drugs

Tier 4 - mostly Preferred Formulary

(You will pay the least)

(You will pay the most)

Retail benefits for Tier 4 and Tier 5

immediate medical
attention

(air)

20% coinsurance

20% coinsurance

to treat your . : 20% coinsurance Not covered drugs are limited to a 30-day supply.
iliness or Specialty drugs (retail) Available in participating Specialty
condition Tier 5 - mostly Non-preferred . Pharmacies only.
More information | Formulary Specialty drugs (retail) |2 /° SonSurance Not covered
about prescription
d i , .
W s Tier 4 & 5 (mail order) Not covered Not covered
www.hmsa.com.
Facility fee (e.g., ambulatory o
surgery center) 10% coinsurance Not covered none
If you have Physician Visits $20 copay/visit Not covered ---none---
Y Surgeon fees $20 copay (cutting) Not covered (cutting) ---none---
$20 copay (non-cutting) Not covered (non-cutting) ---none---
Emergency room care
Physician Visit No charge No charge ---none---
Emergency room $100 copay/visit $100 copay/visit ---none---
Limited to air transport to the nearest
adequate hospital within the State of
If you need Emergency medical transportation Hawal, except in certain situations

when transportation to the continental
US is necessary for critical care in
accord with HMSA's medical policy.
Certain exclusions apply.

Emergency medical transportation

Ground transportation to the nearest,

o : .
(ground) 20% coinsurance Not covered adgquate hospital to treat your illness
or injury.
Urgent care $20 copay/visit Not covered ---none---
Facility fee (e.g., hospital room) 10% coinsurance Not covered ---none---
If you have a Physician Visits 10% coinsurance Not covered ---none---
hospital stay Surgeon fee 10% coinsurance (cutting) Not covered (cutting) --none---
10% coinsurance (non-cutting) |Not covered (non-cutting) ---none---
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Common Medical Services You May Need What You Will Pay Limitations, Exceptions, & Other

Event Network Provider Out-of-Network Provider Important Information
(You will pay the least) (You will pay the most)

Outpatient services

If you have mental | Physician services $20 copay/visit Not covered ---none---

E:::::, gﬁhaworal Hospital and facility services No charge Not covered ---none---

substance abuse  Inpatient services

needs Physician services 10% coinsurance Not covered ---none---
Hospital and facility services 10% coinsurance Not covered ---none---
Office visit (Prenatal and postnatal Cost sharing does not apply to certain
care) 1D ErelgE Il etz preventive services. Depending on the
Childbirth/delivery professional o type of services, coinsurance or copay

If you are pregnant SEIVCes 10% coinsurance Not covered may apply. Matemity care may include
Childbirth/delivery facility services |10% coinsurance Not covered tests and services described elsewhere

in the SBC (i.e. ultrasound).
Home health care No charge Not covered ---none---

Services may require preauthorization.
Benefits may be denied if

Rehabilitation services $20 copay/visit Not covered i S
Excludes cardiac rehabilitation.
Habilitation services Not covered Not covered Excluded service
If you n(leed help 120 Days per Calendar Year. Includes
recovering or have extended care facilities (Skilled
other special , , o Nursing, Sub-Acute, and Long-Term
health needs Skilled nursing care 10% coinsurance Not covered Acute Care Facilities) to the extent
care is for Skilled nursing care, sub-
acute care, or long-term acute care.
Services may require preauthorization.
Durable medical equipment 20% coinsurance Not covered Benefits may be denied if
preauthorization is not obtained.
Hospice services No charge Not covered ---none---
Children's eye exam $20 copay/exam Not covered Limited to one routine vision exam per
. calendar year.
If your child needs .. . "
dental or eye care Children's glasses (single vision .
lenses and frames selected within  |Not covered Not covered Excluded service
designated group)
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Common Medical Services You May Need What You Will Pay Limitations, Exceptions, & Other

Event Network Provider Out-of-Network Provider Important Information
(You will pay the least) (You will pay the most)

If your child needs

dental or eye care Children's dental check-up Not covered Not covered Excluded service

Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Acupuncture e Habilitation services o  Vision Appliances (Child)
o  Cosmetic surgery e Long-term care e  Weight loss programs
o Dental care (Adult) « Non-emergency care when traveling outside the

U.S.

e  Dental care (Child) e Routine foot care

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)

o  Bariatric surgery o Infertility Treatment (Artificial Inseminationand e  Routine eye care (Adult)
In Vitro Fertilization. Please refer to your plan

»  Chiropractic care (e.g., office visits, x-ray films - document for limitations and additional details)

limited to services covered by this medical plan , ,
and within the scope of a chiropractor's license) ©  Private-duty nursing

e Hearing aids (limited to one hearing aid per ear
every 60 months)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: 1) 1-800-776-4672 for HMSA; 2) (808) 586-2790 for the State of Hawaii, Dept. of Commerce and Consumer Affairs - Insurance Division; 3) 1-866-444-
3272 or http://www.dol.gov/agencies/ebsa/laws-and-regulations/laws/affordable-care-act for the U.S. Department of Labor, Employee Benefits Security
Administration; or 4) 1-877-267-2323 x61565 or http://www.cciio.cms.gov for the U.S. Department of Health and Human Services. Church plans are not covered by
the Federal COBRA continuation coverage rules. Other coverage options may be available to you too, including buying individual insurance coverage through the
Health Insurance Marketplace. For more information about the Marketplace, visit http://www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact:
- For group health coverage subject to ERISA, you must submit a written request for an appeal to: HMSA Member Advocacy and Appeals, P.O. Box 1958,
Honolulu, Hawaii 96805-1958. If you have any questions about appeals, you can call us at (808) 948-5090 or toll free at 1-800-462-2085. You may also
contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or http://www.dol.gov/agencies/ebsa/laws-and-
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regulations/laws/affordable-care-act. You may also file a grievance with the Insurance Commissioner. You must send the request to the Insurance
Commissioner at: Hawaii Insurance Division, ATTN: Health Insurance Branch - External Appeals, 335 Merchant Street, Room 213, Honolulu, Hawaii 96813.
Telephone: (808) 586-2804.

For non-federal governmental group health plans and church plans that are group health plans, you must submit a written request for an appeal to: HMSA
Member Advocacy and Appeals, P.O. Box 1958, Honolulu, Hawaii 96805-1958. If you have any questions about appeals, you can call us at (808) 948-5090
or toll free at 1-800-462-2085. You may also file a grievance with the Insurance Commissioner. You must send the request to the Insurance Commissioner at:
Hawaii Insurance Division, ATTN: Health Insurance Branch - External Appeals, 335 Merchant Street, Room 213, Honolulu, Hawaii 96813. Telephone: (808)

586-2804.

Does this Coverage Provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this Coverage Meet the Minimum Value Standard? Yes
If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-776-4672.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-776-4672.
Chinese (F122): AR FFZFSCHIHEEN - 1EHRF X545 1-800-776-4672.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-776-4672.

| To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a hospital

delivery)
m The plan's overall deductible $0
m Specialist copayment $20
m Hospital (facility) coinsurance 10%
m Other coinsurance 20%
This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)
Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing
Deductibles $0
Copayments $200
Coinsurance $900
What isn't covered
Limits or exclusions $60
The total Peg would pay is $1,160

The plan would be responsible for the other costs of these EXAMPLE covered services.

Managing Joe's type 2 Diabetes
(a year of routine in-network care of a well-controlled

condition)
m The plan's overall deductible $0
®m Specialist copayment $20
® Hospital (facility) coinsurance 10%
m Other coinsurance 20%
This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)
Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $0
Copayments $500
Coinsurance $200
What isn't covered
Limits or exclusions $20
The total Joe would pay is $720

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under

Mia's Simple Fracture

(in-network emergency room visit and follow up

care)
m The plan's overall deductible $0
m Specialist copayment $20
® Hospital (facility) coinsurance 10%
m Other coinsurance 20%
This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)
Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copayments $200
Coinsurance $300
What isn't covered

Limits or exclusions $0
The total Mia would pay is $500
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Discrimination is against the law

HMSA complies with applicable federal civil rights laws and
does not discriminate on the basis of race, color, national
origin, age, disability, or sex (consistent with the scope

of sex discrimination described at 45 CFR § 92.101(a)(2)).
HMSA does not exclude people or treat them less favorably
because of race, color, national origin, age, disability, or sex.

Services HMSA provides
HMSA offers the following services to support people with

disabilities and those whose primary language is not English.

There is no cost to you.

e Qualified sign language interpreters are available for
people who are deaf or hard of hearing.

e Large print, audio, braille, or other electronic formats of
written information is available for people who are blind
or have low vision.

® Language assistance services are available for those who
have trouble with speaking or reading in English. This
includes:

- Qualified interpreters.
- Information written in other languages.

If you need modifications, appropriate auxiliary aids and
services, or language assistance services, please call
1(800) 776-4672. TTY users, call 711.

hmsa

L ) —4 ]

An Independent Licensee of the Blue Cross and Blue Shield Association

1020-1276050 6.25 LE

How to file a grievance or complaint

If you believe HMSA 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:
* Phone: 1 (800) 462-2085
e TTY: /11
® Email: appeals@hmsa.com
* Fax: (808) 952-7546
® Mail: HMSA Member Advocacy and Appeals
P.O. Box 1958
Honolulu, HI 96805-1958

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:

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

Room 509F, HHH Building

Washington, D.C. 20201

1 (800) 368-1019, 1 (800) 537-7697 (TDD)

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

This notice is available at HMSA's website:
https://hmsa.com/non-discrimination-notice/.

(continued on next page)

Commercial/ACA/Medicare
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ATTENTION: If you don't speak English, language assistance services
are available to you at no cost. Auxiliary aids and services are also
available to give you information in accessible formats at no cost. QUEST
members, call 1 (800) 440-0640 toll-free, TTY 1 (877) 447-5990, or speak
to your provider. Medicare Advantage and commercial plan members,
call 1(800) 776-4672 or TDD/TTY 1 (877) 447-5990.

'Olelo Hawai'i

NA MEA: Ina 'a'ole 'oe '6lelo Pelekania, loa'a na lawelawe kokua 'dlelo ia
'oe me ka uku 'ole. Loa'a na kokua kokua a me na lawelawe no ka ha'awi
'‘anaia 'oei ka 'tke ma na 'ano like 'ole me ka uku 'ole. Na 1ala QUEST, e
keleponaia 1 (800) 440-0640 me ka uku 'ole, TTY 1(877) 447-5990, a i
‘ole e kama'ilio me kau mea ho'olako. 'O na lala Medicare Advantage a
me na lala ho'olala kalepa, e keleponaia 1(800) 776-4672 a i 'ole TDD/
TTY 1(877)447-5990.

Bisaya

PAHIBALO: Kung dili English ang imong pinulongan, magamit nimo
ang mga serbisyo sa tabang sa pinulongan nga walay bayad. Ang

mga auxiliary nga tabang ug serbisyo anaa sab aron mohatag og
impormasyon kanimo sa daling ma-access nga mga format nga walay
bayad. Mga membro sa QUEST, tawag sa 1 (800) 440-0640 toll-free, TTY
1(877)447-5990, o pakig-istorya sa imong provider. Mga membro sa
Medicare Advantage ug commercial plan, tawag sa

1(800) 776-4672 o TDD/TTY 1 (877) 447-5990.

¥

AR NRMRAEREX, EMKATRERRENZEEDIRE. WX

BIMRBthEREUEERNARATIREEF. QUEST EEFEHER

FZHR 1(800) 440-0640, FEFEZEMER (TTY) 1(877)447-5990 ZREERAIAR
FIRMEBRIE, Medicare Advantage RE#£HEIGEHEHE

1(800) 776-4672 s 5=pE . EEfEELER (TDD/TTY) 1 (877) 447-5990,

T A A 3

EE: WREASHIGE, AT LGS NERMNE S B RS . [F
i, FRATEHC &4 B T EAM MRS, o NS TR #% S
K. QUEST & miEHKFT R 1S 1(800) 440-0640, TTY
1(877)447-5990, si&WE BT IRSGHEMEE . Medicare
Advantage IR IFRIS GBS 1(800) 776-4672 5%
TDD/TTY 1(877) 447-5990.

llokano

BASAEN: No saanka nga agsasao iti Ingles, mabalinmo a magun-odan
ti libre a serbisio a tulong iti lengguahe. Adda met dagiti kanayonan a
tulong ken serbisio a makaited kenka iti libre nga impormasion iti nalaka
a maawatan a pormat. Dagiti miembro ti QUEST, tawaganyo ti

1(800) 440-0640 a libre ititoll, TTY 1 (877) 447-5990, wenno
makisaritaka iti provider-yo. Dagiti miembro ti Medicare Advantage

ken plano a pang-komersio, tawaganyo ti 1 (800) 776-4672 wenno
TDD/TTY 1(877)447-5990.

HZA&EE

AR EEFESNGVLAICIEK, BEHCTEREXEY—EXREFTHAWNEITE
T F- BERET VLTIV ERERA TR T 50 DHEY— /LY —E X
3EPCTHAW=EITET, QUESTZAY S LDMABZD AL, 7V)—54
A7)L1(800) 440-0640F THEFEIZEWV TTYXZFADIGE L
1(877)447-5990F THEEEL\V-1=<{h ., B L EEMEN RS

LY, Medicare Advantage 7V B LU RMBRIET IV DMAZED A,

800) 776-4672F THEEELV=1=<H. TDD/TTYZZFIHDIHEE &

877) 447-5990F THEEZELY,

_
—_

st= 0

=2t SN E AZotX = 8%, 22 A0 XNE AHIAE 0|2E
= JASLIL REZ E2 Jtse A2 ZEE 2| ?Ad EX X&E
2 MHIA AAI Ol 2E & USLICH QUEST It XtsE =48It 2
&3k 1(800)440-0640,TTY 1(877)447-599081 22 MGt HLE MEIA
M-S X2k & 2|5 Al 2. Medicare Advantage & @12+ Ze Dt Xt=

1(800)776-4672 £=TDD/TTY 1(877)447-5990H 22 &30t AlL.

WI1970 L.

(gu270; IS IWIFISHHOCIPDOINIWFoBDGIWIFNO
ODegmewenlgiuin. VeNYIMVBLNSYBNIVFoeCTS (ERE NIV
O3MmpeSucelvzycpviminsuccuod cBactglalosialgs7e.
J£0I3N QUEST ccinltntesoanlatics 1 (800) 440-0640, TTY

1 (877) 447-5990 & Unz97306 (i 3172991190, S¥LIRNCCE@VULNL)
Medicare Advantage ccat QUU)aEH0, 2 1 (800) 776-4672 G TDD/TTY

1 (877) 447-5990.
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Kajin Majol

KOJELLA: Ne kwojab jela kenono kajin Belle, ewér jibaf in ukok fian
kwe im ejellok wonnen. Ewor kein rofijak im jibaf ko jet fian waween ko
kwomaron ebok melele im ejellok wonnen. Armej ro rej kojrbal QUEST,
kall e 1(800) 440-0640 ejellok wonnen, TTY 1 (877) 447-5990, ie ejab
kenono ibben taktdo eo am. Medicare Advantage im ro rej kojerbal
injuran ko rej make wia, kall e 1 (800) 776-4672 e ejab TDD/TTY
1(877)447-5990.

Lokaiahn Pohnpei

Kohdo: Ma ke mwahu en kaiahn Pohnpei, me mwengei en kaiahn
Pohnpei. Me mwengei en kaiahn Pohnpei, me mwengei en kaiahn
Pohnpei. QUEST mwengei, kohdo mwengei 1 (800) 440-0640, TTY
1(877)447-5990, me mwengei en kaiahn Pohnpei. Medicare Advantage
me mwengei en kaiahn Pohnpei, kohdo mwengei 1 (800) 776-4672 me
TDD/TTY 1(877) 447-5990.

Gagana Samoa

FAASILASILAGA: Afai e te |é tautala le faa-lgilisi, o loo avanoa mo oe e
aunoa ma se totogi auaunaga fesoasoani i le gagana. O loo maua fo'i
fesoasoani faaopo'opo ma auaunaga e tuuina atu ai ia te oe faamatalaga
i auala eseese lea e maua e aunoa ma se totogi. Sui auai o le QUEST,
valaau aunoa ma se totogi i le 1 (800) 440-0640, TTY 1 (877) 447-5990,
pe talanoa i |é e saunia lau tausiga. Sui auai o le Medicare Advantage
ma sui auai o peleni inisiua tumaoti, valaau i le 1 (800) 776-4672 po o le
TDD/TTY 1(877) 447-5990.

Espafiol

ATENCION: Si no habla inglés, tiene a su disposicién servicios gratuitos
de asistencia con el idioma. También estan disponibles ayuda y servicios
auxiliares para brindarle informacién en formatos accesibles sin costo
alguno. Los miembros de QUEST deben llamar al nimero gratuito
1(800) 440-0640,TTY 1(877) 447-5990 o hablar con su proveedor.

Los miembros de Medicare Advantage y de planes comerciales deben
llamar al 1(800) 776-4672 o TDD/TTY 1 (877) 447-5990.

Tagalog

PAUNAWA: Kung hindi ka nakapagsasalita ng Ingles, mayroon kang
makukuhang mga serbisyo sa tulong sa wika nang libre. Mayroon ding
mga auxiliary na tulong at serbisyo para bigyan ka ng impormasyon
sa mga naa-access na format nang libre. Sa mga miyembro ng QUEST,
tumawag sa 1(800) 440-0640 nang toll-free, TTY 1 (877) 447-5990,

o makipag-usap sa iyong provider. Sa mga miyembro ng Medicare
Advantage at commercial plan, tumawag sa 1 (800) 776-4672 o
TDD/TTY 1(877) 447-5990.

ne

Tsatvanuaula: invinuliyaamedenge fusnslianudiawmida
mameuAritulealuidldane uazdelianuammlawasusmsiddunali
dayaunvitulusduuunaindelalealuid1d31a S usudundn QUEST
Tlsatnslunvunawainswinuunaay 1 (800) 440-0640, TTY

1 (877) 447-5990 visananaiuslriusn1suasna &1usuaunlin Medicare
Advantage waginutivwnging TdsaTnsldnviunaaa 1 (800) 776-4672
aa TDD/TTY 1 (877) 447-5990

Tonga

FAKATOKANGA: Kapau 6ku ikai keke lea Faka-Pilitania, 6ku i ai e
tokotaha fakatonulea éku i ai ke tokonii koe ikai ha totongi. Oku { ai mo
e kulupu tokoni ken au éatu e ngaahi fakamatala mo e tokoni ikai ha
totongi. Kau memipa QUEST, ta ki he 1 (800) 440-0640 taé totongi, TTY
1(877)447-5990, pe talanoa ki hod kautaha. Ko kinautolu 6ku Medicare
Advantage mo e palani fakakomesiale, ta ki he 1 (800) 776-4672 or
TDD/TTY 1(877) 447-5990.

Foosun Chuuk

ESINESIN: Ika kese sine Fosun Merika, mei wor aninisin fosun fonu

ese kamo mi kawor ngonuk. Mei pwan wor pisekin aninis mi kawor an
epwe esinei ngonuk porous non och wewe ika nikinik epwe mecheres
me weweoch ngonuk ese kamo. Chon apach non QUEST, kekeri
1(800) 440-0640 namba ese kamo, TTY 1 (877) 447-5990, ika fos ngeni
noumw ewe chon awora aninis. Medicare Advantage ika chon apach
non ekoch otot, kekeri 1 (800) 776-4672 ika TDD/TTY 1(877) 447-5990.

Tiéng Viét

CHU Y: Néu quy vi khéng noi duoc tléng Anh, chuing téi c6 cac dich vu hé
tro ngén ng» mién phi danh cho quy vi. Cac phuo’ng tién va dich vu hé
tro cling c6 san dé cung cap cho quy vi théng tin ¢ cac dinh dang dé tiép
can ma khéng mét phi. Hoi vien QUEST, xin goi sb mién cudc

1(800) 440-0640, TTY 1 (877) 447-5990, hoac noi chuyén voi nha

cung cap dich vu cua quy vi. Hoi vién Medicare Advantage va chwong
trinh thwong mai, xin goi s6 1 (800) 776-4672 hoac TDD/TTY

1(877) 447-5990.



Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
&, KAISER PERMANENTE. : Citibank National Association (CBNA) - CA - DHMO

Coverage Period: 01/01/2026 - 12/31/2026
Coverage for: Individual / Family | Plan Type: HMO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, see www.kp.org/plandocuments
or call 1-800-278-3296 (TTY: 711). For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider,
or other underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-278-3296 (TTY: 711) to request a copy.

What is the overall
deductible?

Important Questions _ Why This Matters:

$500 Individual / $1,000 Family

Generally, you must pay all of the costs from providers up to the deductible
amount before this plan begins to pay. If you have other family members on the
plan, each family member must meet their own individual deductible until the
total amount of deductible expenses paid by all family members meets the
overall family deductible.

Are there services
covered before you meet

Yes. Preventive care and services indicated in

This plan covers some items and services even if you haven't yet met the
deductible amount. But a copayment or coinsurance may apply. For example,
this plan covers certain preventive services without cost-sharing and before you

for specific services?

your deductible? SHEW SR 01 e 2 meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.
Are there other deductibles No. You don’t have to meet deductibles for specific services.

What is the out-of-pocket
limit for this plan?

$3,000 Individual / $6,000 Family

The out-of-pocket limit is the most you could pay in a year for covered services.
If you have other family members in this plan, they have to meet their own out-of-
pocket limits until the overall family out-of-pocket limit has been met.

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

Premiums, health care this plan doesn’t cover,
and services indicated in chart starting on page 2.

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

Will you pay less if you
use a network provider?

Yes. See hitps://choose.kaiserpermanente.org/citi

or call 1-800-278-3296 (TTY: 711) for a list of
Plan Providers.

This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. You will pay the most if you use an out-of-network provider, and
you might receive a bill from a_provider for the difference between the provider's
charge and what your plan pays (balance billing). Be aware your network
provider might use an out-of-network provider for some services (such as lab
work). Check with your provider before you get services.

Do you need a referral to
see a specialist?

Yes, but you may self-refer to certain specialists.

This plan will pay some or all of the costs to see a specialist for covered services
but only if you have a referral before you see the specialist.
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44 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical

Services You May Need

What You Will Pay

Limitations, Exceptions, & Other

Plan Provider Non-Plan Provider .
Event Important Information
(You will pay the least) (You will pay the most) >
angry care Atttz 20% coinsurance Not covered None
an injury or illness E—
If you visit a health | Specialist visit 20% coinsurance Not covered None
care proviqe.r’s You may have to pay for services that aren’t
office or clinic Preventive care/screening/ | No charge, deductible does not Not covered preventive. Ask your provider if the services
immunization apply. needed are preventive. Then check what
your plan will pay for.
Diagnostic test (x-ray, X-ray: 20% coinsurance Not covered None
blood work) Lab tests: 20% coinsurance
If you have a test imaaing (CT/PET
maging ( S€aNS, 1 20% coinsurance Not covered None
MRIs)
-~ , Up to a 30-day supply (retail); up to a 100-
. , $10 (rgtqll), §20 (m"’?" order} / day supply (mail order). No charge,
Generic drugs (Tier 1) prescription, deductible does not  Not covered deductible does not apply for contraceptives
apply. Subject to formulary guidelines.
:f yotu neeqlldrugs to Preferred brand druas $20 (retail); $40 (mail order) / Up to a 30-day supply (retail); up to a 100-
reat yourifiness or " g prescription, deductible does not | Not covered day supply (mail order). Subject to formulary
condition (Tier 2) apply. guidelines.
Q/LO Orstmfr%rsn;?it'ot?on Up to a 30-day supply (retail); up to a 100-
dru cp_p_overa = Non-preferred brand druds $20 (retail); $40 (mail order) / day supply (mail order). The cost share for
—q—q_avail e (Tier%) g prescription, deductible does not  Not covered non-preferred brand drugs is the same as
www.kp.orafformulary apply. preferred brand drugs, when approved
— through the formulary exception process.
25% coinsurance up to $150 : .
Specialty drugs (Tier 4) (retail) / prescription, deductible | Not covered ]%Fr)nt]?“z 30'3? dyeﬁgggly Vel Szt
does not apply. formifan'g '
Facility fee (e.g., o i
E l},togt?::tesur . ambulatory surgery center) 20% coinsurance Not covered None
P gery Physician/surgeon fees 20% coinsurance Not covered None
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Common Medical
Event

Services You May Need

What You Will Pay

Plan Provider

Non-Plan Provider

Limitations, Exceptions, & Other
Important Information

If you need
immediate medical
attention

Emergency room care

Emergency medical
transportation

(You will pay the least)

20% coinsurance, deductible
does not apply.

20% coinsurance

(You will pay the most)
20% coinsurance, deductible

does not apply.

20% coinsurance

None

None

Non-Plan Providers covered when

072120251510NA_5657S_P

does not apply.

Urgent care 20% coinsurance Not covered temporarily outside the service area: 20%
coinsurance.

Facility fee (e.g., hospital o
If you have a room) 20% coinsurance Not covered None
hospital stay i~ :

Physician/surgeon fees 20% coinsurance Not covered None
:e)g:tuhng:garciznrg:l Outpatient services 20% coinsurance Not covered None
:gf.::’szxiﬁtance Inpatient services 20% coinsurance Not covered None

Depending on the type of services, a
. copayment, coinsurance, or deductible may
Office visits ’:0 clzharge, HRlETE ClEEs e Not covered apply. Maternity care may include tests and
pply. services described elsewhere in the SBC

If you are pregnant (i.e., ultrasound).

ggllgts)lsrit:rﬁi?g\g\;{ces 20% coinsurance Not covered None

g):rl\llciif;rsth/dellvery Sl 20% coinsurance Not covered None

Y .
Home health care 20% coinsurance, deductible ot ¢ ereq 3 visit limit / day, 100 visit limit / year.
does not apply.
I . Outpatient: 20% coinsurance

i you need help Rehabilitation services Inpatient: 20% coinsurance Not covered None
recovering or have | Habilitation services 20% coinsurance Not covered None
other special health | Skilled nursing care 20% coinsurance Not covered 100-day limit / benefit period.
needs . . 20% coinsurance, deductible . L .

Durable medical equipment ’ Not covered Prior authorization required.

does not apply.
o :
Hospice services 20 o (EIENES, CEAIE e Not covered None
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What You Will Pay

Common Medical

. . : Limitations, Exceptions, & Other
Event Services You May Need Plﬁn Provider Non-PIan Provider Important Information
(You will pay the least) (You will pay the most)
) Children’s eye exam No chqrge for refractive exam, Not covered None
If your child needs deductible does not apply.
dental or eye care | Children’s glasses Not covered Not covered None
Children’s dental check-up ' Not covered Not covered None

Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Children’s glasses e Hearing aids e Private-duty nursing

e Cosmetic surgery e Long-term care ¢ Routine foot care

e Dental care (Adult and child) o Non-emergency care when traveling outside the U.S. e Weight loss programs
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Acupuncture (plan provider referred) e Chiropractic care (20 visit limit / year) e Routine eye care (Adult)
e Bariatric surgery o Infertility treatment

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is shown in the chart below. Other coverage options may be available to you, too, including buying individual insurance coverage through the Health
Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also

provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or
assistance, contact the agencies in the chart below.

Contact Information for Your Rights to Continue Coverage & Your Grievance and Appeals Rights:

Kaiser Permanente Member Services 1-800-278-3296 (TTY: 711) or www.kp.org/memberservices
Department of Labor's Employee Benefits Security Administration 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform
Department of Health & Human Services, Center for Consumer Information & Insurance Oversight | 1-877-267-2323 x61565 or www.cciio.cms.gov

California Department of Insurance 1-800-927-HELP (4357) or www.insurance.ca.qov
California Department of Managed Healthcare 1-888-466-2219 or www.dmhc.ca.gov
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Does this plan provide Minimum Essential Coverage? Yes.
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes.
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-788-0616 (TTY: 711).

Traditional Chinese (FfF X): #NRFHZE P XHIE B, FEIE$TEEH%HE 1-800-757-7585 (TTY: 711).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-278-3296 (TTY: 711).

Pennsylvania Dutch (Deitsch): Fer Hilf griege in Deitsch, ruf 1-800-278-3296 (TTY: 711) uff.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-278-3296 (TTY: 711).

Samoan (Gagana Samoa): Mo se fesoasoani i le Gagana Samoa, vala'au mai i le numera telefoni 1-800-278-3296 (TTY: 711).
Carolinian (Kapasal Falawasch): ngere aukke ghut alillis reel kapasal Falawasch au fafaingi tilifon ye 1-800-278-3296 (TTY: 711).
Chamorro (Chamoru): Para un ma ayuda gi finu Chamoru, &'gang 1-800-278-3296 (TTY: 711).

] To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might
pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

B The plan’s overall deductible $500
M Specialist coinsurance 20%
B Hospital (facility) coinsurance 20%
B Other (blood work) coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

B The plan’s overall deductible $500
W Specialist coinsurance 20%
B Hospital (facility) coinsurance 20%
W Other (blood work) coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia’s Simple Fracture

(in-network emergency room visit and follow up

care)
B The plan’s overall deductible $500
B Specialist coinsurance 20%
B Hospital (facility) coinsurance 20%
W Other (x-ray) coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost | $12,700 Total Example Cost - $5,600 Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $500 Deductibles $500 Deductibles $500
Copayments $10 Copayments $400 Copayments $0
Coinsurance $1,900 Coinsurance $200 Coinsurance $500
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $50 Limits or exclusions $0 Limits or exclusions $0
The total Peg would pay is $2,460 The total Joe would pay is $1,100 The total Mia would pay is $1,000

The plan would be responsible for the other costs of these EXAMPLE covered services.

072120251510NA_5657S_P
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Nondiscrimination Notice

99 6 2

In this document, “we”, “us”, or “our”” means Kaiser Permanente (Kaiser Foundation Health Plan, Inc, Kaiser Foundation Hospitals,
The Permanente Medical Group, Inc., and the Southern California Medical Group). This notice is available on our website at kp.org.

Discrimination is against the law. We follow state and federal civil rights laws.

We do not discriminate, exclude people, or treat them differently because of age, race, ethnic group identification, color, national origin, cultural
background, ancestry, religion, sex, gender, gender identity, gender expression, sexual orientation, marital status, physical or mental disability,
medical condition, source of payment, genetic information, citizenship, primary language, or immigration status.

Kaiser Permanente provides the following services:
e No-cost aids and services to people with disabilities to help them communicate better with us, such as:
¢ Qualified sign language interpreters
¢ Written information in other formats (braille, large print, audio, accessible electronic formats, and other formats)
e No-cost language services to people whose primary language is not English, such as:
¢ Qualified interpreters
¢ Information written in other languages
If you need these services, call our Member Services department at the numbers below. The call is free. Member services is closed on
major holidays.

e Medicare, including D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. to 8 p.m., 7 days a week.
e Medi-Cal: 1-855-839-7613 (TTY 711), 24 hours a day, 7 days a week.
e All others: 1-800-464-4000 (TTY 711), 24 hours a day, 7 days a week.

Upon request, this document can be made available to you in braille, large print, audio, or electronic formats. To obtain a copy in one of these
alternative formats, or another format, call our Member Services department and ask for the format you need.


https://kp.org

How to file a grievance with Kaiser Permanente

You can file a discrimination grievance with us if you believe we have failed to provide these services or unlawfully discriminated in another way.
You can file a grievance by phone, by mail, in person, or online. Please refer to your Evidence of Coverage or Certificate of Insurance for details.

You can call Member Services for more information on the options that apply to you, or for help filing a grievance. You may file a discrimination
grievance in the following ways:

By phone: Call our Member Services department. Phone numbers are listed above.
By mail: Download a form at kp.org or call Member Services and ask them to send you a form that you can send back.

In person: Fill out a Complaint or Benefit Claim/Request form at a member services office located at a Plan Facility (go to your provider
directory at kp.org/facilities for addresses)

Online: Use the online form on our website at kp.org

You may also contact the Kaiser Permanente Civil Rights Coordinator directly at the addresses below:

Attn: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations

P.O. Box 939001

San Diego CA 92193

How to file a grievance with the California Department of Health Care Services Office of Civil Rights (For Medi-Cal Beneficiaries Only)

You can also file a civil rights complaint with the California Department of Health Care Services Office of Civil Rights in writing, by phone
or by email:

By phone: Call DHCS Office of Civil Rights at 916-440-7370 (TTY 711)
By mail: Fill out a complaint form or send a letter to:

Office of Civil Rights

Department of Health Care Services
P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

California Department of Health Care Services Office of Civil Rights Complaint forms are available at:
http://www.dhcs.ca.gov/Pages/Language_Access.aspx


https://healthy.kaiserpermanente.org/front-door
https://healthy.kaiserpermanente.org/doctors-locations?kp_shortcut_referrer=kp.org/facilities
https://healthy.kaiserpermanente.org/front-door
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e Online: Send an email to CivilRights@dhcs.ca.gov

How to file a grievance with the U.S. Department of Health and Human Services Office of Civil Rights

You can file a discrimination complaint with the U.S. Department of Health and Human Services Office of Civil Rights. You can file your
complaint in writing, by phone, or online:

e By phone: Call 1-800-368-1019 (TTY 711 or 1-800-537-7697)
e By mail: Fill out a complaint form or send a letter to:

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

Room 509F, HHH Building

Washington, D.C. 20201

U.S. Department of Health and Human Services Office of Civil Rights Complaint forms are available at:
https://www.hhs.gov/ocr/office/file/index.html

¢ Online: Visit the Office of Civil Rights Complaint Portal at: https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf


https://www.hhs.gov/ocr/office/file/index.html
mailto:CivilRights@dhcs.ca.gov
https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf
https://www.hhs.gov/ocr/office/file/index.html

Notice of Language Assistance

English: ATTENTION. Language assistance is available at no cost to you. You
can ask for interpreter services, including sign language interpreters. You can ask
for materials translated into your language or alternative formats, such as braille,
audio, or large print. You can also request auxiliary aids and devices at our
facilities. Call our Member Services department for help. Member services 1s closed

on major holidays.

e Medicare, including D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. to 8 p.m.,
7 days a week

e Medi-Cal: 1-855-839-7613 (TTY 711), 24 hours a day, 7 days a week

o All others: 1-800-464-4000 (TTY 711), 24 hours a day, 7 days a week

Fio Ay oy ol clindy dan yia (335 Calla liSay 3 ,LEY) dad e e clld b Loy i) cland Calla eliSay elide 4815 () 9043 8 gl 4y galll 3aclusall 4l : Arabic
&l 9 B NC U] Db Tl < : S0 ﬁ)—m ; o
Slo Jsanll Ll eliae ) il aud ae Jusdl Ll ya 8 el 3 gl 5 5ac L Jilus 5 calls Wl @li€ay 3 508 Cojalyde Ll 5 gem cile f (8 58Sl Jyl 53 48y 5
Al @Uaall 8 elac Y ladd Jesd Y BacLisdll
& s 8 a4 7 tlue 8 (N alua 8 ((TTY 711) 1-800-443-0815 :lc D-SNP <y & Ly Medicare o
& sl gLl 7 sl G84elu 24 (TTY 711) 1-855-839-7613 sl= :Medi-Cal o
& sm¥) 8ol 7 sl Lidelu 24 (TTY 711) 1-800-464-4000 :lrsas (1 AY) @

Armenian: NhTUYCOPESNPL: Lhiquljut wewljgnipiniup hwuwibh E dkq mddwn: dnip Jupnn bp aunpty
pubu]np pupgquuinpjub Swownipiniuttp, wn pynd dhunbph kquh pupgiuithsibp: dnip Jupnn bp junply dkp
1EqUny pupquui]us iyniptp Jud wjptnputpuwh diwswihbp, huswhuhp ko ppugpp, dwjiugpnipgnip jud junpnp
nwnwwnbuwlp: Inip jupng bp twb nhul] odwunul] wmewlgnipjutt b vwppliph hwdwp, npntip wnjw Eu dkp



hwunuwwnnipniutbpnud: Oqunipjutt hwdwp qubquhwpbp dkp Uugudubph vyguwuwpldwt pudhu: Uugudubph
uyuwuwpldwb pwdhup thwl Ehhdtwjut tint opkpht:

e Medicare, ubipunju) D-SNP 1-800-443-0815 (TTY 711), 8 a.m.-hg 8 p.m.-p, pwpwpn 7 op
e Medi-Cal 1-855-839-7613 (TTY 711), opp 24 dw, pwpwpn 7 op
e Ujniu pnnpp 1-800-464-4000 (TTY 711), opp 24 dwd, pwpwipn 7 op

Chinese: TEVER, HATAERIET B, EATDEORIATRM DRSS, O TARRIRE R . G0 UESROR/ BB P s B
P RE 5 BCHARARS SRR, WS S0, BAEOR TR 3E T BLESRAE AT B 18 & B DR e TR 2 PRS-
AR EEERH 8] 2 53 AR 55 AN TT T

e Medicare, I#5 D-SNP : 1-800-443-0815 (TTY 711), & 7K, L4 8 &M 8 &
e Medi-Cal : 1-855-839-7613 (TTY 711), & 7 K, £k 24 /N
o T HAMRK TR 1-800-757-7585 (TTY 711), &F 7K, K 24 /N

L8 Gl Gl ie alea 1 i€ a3 50 1) oAl dea i ledd il gia 310 25a s Lad (sl 0BG sh 4n (L) Ciaelie D) (saies gs Sl 4 55 s Farsi
il gion Cpinad b pa i pa bla b e Jid ey b alen ) i€ il a0 15 Bl el 5o b liasa Gl 4 eadaes i Calldae il 5 e (pinas
o) A ey ST 3 celiac) iladd 3 580 (ulad b (glac ) cladd b ecSaS bl 30 () i€ il sa 0 e 380 e ) ) (SS laalin 5 clisl

280 Gl Ay 5557 2 ¢ eac 8 Uizua 8 31 (TTY 711) 1-800-443-0815 o Jei L :D-SNP Joli <Medicare o
2,80 elai 4 G557 s aled cels 24 53 ((TTY 711) 1-855-839-7613 » i L :Medi-Cal o
2,80 el 4y 55,57 G ailid el 24 03 (TTY 711) 1-800-464-4000 o )aii L : 5532550408 @

Hindi: €17 &1 1O WErIaT 31U forw f&ar fre s & uetey §1 310 gaiar st & fow 3y & @ahd &,
S drge JATpdst & g o nfder ¥ 3T WATIGT BT U MW AT dehfeusd UrRT, SIA T der, JifsAl, A g3 Te
H 3gare XA & forw o e Fhd &1 3T AR FRAGT-Fal W s Gyl HR suSton o1 30 R dad
TEIdl & T AR HeET qar faHmT & did HY| TeF Har AN JeF picedl are G a8 W& B

o Medicare, TTHH D-SNP AT &: 1-800-443-0815 (TTY 711), & 8 Iof & U 8 ISl dh, FAE & 7 f&
o Medi-Cal: 1-855-839-7613 (TTY 711), l&a & @i &¢, gae & 7 &
o arhr TM: 1-800-464-4000 (TTY 711), &7 & =g &, o & 7 &



Hmong: FAJ SEEB. Muaj kev pab txhais lus pub dawb rau koj. Koj muaj peev xwm thov kom pab txhais lus, suav nrog kws txhais lus piav tes.
Koj muaj peev xwm thov kom muab cov ntaub ntawv no txhais ua koj yam lus los sis ua Iwm hom, xws li hom ntawv rau neeg dig muag xuas, tso
ua suab lus, los sis luam tawm kom koj. Koj kuj tuaj yeem thov kom muab tej khoom pab dawb thiab tej khoom siv txhawb tau rau ntawm peb cov
chaw kuaj mob. Hu mus thov kev pab rau ntawm peb Lub Chaw Pab Tswv Cuab. Lub chaw pab tswv cuab kaw rau cov hnub so uas tseem ceeb.

e Medicare, suav nrog D-SNP: 1-800-443-0815 (TTY 711), 8 teev sawv ntxov txog 8 teev tsaus ntuj, 7 hnub hauv ib lub vij
e Medi-Cal: 1-855-839-7613 (TTY 711), 24 teev hauv ib hnub, 7 hnub hauv ib lub vij
e Tag nrho Ilwm yam: 1-800-464-4000 (TTY 711), 24 teev hauv ib hnub, 7 hnub hauv ib lub vij

Japanese: ZEE, SiaV A — MIBEEICIRHAWERLE T ET, HARTIEFREREZ S OERY—EA 2K T T, A
T OKBENET, ElidseE ﬁﬁﬁe B l= DS EE @ﬁéht%ﬂ%ﬁ@7w~7/F@%ﬂ%ﬁwé’&ﬁf%ifo%
FEORER TIIAMMB e B-CHER DEFE LK > TB Y £9, XENRLERTIT, MAES—E R BEZE L 20V, MAE
H%waxmigﬁWHfia%Lf%@i@ho

e D-SNP % & ¢r Medicare: 1-800-443-0815 (TTY 711) . 2R 8 BB -1% 8 i T, 4 (K
e Medi-Cal: 1-855-839-7613 (TTY 711) . 24 i, 4E (R
o T4 T: 1-800-464-4000 (TTY 711) . 24 W[, A HELR

Khmer (Cambodian): tWWRSHSHENAY SSWAMNSENSINWESSSIGUENUHAY HEMSIauNgsUSIU J0SiRgs
USTUM AN INNEIRS GG RSB U SUSTUNMMaNIUNES USEHMINHIS]SSGMHEAINU a31g)H U
HEPS Y RIS SwUiSy SHBUMINSSWISTMUAISRIUIUTHREIRM gy SiunisTizsuuhueSs iU
D HUEUSSWY iuhueSHEicnSUsIsIiguulmsI eSS gy

o Medicare, JHS1H D-SNP: 1-800-443-0815 (TTY 711) F11EnH § (1M KU § tU 7 IZHHYWICH
o Medi-Cal: 1-855-839-7613 (TTY 711) 24 IENRAHTWIZ 7 IgHHUWIchU]
o IRHI91S]55: 1-800-464-4000 (TTY 711) 24 1ENHEHPWIE 7 ISHRYWuch

Korean: Shjl AHg, 28 o] A9l A%, 581 BG4S 23 59 A28 833 5 YU w02 Mg A=
w A, Ve EE 2 X e oA 949 4R 9 AT+ vk A8 AN BE )T 3NE 7D
S5 QU Th 7RI AUl 2 A e] g LA FAI] v T2 FHAelE A Al 2aE $gekA) ey

e Medicare(D-SNP ¥3}), = 74 27 8 A|~ 2.3 8 Aol 1-800-443-0815 (TTY 711) H o & 2]
e Medi-Cal: 1-855-839-7613 (TTY 711), 5+ 7 ¥, 3}F 24 A| 7+
o 7]E}: 1-800-464-4000 (TTY 711), 5+ 7 4, 3} 24 A|3F



Laotian: tJogau. Snavgosfieoavwagalomaulosduns. naus aui0SdInauuaswag, aouiiguiswasald. mau

2

gawanslnsdienegulduwagazesnay § su wwudy By Snysuyy, 8]9, §i nwiduzzmanl ne.

o~

venanunaud 0S92 ifog2oudly v gusnsnmua'asc@‘e“ﬁwmmmﬁzsgwan (Sa.
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TomawesundSnauszuadngegwoni8ac fiesnoiwgoule. werundinausrzuadne vudolududniigadiunags).

o Medicare, 200879 D-SNP: 1-800-443-0815 (TTY 711), 8 Tu98a 0 8 Tugua9, 7 Sudeafio

2

(9]

o Medi-Cal: 1-855-839-7613 (TTY 711), 24 £01u965, 7 Soeafio

a1
Lo

o 517 1-800-464-4000 (TTY 711), 24 £0tu9d, 7 Steafio

Mien: CAU FIM JANGX LONGX OC. Ninh mbuo duqv liepc ziangx tengx faan waac bun meih muangx mv zuqc heuc meih ndorqv
nyaanh cingv oc. Meih corc haiv tov taux ninh mbuo tengx lorz faan waac bun meih, caux longc buoz wuv faan waac bun muangx. Meih
aengx haih tov taux ninh mbuo dorh nyungc horngh jaa dorngx faan benx meih nyei waac a’fai fiev bieqc da’nyeic diuc daan, fiev benx
domh nzangc-pokc bun hluo, bungx waac-qiez bun uangx, a’fai aamx bieqc domh zeiv-linh. Meih corc haih tov longe benx wuotc ginc jaa-
dorngx tengx aengx caux jaa-sic nzie bun yiem njiec zorc goux baengc zingh gorn zangc. Mborqv finx lorz taux yie mbuo dinc zangc domh
gorn ziux goux baengc mienh nyei dorngx liouh tov heuc ninh mbuo tengx nzie weih. Ziux goux baengc mienh nyei gorn zangc se gec mv
Zoux gong yiem gingc nyei hnoi-nyieqc oc.

e Medicare, caux D-SNP: 1-800-443-0815 (TTY 711), yiem 8 dimv lungh ndorm taux 8 dimv lungh muonx, yietc norm leiz baaix
zoux gong 7 hnoi

e Medi-Cal: 1-855-839-7613 (TTY 711), yietc hnoi goux junh 24 norm ziangh hoc, yietc norm leiz baaix zoux gong 7 hnoi

e Yietc zungv da’nyeic diuc jauv-louc: 1-800-464-4000 (TTY 711), yietc hnoi goux junh 24 norm ziangh hoc, yietc norm leiz baaix
zoux gong 7 hnoi

Navajo: GIHA. Tséé’ naalkaah sida’igii éi doo tt’é¢’ iil’j” dah sidaa’igii. TY’é¢’goo th’izi’igii éi tséé¢’ naalkaah sida’igii bikaa’ dah sidaaigii,
t’a’ii bik’eh dah na’atkaigii. T*4’1i éi tI’é€’g60 th’izi’igii bik’eh dah deidiyos, t’a’ii éi bi’é¢’ bik’eh dah na’atkaigii bik’eh dah deidiyos.
T°4’11 bik’eh dah na’atkaigii bikda’ dah na’atkaigii t’44 altso bik’eh dah deidiyds. Bi’é¢’ naalkdah sida’igii bik’eh ha’a’aah. T’4’ii bik’eh dah
na’alkaigii éi bik’eh dah naazhjaa’igii bik’eh dah na’alkaigii.

e Medicare, bikaa’ dah deidiyos D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. go66 8 p.m., 7 jj t’aata’i damoo

e Medi-Cal: 1-855-839-7613 (TTY 711), 24 t’ohch’ooli t’aala’1 ji, 7 ji t’aatd’i damoo
o T’aaal’aq: 1-800-464-4000 (TTY 711), 24 tI’ohch’ooli t’aata’i ji, 7 ji t’aatd’i damoo



Punjabi: fis fe€| 3o AorfesT 3913 we fast fan Bz @ Qusgy I 3 Tafie it Aeret 83 e B¢t gfa 7ar J, fAn
9 7dts B9 T TS & THE I&| 3H mardt § »irudt 3 39, A fan <asfud ergie @9 wigerfes 9ds et & afa
TR JI 3 AEht AgS 3t 3 Aafed 831 w13 BUdds’ Bt € 9631 99 HaR J1 HET BE A Hedl T Aerel © fegidi § 91%
31 Hegt &b Aeret w1 fegrg Hu gt 18 fea de gfder )

o Medicare, fiH f&9 D-SNP & THS J: 1-800-443-0815 (TTY 711), ARd s SH I WH 8 20 3, Je3 ® 7w

e Medi-Cal: 1-855-839-7613 (TTY 711), fe® © 24 U2, Ig3 © 7 fea
o Tl HTJ: 1-800-464-4000 (TTY 711), fes © 24 U2, gg3 © 7 e

Russian: BHUMAHME! J[ns Bac noctynHel OecIiiaTHbIe yCIyTH MEpeBoIa. Bel MOXKeTe 3alipoCUTh YCIYTH YCTHOTO MEPEBOIA, B TOM YHUCIIE
YCIIyTH [IEPEBOTUMKA SI3bIKA )KECTOB. BbI Takyke MOKeTe 3alIpOCUTh MaTepUallbl, IEPEBEACHHBIC HA BAILl SI3bIK WM B aJIbTEPHATUBHBIX
dbopmarax, Hanpumep mpuToM bpaiiis, KpymHeIM MIPUPTOM WK B ayauodopmare. Bol Takke MOXKeTe 3aIIPOCHUTh JIOTIOTHUTEIBHBIC
MIPUCTIOCOOJICHHS U BCTIOMOTaTeIbHbIE YCTPOUCTBA B HAIIUX yupexxaeHusx. Eciu Bam Hy)kHa OMOI1lb, TO3BOHUTE B OT/IE] 00CTYyKHUBAHUS
yaacTHHKOB. OT/ien 00CTy’)KUBaHUSI YIaCTHUKOB HE pad0OTaeT B JIHUA TOCYAAPCTBEHHBIX MPA3THUKOB.

e Medicare, Bxmrogass D-SNP: 1-800-443-0815 (TTY 711), 6e3 Beixogasix ¢ 8:00 go 20:00.
e Medi-Cal: 1-855-839-7613 (TTY 711), kpyri10CyTO4YHO O€3 BHIXOIHBIX.
e JlroOsie apyrue nocrapuuku ycuyr: 1-800-464-4000 (TTY 711), kpyriaocyTo4HO O€3 BBIXOIHBIX.

Spanish: ATENCION. Se ofrece ayuda en otros idiomas sin ningin costo para usted. Puede solicitar servicios de interpretacion,
incluyendo intérpretes de lengua de senas. Puede solicitar materiales traducidos a su idioma o en formatos alternativos, como braille, audio o
letra grande. También puede solicitar ayuda adicional y dispositivos auxiliares en nuestros centros de atencion. Llame al Departamento de
Servicio a los Miembros para pedir ayuda. Servicio a los Miembros esta cerrado los dias festivos principales.

e Medicare, incluyendo D-SNP: 1-800-443-0815 (TTY 711), los 7 dias de la semana, de 8 a. m. a 8 p. m., los 7 dias de la semana
e Medi-Cal: 1-855-839-7613 (TTY 711), las 24 horas del dia, los 7 dias de la semana.
e Todos los otros: 1-800-788-0616 (TTY 711), las 24 horas del dia, los 7 dias de la semana.

Tagalog: PAUNAWA. May magagamit na tulong sa wika nang wala kang babayaran. Maaari kang humiling ng mga serbisyo ng
interpreter, kasama ang mga interpreter sa sign language. Maaari kang humiling ng mga babasahin na nakasalin-wika sa iyong wika o sa
mga alternatibong format, na tulad ng braille, audio, o malalaking titik. Puwede ka ring humiling ng mga karagdagang tulong at device sa



aming mga pasilidad. Tawagan ang aming departamento ng Mga Serbisyo sa Miyembro para sa tulong. Ang mga serbisyo sa miyembro ay
sarado sa mga pangunahing holiday.

e Medicare, kasama ang D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. hanggang 8 p.m., 7 araw sa isang linggo
e Medi-Cal: 1-855-839-7613 (TTY 711), 24 oras sa isang araw, 7 araw sa isang linggo
e Ang lahat ng iba: 1-800-464-4000 (TTY 711), 24 oras sa isang araw, 7 araw sa isang linggo

Thai: deéiv fusnslianubaudasuniz unvhulaghiidnld[3hs vinususazasuuinisain Nuivauaimiia’le
vinugnansazabiwlaianans iuamaasvinu wialugduuudug dudnwsiusad IWdlkas viadmanesaualne
vihugnnsazaduainsal dhandauazalnsallddule an gaunliusnisuasi
Insdacafhauinissundnuadiniianaanuianda’le fhavinassundnasiarinn1sluiungasuniseangg

e Medicare 53169 D-SNP: 1-800-443-0815 (TTY 711) 8.00 . &9 20.00 u. w32 7 Jusadlaw
e Medi-Cal: 1-855-839-7613 (TTY 711) aaan 24 m'im wia 7 Jusaddevi
o duq onium: 1-800-464-4000 (TTY 711) aaan 24 HTu9 via 7 Susadlanu

Ukrainian: YBAI'A! [Tociayru nepekianada HaJa0ThCsl 0€3KOIMTOBHO. By MOKeTe 3aIMIITUTH 3alUT Ha MTOCIYTH YCHOTO MepEKIIay,
30KpeMa MOBOIO JKecTiB. Bu MoskeTe 3p0OUTH 3aluT Ha OTPUMAaHHS MaTepiajiiB, MEPEeKIaICHNUX BaIIO0 MOBOIO, a00 B abTEPHATUBHHUX
dbopMmarax, K-0T HaJpyKoBaHUM IipupToM bpaiing uu BenukuM mpudTom, a Takox y 3ByKoBoMy dopmaTti. Kpim Toro, Bu Moxere 3po0UTH
3allUT Ha OTPUMaHHS JIOTIOMIKHUX 3ac00iB 1 IPUCTPOIB y 3aKiIagax Hamoi Mepeki Kommasii. SKIo Bam notpioHa gormomora, 3ateneoHyire
y BIIIUT 0OCITyTOBYBaHHS KITIEHTIB. Biaisn 00CIyroByBaHHs KIIIEHTIB 3a4MHEHUH Y Iep’KaBHI CBSITA.

e Medicare, 30kpema D-SNP: 1-800-443-0815 (TTY 711), 3 8:00 1o 20:00, 6€3 BUXiTHUX.
e Medi-Cal: 1-855-839-7613 (TTY 711), niiogo60Bo, 6€3 BUXITHUX.
e Veci innn HagaBadi nociyr: 1-800-464-4000 (TTY 711), uiiono6oBo, 0€3 BUX1THHX.

Vietnamese: LUU Y. Chung t6i cung cap dich vu hd trg ngon ngir mién phi cho quy vi. Quy vi c¢6 thé yéu cau dich vu thong dich, bao gdm
ca thong dich vién ngdn ngir ky hiéu. Quy vi co thé yéu cau tai lidu duoc dich sang ngdn ngir cua quy vi hay dinh dang thay thé, chang han
nhu chir n6i braille, bang dia thu 4m hay ban in kho chit 16n. Quy vi cung c6 thé yéu cau cac phuong tién va thiét bi phu tro tai cac co sé cua
chung t6i. Goi cho ban Dich Vy Hoi Vién ciia chiing toi dé dugc tro giup. Ban dich vu hoi vién khong 1am viée vao nhimng ngay 18 16n.

e Medicare, bao gdm ca D-SNP: 1-800-443-0815 (TTY 711), 8 gio sang dén 8 gio t6i, 7 ngay trong tuan

e Medi-Cal: 1-855-839-7613 (TTY 711), 24 gid trong ngdy, 7 ngdy trong tuan
e Moi chuong trinh khac: 1-800-464-4000 (TTY 711), 24 gio trong ngiy, 7 ngiy trong tuan.
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