Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Service

JU UnitedHealthcare

Coverage Period: 01/01/2025-12/31/2025
Coverage for: Employee/Family | Plan Type: PS1

Choice Plus Plan

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, visit https://www.myuhc.com/ or call 1-800-865-9386. 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
https://www.cms.gov/CCIIO /Resources/Forms-Reports-and-Other-Resources /Downloads /UG-Glossary-508-MM.pdf or call 1-800-865-9386 to request a

copy.

Why This Matters

What is the overall
deductible?

Are there services
covered before you
meet your deductible?

Network*: $2,500 Individual / $6,250 Family
Non-Network*: $4,000 Individual / $10,000
Family per calendar year. *Deductibles cross-

apply

Yes. Preventive Care and primary care services

with copay are covered before you meet your
deductible.

Are there other
deductibles for specific
services?

What is the out-of-

pocket limit for this
plan?

What is not included in

the out-of-pocket

limit?

No, thete are no other deductibles.

For network provider*: $7,900 Individual /

$15,800 Family For out-of-network providers*:

$75,000 Individual / $150,000 Family per
calendar year *Out-of-pockets cross-apply

Premiums, balance-billing charges, health care
this plan doesn’t cover, penalties for failure to
obtain pre-notification for services.

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.

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 sharin
> E COSt shafing

and before you meet your deductible. See a list of covered preventive
setvices at https://www.healthcare.gov/coverage/preventive-care-

benefits/

You don’t have to meet deductibles for specific services, but see the chart

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

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.

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

pocket.
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Why This Maters:

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

Will you pay less if you provider, and you might receive a bill from a provider for the difference

use a network Yes. See hittps://www.myuhc.com/ ot ca}l 1- between the provider's charge and what your plan pays (balance billing).
. 800-865-9386 for a list of network providers. ) : .

provider? = 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?

“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

_ What You Will Pa

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

No You can see the specialist you choose without a referral.

Common
Medical Event

Limitations, Exceptions, & Other

Services You May Need Network Provider

(You will pay the least)

Important Information

Primary care visit to treat
an injury or illness

Tier 1: $10 copay/visit
Tier 2: $40 copay/visit

60% coinsurance

In Network Virtual visits 0%
coinsurance, no deductible by a
Designated Virtual Network Provider. If
you receive services in addition to office

visit, additional copays, deductibles, or
co-ins may apply. No virtual visit
coverage for out of network.

If you visit a health
care provider’s office
or clinic

Specialist visit

Tier 1: $30 copay/visit
Tier 2: $90 copay/visit

60% coinsurance

Tier 1 (UHPD) Specialist - $30.00 copay
per visit. If you receive services in
addition to an office visit, additional

copays, deductibles, or coinsurance may

apply.

Preventive

care/screening/
immunization

No charge

Not covered

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.

If you have a test

Diagnostic test (x-ray,
blood work)

20% coinsurance

60% coinsurance

Prior Authorization required for out-of-

network for Sleep Studies

925871_01/01/2024_001_092823_091740_AM_R
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What You Will Pay

C : -of- Limitations, E tions, & Oth
(.)mmon Services You May Need N s Out-of- Network imitations, Exceptions : er
Medical Event ou will bav the least Provider Important Information
(You will pay the least) | (You will pay the most)
Freestanding Facility:
Imaging (CT/PET scans, $300 copay/visit 60% coi N
MRIS) Hospital: $400 o coinsurance one
copay/ visit
P ive Gener Retail: No Charge Not covered Retail — up to 30-day supply
reven neri
cventive benerie Mail Order: No Charge Mail Order — up to 90-day supply
Other Generi Retail: $15 copay Not covered Retail — up to 30-day supply
er Gene
© Mail Order: $30 copay Mail Order — up to 90-day supply
If you need drugs to Retail: $40 copay Retail — up to 30-day supply
. f B
treat your illness or Preferred Brand Mail Order: $80 copay Not covered Mail Order — up to 90-day supply
SO Retail: Ded then 30%;
More information
about brescrintion lesser of $180 or cost of
dru cIov era Ie is NonPreferred Brand drug Not covered Retail — up to 30-day supply
available at Mail Order: Ded then Mail Order — up to 90-day supply
WWWw.optumrx.com 30%; lesser of $360 or
cost of drug
Retail: 30% ded:
Specialty ;Zag 0/$ 58 érz ; Not covered None
ax
Tier 1 Freestanding Facility & ASC
Facility fee (e.g. Tier 1: $400 . i .
’ : copay/visit . copay $400 no deductible, 100% coins.
60%
Lo pave ambulatory surgery Tier 2: $650 copay/visit 0 comsumanee Prior Authorization required for out-of-
outpatient surgery center)
network
Physician/surgeon fees 40% coinsurance 60% coinsurance None
$250 copay/visit, 30% $250 copay/visit 30%
Emergency room care . . None
If you need coinsurance coinsurance
immediate medical | Emergency medical 0/ o % coi
. ; 20% coinsurance 20% coinsurance None
attention transportation
Urgent care $100 copay/visit 60% coinsurance None
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Common
Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

Out-of-Network
Providetr

Limitations, Exceptions, & Other

Important Information

If you have a
hospital stay

Facility fee (e.g., hospital
room)

$500 copay/visit, 50%
coinsurance after

deductible

(You will pay the most)

60% coinsurance

Prior Authorization required out-of-

network.

Physician/surgeon fees

40% coinsurance

60% coinsurance

None

If you need mental
health, behavioral
health, or substance
abuse services

Outpatient services

$10 copay/visit

60% coinsurance

Partial Hospitalization/Intensive
Outpatient Treatment In- Network - No
charge.

Prior Authorization is also required for
Benefits provided for Applied
Behavioral Analysis (ABA).

OON Behavioral Health office visit
copay $10 no deductible

Telehealth services covered with $0
copay, no deductible and 100%
coinsurance INN Only.

Inpatient services

30% coinsurance

60% coinsurance

Prior Authorization required for

inpatient facility

If you are pregnant

Office visits

$40 copay/initial visit only

60% coinsurance

Childbirth/delivery

professional services

40% coinsurance

60% coinsurance

Childbirth/delivery facility

services

$500 copay/visit, 50%

coinsurance

60% coinsurance

Prior Authorization required for out-of-

network for inpatient stays that exceed
48 hours for natural delivery or 96 hours
for cesarean or will not be covered.

Cost sharing does not apply for
preventive services. Depending on the

type of service, a copayment,

coinsurance or deductible may apply.

Maternity care may include tests and
services described elsewhere in the SBC.
(i.e., ultrasound)

925871_01/01/2024_001_092823_091740_AM_R
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What You Will Pay

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

Common
Medical Event

Limitations, Exceptions, & Other

Services You May Need Network Provider

s il pay he L) Important Information

If you need help
recovering or have
other special health
needs

Home health care

40% coinsurance

60% coinsurance

Limited to 30 visits per calendar year for
Home Health Care. Prior Authorization

required out-of-network for Home

Health Care for certain services (skilled
nursing by RN or LPN)

Pulmonary and Cardiac therapy is
unlimited. Limits per calendar year:

Rehabilitation services $30 copay/visit 60% coinsurance Physical, Speech, Occupational; 30 visits
each. Visit Limit does not apply to
members with a behavioral diagnosis.
Habilitative services are provided, and

o limits are combined with Rehabilitation
o ) $10 copay/visit ) )
Habilitation services . 60% coinsurance services.
$30 copay/ specialist

Limits per calendar year: Physical,
Speech, Occupational; 30 visits each

Skilled nursing care

30% coinsurance

60% coinsurance

Limited to 25 days per calendar year.
Prior Authorization required for out-of-

network

Durable medical

equipment

$50 copay

60% coinsurance

Prior Authorization required out-of-
network for DME over $1,000

Hospice services

40% coinsurance

60% coinsurance

Prior Authotization required for out of
network before admission for an
inpatient stay in a hospice facility.

If your child needs
dental or eye care

Children’s eye exam

Not covered

Not covered

Child routine vision exam is not
covered.

Children’s glasses Not covered Not covered Child glasses are not covered.
C;ﬂldren’s dental check- Not covered Not covered Child dental check-up is not covered.
u
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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 Non-emergency care when travelin
i * Hearing aids outside tho US, ¢

e Private-duty nursing

e Adult routine vision exam (i.e. refraction) N

.« C tic Surgery e Infertility treatment
osmetic Surge

e Dental Care (Adult) * long-term care 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 Bariatric Surgery — 1 per lifetime | e Chiropractic care e Routine foot care

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: Department of Labot's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
https://www.dol.gov/ebsa/healthreform. 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: 1-800-865-9386 or visit https://www.myuhc.com/ or the Employee Benefits Security Administration at 1-
866-444-3272 or www.dol.gov/ebsa/healthreform.

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 FEssential Coverage, you may not be eligible for
the premium tax credit.

Does this plan meet the Minimum Value Standards? No
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 Espanol, llame al 1-800-865-9386.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-865-9386.

Chinese ("1 30): AR FFEH SCAYERD), 1BIRFTEXN S 1-800-865-9386.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-865-9386.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.

925871_01/01/2024_001_092823_091740_AM_R Page 6 of 10
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About these Coverage Examples:

Peg is Having a Baby

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

hospital delivery)

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

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.

Mia’s Simple Fracture
(in-network emergency room visit and follow

up care)

B The plan’s overall

2,500
deductible $2,
B Specialist copayment $90
B Hospital (facility) $500
copayvment
B Other coinsurance 40%

This EXAMPLE event includes services
like:

Specialist office visits (pre-natal care)
Childbirth/Delivery Professional Setrvices
Childbirth/Delivery Facility Services
Diagnostic tests (#/trasounds and blood work)
Specialist visit (anesthesia)

B The plan’s overall

2,500
deductible $2,
B Specialist copayment $90
- . o
Hospital (facility) $500
copayment
B Other coinsurance 40%

This EXAMPLE event includes services
like:

Primary care physician office visits (#zc/uding
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (g/ucose meter)

B The plan’s overall

2,500
deductible 52,
B Specialist copayment $90
B Hospital (facility) $500
copayment
B Other coinsurance 40%

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 $2,500 Deductibles $100 Deductibles $2,000
Copayments $500 Copayments $500 Copayments $400
Coinsurance $1,200 Coinsurance $0 Coinsurance $0
What isn’t covered What isn’t covered What isn’t covered

Limits or exclusions $70 Limits or exclusions $4,300 Limits or exclusions $10
The total Peg would pay is $4,270 The total Joe would pay is $4,900 The total Mia would pay is $2,410
| |

The plan would be responsible for the other costs of these EXAMPLE covered services Page 7 of 10
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We do not treat members differently because of sex, age, race, color, disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a complaint to the Civil Rights
Coordinator.

Online: UHC Civil Rights@uhc.com
Mail: Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt Lake City, UTAH 84130

You must send the complaint within 60 days of when you found out about it. A decision will be sent to you within 30 days. If you disagree with the
decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free number listed within this Summary of Benefits and Coverage (SBC) , TTY 711, Monday
through Friday, 8 a.m. to 8 p.m.

You can also file a complaint with the U.S. Dept. of Health and Human Services.
Online: https://ocrpottal.hhs.gov/oct/portal /lobby.jsf

Complaint forms ate available at http://www.hhs.gov/oct/office/file/index.html.

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)
Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C. 20201

We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or, you can ask for an interpreter. To ask for
help, please call the number contained within this Summary of Benefits and Coverage (SBC) , TTY 711, Monday through Friday, 8 a.m. to 8 p.m.

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a su disposicion. Llame al nimero gratuito que aparece en este
Resumen de Beneficios y Cobertura (Summary of Benefits and Coverage, SBC).

AL R  WRMERP X (Chinese) * KPR ERTIRHRESHENRE - FRITABAFESRBE (Summary of Benefits and Coverage, SBC) P FII 1
S E RS

XIN LUU Y: Néu quy vl noi déng Viét (Vietnamese), quy vi s€ dugc cung cép dich vu tr¢ giup vé ngbdn ngir mién phi. Vui long goi sO dién thoai mién
phi ghi trong ban Tém lugc vé quyén 10i va dai tho bao hiém (Summary of Benefits and Coverage, SBC) nay.


mailto:UHC_Civil_Rights@uhc.com
https://www.healthcare.gov/sbc-glossary
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

4 g0 (Korean) S AHESHAI= -7 ?1o] Al MBS F R = o838t 4 lssuth & &8 3 B3 8 94 (Summary of Benefits and
Coverage, SBC) ol 71 A1 ¥ FE5d3tH s 2

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

BHUMAHWE: 6ecnnaTHble ycnyrv nepeBoja AOCTYMNHbI ANA NOAEN, Yel poAHON A3bIk aBnaeTca pycckom (Russian). Mo3soHWTe no 6ecnaatHoMy Homepy
TenedoHa, ykasaHHOMy B AaHHOM «O630pe 1broT u nokpbiTna» (Summary of Benefits and Coverage, SBC).

Summary Of) w\j l:"-}ﬂj‘ ua&;.n d;b.l CJAA]\ @M\ uﬁ\.@J\ (.\BJJ Jlasyl @J;g ldalia 4.\.\1;.,41\ Mﬁjﬂ” pac Lol cilada ol 6(Arabic) a.ﬁ)ﬂ‘ Gaat K \JJ A
J3 (Benefits and Coverages SBC

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

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

UWAGA: Jezeli méwisz po polsku (Polish), udostepnilismy darmowe ustugi ttumacza. Prosimy zadzwoni¢ pod bezplatny numer podany w niniejszym
Zestawieniu §wiadczen i refundacji (Summary of Benefits and Coverage, SBC).

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

ATTENZIONE: in caso la lingua parlata sia 'italiano (Italian), sono disponibili servizi di assistenza linguistica gratuiti. Chiamate il numero verde
indicato all'interno di questo Sommario dei Benefit e della Copertura (Summary of Benefits and Coverage, SBC).

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

HEFE . BARFE (Japanese) Zahi S L5 56, MEIOSFEHEXEY — 2 & TRIHWZZT £,
A TREER L OET OBEEE ] (Summary of Benefits and Coverage, SBC) IZFE#, S AL TWAH T U —
LAYV TREMSIZEN,



Summary Of) L):u:l}:l 9 \T}\)A A ol DN oAk )SJ u&.\\) uﬂ] o)\.nﬁa U (B Aal ) Lo )\:ﬁ;\ BN u\g\:}\) )}L: a GJ\.JJ Al Glead e (Farsi) u.u.ulé L ub) )§| eI
2,5 ol (Benefits and Coverages SBC

eI ¢ Ife 3T REr (Hindi) Sad 8, MYl YT Feraar de, ﬁ:%ﬁ 39eleY g1 oA 3 &asT (Summary of Benefits and Coverage, SBC)
& 30 AR & M Fheey el H Ja W Hiel A

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

BAMUHIPAN: wasynsunwmeanigs (Khmer) S WmANEIURARHIG ANSONUHA
rBgIRIgIgTussRGOE nmsnmsigh WeHaRURAIIINGS Simiutin (Summary of Benefits and
Coverage, SBC)18:4

PAKDAAR: Nu saritaem ti Ilocano (Ilocano), ti serbisyo para ti baddang ti lengguahe nga awanan bayadna, ket sidadaan para kenyam. Maidawat nga

awagan ti awan bayad na nu tawagan nga numero nga nakalista iti uneg na daytoy nga Dagup dagiti Benipisyo ken Pannakasakup (Summary of Benefits and
Coverage, SBC).

DIl BAA'AKONINIZIN: Diné (Navajo) bizaad bee yanitti'go, saad bee aka'anida'awo'igfi, t'44 jifk'eh, bee na'ah66t'i'. T'4a shoodi Naaltsoos Bee
'Aa'dhayani do6 Bee 'Ak'é'asti' Bee Baa Hane'l (Summary of Benefits and Coverage, SBC) biyi' t'a4 jiik'ehgo béésh bee hane'i bikd'igii bee hodfilnih.

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

The Company complies with applicable civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex
(including pregnancy, sexual orientation, and gender identity). We do not exclude people or treat them less favorably because of race, color, national origin,
age, disability, or sex.

We provide free aids and setvices to help you communicate with us. You can ask for interpreters and/or for communications in other languages or
formats such as large print. We also provide reasonable modifications for persons with disabilities.

If you need these services, call the toll-free number on your member ID card. (TTY 711).



If you believe that we failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, or sex, you
can send a complaint to the Civil Rights Coordinator:

Mail: Civil Rights Coordinator
UnitedHealthcare Civil Rights Grievance
P.O. Box 30608
Salt Lake City, UTAH 84130

Email: UHC Civil Rights@uhc.com

If you need help with your complaint, please call the toll-free phone number listed on your ID card (TTY/RTT 711). We are available Monday through
Friday, 8 a.m. to 8 p.m. E.T.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights:

Online: https://ocrportal.hhs.gov/ocr/portal /lobby.jsf

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

Mail: U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201

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

'This notice is available at: Language assistance / nondiscrimination notice | UnitedHealthcare (uhc.com).

ATTENTION: If you speak English, free language assistance services and free communications in other formats, such as large print, are available to
you. Call the toll-free number on your member identification card.

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia de idiomas y comunicaciones en otros formatos como letra grande, sin cargo, a su
disposicion. Llame al nimero gratuito que figura en su tarjeta de identificacién de miembro.

el ol o8 1 Jeail, 5508 iyl de Ll i s Al sty 4ilaall il yall s dlaall 4 sall) saelual) Cilada oll i giie ¢ (Arabic)igadl 2alll Canti i€ 13); Aiadla
el sl oy et Ay e
(Y. AT TN FTSATT (Bengali) T JCET, OIRCE (NS OIT STRIFOT AR ] G YRV V0O NI BINO
CIIMTITHNS T SHANR T3 [RATICE SHNeTF [SNHANF THONI ARGANAL FIOGA (G- 35 THI T P



mailto:UHC_Civil_Rights@uhc.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
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ATENSHUN: Gare kapetal Faluwasch (Carolinian), ye toore paliuwal kapetal Faluwasch lane sew me sew format, tapil lane fateofat, bwe bwale
tepangiyom. Kol yegili nampa la ye toore paliuwal woal kard la laumw.

ATENSION: Yanggen fifino’ hao Chamoru (Chamorro) guaha setbisio siha para hdgu ni’ mandibatdi, i setbision fino’ pat lengguahi yan fina’uma’espiha
gl otro na manera siha taiguihi i para mana’dangkolo i inemprenta. Agang 1 dibatdi na numiru gi katta-mu aidentifikasion membro.

IR - NREFH L (Chinese - Traditional), EBAILEGREEZEHMRBMAFEFHEMEXNAERA. FRELHNEESNFRL

A% ft & EREIRIE,
e OB o e L i Led s s 53 o8 ) la aiile « B slaclld [ (80 sl )) 5 () S 50 cilerd € o Cumaas (Farsi) (b 0l 42 S i4a
b Gl iy pme il &S (55

ATTENTION: Si vous parlez frangais (French), des services d’assistance linguistique et des communications dans d’autres formats, notamment en gros
caracteres, sont mis a votre disposition gratuitement. Appelez le numéro gratuit figurant sur votre carte de membre.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Thnen kostenlose Sprachassistenzdienste und kostenlose Kommunikation in anderen
Formaten, wie zum grof3e Schrift, zur Verfiigung. Rufen Sie die gebithrenfreie Nummer auf Ihrer Mitgliedskarte an.

Lot AU: %S| AN oAl (Gujarati) GlAA &l Al [Qotl YA et Sl He £3U Al Wl Wod R2ul [Qotl YA AUR, BH 3 1El Noe,
AMIRL HIZ GUACU 8. dlHIRL UeL WA 51§ URell -5l olei? UR Slct 53

ATANSYON: Si w pale Kreyol Ayisyen (Haitian Creole), gen sevis lang gratis ak kominikasyon nan lot foma lo disponib, tankou sa ki enprime ak gwo
let. Rele nimewo gratis ki sou kat idantifikasyon manm ou an.

o €. IS 3y f&dt (Hindi) SAd §, Y 31U fore o HTST Terrar JaTd SR 31 YRl & i TR, o for 918 fife, Iuais 81 3raA
o g U3 R QU U Id- 1! ek W Hid B |

ATTENZIONE: Se patla italiano (Italian), puo usufruire di servizi di assistenza linguistica gratuiti e comunicazioni gratuite in altri formati, come ad
esempio la stampa a caratteri grandi. Chiami il numero verde riportato sul Suo tesserino identificativo.

AEEIE : HEAE (Japanese) FEINDHE. BHOEEXEY EXP, IEXXFLEMOBAXTOENIZI2=r—2 3%
FAWEETERT, [ISBEFESC LY,

AL 850 (Korean)E AHEOHA| = B 72 20 X| & M| 22 T XM S CHE HAH 22 & QA 28 OiM| & 0|83t =
UL 2|2 1D 7t=0f Liot Jle 7 & Tt = Had) FHA L.



BAA'AKONINIZIN: Diné (Navajo) saad bee

yanifti'go, t'aa jiik'eh saad bee aka'e'eyeed bee

aka'anida’'wo’i d66 naana tahgo at’éego bee

hadadilyaa bee ahit hane’i, dii nitsaago bee

ak’eda’ashchinigii, nahoélg. Bee atah nil'ini

ninaaltsoos nitfizi bee néé&hozini baah t'aa

hiik’'eh bee hane’i namboo bee hodiilnih.

GEB ACHT: Wann du Deitsch (Pennsylvania Dutch) schwetzscht, Schprooch Helfe mitaus Koscht un Communications in annere Formats wie
groosse Druck iss meeglich. Ruf die koschdelos Nummer uff dei Member Identification Kaart.

UWAGA: Dla 0s6b méwiacych po polsku (Polish) dostepne sa bezplatne ustugi pomocy jezykowej i bezplatne komunikaty w innych formatach, takich
jak duzy druk. Prosimy zadzwoni¢ pod bezplatny numer podany na karcie identyfikacyjne;j.

ATENCAO: se voce fala portugués (Portuguese), tem a sua disposi¢ao servigos gratuitos de assisténcia linguistica e comunicagdes gratuitas em outros

formatos, como caracteres grandes. Ligue para o nimero gratuito que se encontra no seu cartao de identificagdo de membro.

BHHMMAHME: Ecau ol roBopure Ha pycckoMm sAsbike (Russian), BaM AOCTYIIHBI O€CITAATHBIE YCAYTH A3BIKOBOIM ITOAACP/KKI U OECITAATHBIE MATEPHAABI
B Apyrux hopMaTax, HAIPUMEP, HAIIEIATAHHbBIE KPYITHBIM ITPH@TOM. 3BOHHTE 110 DECIIAATHOMY HOMEPY TeAedOHA, YKaA3aHHOMY Ha BAITICH

HAeHTHcpI/IKaL{HOHHofI KapTe YIaCTHHUKA.

FA‘AALIGA: Afai e te tautala i le Faa-Samoa (Samoan), o lo‘o avanoa mo oe ‘au‘aunaga fesoasoani tau gagana e leai se totogi ma feso‘ota‘iga e leai se

totogi 1 isi faiga, e pei o lomiga e lapopo‘a mata‘itusi. Valaau i le numera e leai se totogi i lau kata faailo o le sui auai (ID).

PAUNAWA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng tulong sa wika at libreng komunikasyon sa ibang
mga format, tulad ng malalaking print. Tawagan ang walang bayad na numero na nasa iyong ID card ng miyembro.
).\Mcu\.u.\zn_a\.\:w&gdét?ﬂ ci\j‘)gajgcu;\;cﬁh\y&hw&i\y‘)@ﬁaJJ\QLAJ';QJMéQQJ'Q\Sé%iJSUﬁCﬂﬁOQ) (Urdu) 930! L_J_)g‘ U A
(RS JS pomig i ds K n 3K sl
LUU Y: Néu quy vi n6i Ti€ng Viét (Vietnamese), quy vi sé dwge cung cdp cac dich vu ho tro ngon nglr mién phi va cic phuwong tién trao d6i lién lac
mién phi & cic dinh dang khac, chdng han nhw ban in chit 1&'n. Goi dén s8 dién thoai mién phi cé trén thé nhin dang thanh vién clia quy vi.



