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

Anthem Blue Cross:

Aerospace Corporation (The): Basic HSA Plan — 7D40

iy

Coverage Period: 01/01/2026 — 12/31/2026
Coverage for: Individual + Family | Plan Type: CDHP

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, https://eoc.anthem.com/eocdps/ca/aso. For general definitions of common terms, such as allowed amount, balance billing, coinsurance,
copayment, deductible, provider, or other underlined terms see the Glossaty. You can view the Glossaty at www.healthcare.gov/sbe-glossary/ or call (800)

756-7274 to request a copy.

What is the overall
deductible?

Are there services
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?

Will you pay less if
you use a network

provider?

$3,300/individual or

$6,000/ family for In-Network
Providers. $6,000/individual or
$12,000/ family for Out-of-
Netwotrk Providers.

Yes. Preventive care for In-
Network Providers.

No.

$5,000/individual or

$10,000/ family for In-Network
Providers. $10,000/individual or
$20,000/ family for Out-of-
Network Providets.

Services deemed not medically
necessary by Medical
Management and/or Anthem,
Premiums, balance-billing
charges, and health care this
plan doesn't cover.

Yes, Blue Card PPO. See
www.anthem.com/ca or call
(800) 756-7274 for a list of
network providers.

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 policy, the overall family
deductible is not required to be met before the plan begins to pay.

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 meet your deductible. See a list of covered
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

You don't have to meet deductibles for specific services.

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, the overall family out-of-pocket limit is not required to be

met before an individual meets their out-of-pocket.

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

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

CA/L/A/AerospaceCorporationThe Basic HSAPLAN-CDHP/NA/GTYZM/NA/01-26
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for some services (such as lab work). Check with your provider before you get services.

Do you need a referral | No.

to see a specialist?

You can see the specialist you choose without a referral.

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

Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

Out-of-Network
Provider

Limitations, Exceptions, & Other
Important Information

If you visit a
health care
provider’s office

or clinic

Primary care visit to treat an
injury or illness

30% coinsurance

(You will pay the most)

50% coinsurance

none

Specialist visit

30% coinsurance

50% coinsurance

Vision care (non-routine exam): 20%
a visit for Network providers.

Preventive care/screening/
immunization

No charge

50% coinsurance

Pap smear (routine) and
Mammography (routine): 50%
coinsurance deductible does not apply
for In-Network Providers. Vision
screening. No charge. 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)

30% coinsurance

50% coinsurance

none

Imaging (CT/PET scans, MRIs)

30% coinsurance

50% coinsurance

none

If you need drugs
to treat your
illness or
condition

More information

about prescription
drug coverage is

available at

WWW.EXPressscripts.

Tier 1 - Generic

$10 copay/retail pharmacy
$20 copay/mail order or
Smart90 (CVS and
Walgreens)

Not covered

Tier 2 - Preferred / Brand

30% ($30 min/$60
max)/retail pharmacy
30% ($60 min/$120
max)/mail order or
Smart90(CVS and
Walgreens)

Not covered

com

Tier 3 - Non-Preferred Brand

50% ($60 min/$120
max)/retail pharmacy
50% ($120 min/$240

max)/mail order or

Not covered

Member must meet the integrated
medical/Rx deductible before
copayment/coinsurance is applicable
except for drugs that are classified by
the health care reform law as
preventive which is covered at 100%.
Retail supply: 30-day limit

Mail Order supply: 90-day limit.
Formulary exclusions apply

After a maintenance prescription is

filled 2 times at retail, day supply (d/s)
is limited to 90 d/s, 100% co-pay/co-
insurance applies for retail claims, and

* For more information about limitations and exceptions, see plan or policy document at https://eoc.anthem.com/eocdps/ca/aso.
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

Out-of-Network
Provider

(You will pay the most)

Limitations, Exceptions, & Other

Important Information

Smart90(CVS and
Walgreens)

Tier 4 - Specialty Self-Injectable
(brand and generic)

20% ($100 max)

Not covered

this amount does not accumulate
toward the out-of-pocket maximum

If you have

outpatient surgery

Facility fee (e.g., ambulatory
surgery center)

30% coinsurance

50% coinsurance

none

Physician/sutgeon fees

30% coinsurance

50% coinsurance

none

Emergency room care

30% coinsurance

Covered as In-Network

20% coinsurance for Emergency

If you need Room Physician Fee.
e Ernergencv' cisdl s 30% coinsurance Covered as In-Network none
medical attention | transportation - -

Utrgent care 30% coinsurance 20% coinsurance none
If you have a Facility fee (e.g., hospital room) 30% coinsurance 50% coinsurance none
hospital stay Physician/surgeon fees 30% coinsurance 50% coinsurance none

Office Visit Office Visit Office Visit

Ot o e 30% coinsurapce 50% coinsurapce none-—
If you need Other Outpatient Other Outpatient Other Outpatient
mental health, 30% coinsurance 50% coinsurance none
behavioral health, 20% coinsurance for Inpatient

ot substance
abuse setvices

Inpatient services

30% coinsurance

50% coinsurance

Physician Fee In-Network Providers.
50% coinsurance for Inpatient
Physician Fee Out-of-Network
Providers.

Office visits

30% coinsurance

50% coinsurance

Childbirth/delivery professional

Maternity care may include tests and

If you are . 30% coinsurance 50% coinsurance . . .
rephant services services desctribed elsewhere in the
1dbi 9 T SBC (i.e. ultrasound).
Chlldb1rth/dehvery Bacilbigy 30% coinsurance 50% coinsurance ( )
services - -
Home health care 30% coinsurance 50% coinsurance 18.0 V1s1ts/beneﬁ'F period including
If you need help - - private duty nursing.

recovering or have

other special
health needs

Rehabilitation services

30% coinsurance

50% coinsurance

Habilitation services

30% coinsurance

50% coinsurance

*See Therapy Services section

Skilled nursing care

30% coinsurance

50% coinsurance

180 visits/benefit period.

Durable medical equipment

30% coinsurance

50% coinsurance

none

* For more information about limitations and exceptions, see plan or policy document at https://eoc.anthem.com/eocdps/ca/aso.
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What You Will Pay

Common Limitations, Exceptions, & Other
o Services You May Need In-Network Provider Qut-ofNetwork o onS, PRCEPROTS, =
Medical Event . Provider Important Information
(You will pay the least) .
(You will pay the most)
Hospice services 30% coinsurance 50% coinsurance none
If your child Children’s eye exam Not covered Not covered *See Vision Servi a
ee Vision Services section
needs dental or Children’s glasses Not covered Not covered
EE G Children’s dental check-up Not covered Not covered *See Dental Services section

Excluded Setvices & 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 Cosmetic surgery e Dental care (adult) e Dental Check-up
e Eye exams for a child e Glasses for a child e Infertility treatment
e Long- term care e Private-duty nursing e Routine eye care/exam (adult)
e Emergency coverage provided outside the
United States. See www.bcbsglobalcore.com
e Routine foot care unless you have been e Weight loss programs

diagnosed with diabetes.

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

e Abortion e Bariatric surgery (Only for Morbid Obesity). e Chiropractic care
e Acupuncture
e Hearing aids e Most coverage provided outside the United

States. See www.bcbsglobalcore.com

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 Labor, Employee Benefits Secutity Administration, (866) 444-EBSA (3272), 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 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:

ATTN: Grievances and Appeals, PO Box 54159, Los Angeles, CA 90054-0159

* For more information about limitations and exceptions, see plan or policy document at https://eoc.anthem.com/eocdps/ca/aso.
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Department of Labor, Employee Benefits Security Administration, (866) 444-EBSA (3272), 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 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.

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

* For more information about limitations and exceptions, see plan or policy document at https://eoc.anthem.com/eocdps/ca/aso.
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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)

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

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

B The plan’s overall deductible $3,300
B Specialist coinsurance 30%
B Hospital (facility) coinsurance 30%
B Other coinsurance 30%

This EXAMPLE event includes services
like:

Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (u#/trasounds and blood work)

Specialist visit (anesthesia)

B The plan’s overall deductible $3,300
B Specialist coinsurance 30%
B Hospital (facility) coinsurance 30%
B Other coinsurance 30%

This EXAMPLE event includes services
like:

Primary care physician office visits (znzcluding
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (g/ucose meter)

B The plan’s overall deductible $3,300
B Specialist coinsurance 30%
B Hospital (facility) coinsurance 30%
B Other coinsurance 30%

This EXAMPLE event includes services
like:
Emergency room care (zncluding 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 $3,300 Deductibles $3,300 Deductibles $3,300
Copayments $0 Copayments $100 Copayments $10
Coinsurance $1,800 Coinsurance $800 Coinsurance $300
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $5,160 The total Joe would pay is $4,220 The total Mia would pay is $3,610

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Language Access Services:

(TTY/TDD: 711)

Albanian (Shqip): Nése keni pyetje né lidhje me kété dokument, keni té drejté t€ merrni falas ndihmé dhe informacion né gjuhén tuaj. Pér té kontaktuar me
njé pérkthyes, telefononi (800) 756-7274

Ambharic (A™CT)- NAHU N18 TITD-I° H P NAPF NNP RTIR ACSF AT BUT ARLE N1 POINTH A2NF AAPF: AN+CAT, ATITIC (800) 756-
7274 & RM-(rx

(800) 756-7274 e Jusil ian jia ) Zuxasll ilie o stialy Cila glaall g Baeluadl Jo J panll ll Gagd catliall 130 ol & ludil éi 2hal g 1y ;(@ﬁl}mabic

Armenian (huykpkl). Epl wju hwunwpnph htin juwydws hupgtp niubkp, nnip hpwyniup niukp wmddwp unww) oqunipnia b
nbnkjunynipinit dkp (kqyn: Gupguubsh htn unubine hudwp quiquhwptbp htnljw hkpwinuwhudwpny (800) 756-7274:

Bassa (‘Basi) Widu): M dyi dyi-dié-d¢ bé bédé ba cée-de nia ke dyi ni, o0 md ni dyi-b&dgin-d& b€ m ké gbo-kpa-kpa ke b5 kpd dé m bidi-widuin
66 pidyi. BE m ké wudu-ziin-ny5 do gbo wudu ke, da (800) 756-7274.

Bengali (T3AT): I 92 S8 R ST (S0 09 A0S, ORE AN ST RAEFE A=Ay T8TE 8 Oy M3 ARNPE AT o=
AFGE (WS WY FAT FA T (800) 756-7274  -(® Fe e

Burmese ([g§u0): ojoogodencndisé 0oda005¢) 0§opt eoigsindoopdypi§don sagodaacoodypisé sameepdo? seecorieg cuioapeadd
20§ omamneorys quaslel o §dloopdioorxgs 0088:58 oomie[pEEeS of (800) 756-7274 23 el a3k

Chinese (F130) * WIREHASI A EAEEH - L HECE HIEHEE S REEGRBINIEEN - AIFRHEEE S ilsE - 3520 (800) 756-7274,

Dinka (Dinka): Na nor) thi€éc né ke de vi thor€, ke vin noq log) bé 71 kuony ku wer aléu bé geer vic vin ne thor du ke cin wéu tidué ke piny. Te kor yin
ba jam weéné ran ve thok geryic, ke vin cal (800) 756-7274.

Dutch (Nederlands): Bij vragen over dit document hebt u recht op hulp en informatie in uw taal zonder bijkomende kosten. Als u een tolk wilt spreken,
belt u (800) 756-7274.

aab Gado 1y Saf 3 Sledbl 485 Lol 1y G Gl sdonloe e ol Gl s J be "!JI_.,__I‘_Jj-nd_}-‘-:{.'.-n!_;ll—i'}Far5i
s S e las (800) 756-7274 oylas Lo o dlia poyie S0 Lo 583588 ¢l S adloys glisyole gl 4o ¢l 4o

French (Frangais) : Si vous avez des questions sur ce document, vous avez la possibilité d’accéder gratuitement a ces informations et a une aide dans votre
langue. Pour parler a un interprete, appelez le (800) 756-7274.
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Language Access Services:

German (Deutsch): Wenn Sie Fragen zu diesem Dokument haben, haben Sie Anspruch auf kostenfreie Hilfe und Information in Threr Sprache. Um mit
einem Dolmetscher zu sprechen, bitte wihlen Sie (800) 756-7274.

Greek (EMnvind) Av éyete TuyOv anopieg oyetnd pe 10 Tady Eyypupo, exete 1o dwaiwpa vo AaBete Bondeta now mAnpoypopieg ot yAwooo oag dweeav. 1o va
uAnoete pe xamnotov dteppnvéa, maspwvnote oto (800) 756-7274.

Gujarati (AL%2Uell): %] w1 £2d1A% 13| WUA S1SURL UL S ), SISURL W dd1R W Usf] N M Hee WA HilEd] Anddlell dHa 1[Es1R
8. ¢™LNUL A8 dld sl UL, 51d 5] (800) 756-7274.

Haitian Creole (Kreyol Ayisyen): Si ou gen nenpot kesyon sou dokiman sa a, ou gen dwa pou jwenn ¢d ak enfomasyon nan lang ou gratis. Pou pale ak yon
entepret, rele (800) 756-7274.

Hindi (fg&)): 377K 319 9 SH &S & IR A H13 UesT §, al 30! o:9fewh 370+ 81797 3 A 3R SATTSRT UTed el 1 HIaFR 71
AT & a1 ¥t & ToIT, Fiel e (800) 756-7274 |

Hmong (White Hmong): Yog tias koj muaj lus nug dab tsi ntsig txog daim ntawv no, koj muaj cai tau txais kev pab thiab lus ghia hais ua koj hom lus yam
tsim xam tus nqi. Txhawm rau tham nrog tus neeg txhais lus, hu xov tooj rau (800) 756-7274.

Igbo (Igbo): O bur u na i nwere ajuju 0 bula gbasara akwukwo a, 1 nwere ikike inweta enyemaka na ozi n'asusu gi na akwuyghi ugwo o buyla. Ka gi na okowa
okwu kwuo okwu, kpog (800) 756-7274.

Ilokano (Ilokano): Nu addaan ka iti aniaman a saludsod panggep iti daytoy a dokumento, adda karbengam a makaala ti tulong ken impormasyon babaen ti
lenguahem nga awan ti bayad na. Tapno makatungtong ti maysa nga tagipatarus, awagan ti (800) 756-7274.

Indonesian (Bahasa Indonesia): Jika Anda memiliki pertanyaan mengenai dokumen ini, Anda memiliki hak untuk mendapatkan bantuan dan informasi
dalam bahasa Anda tanpa biaya. Untuk berbicara dengan interpreter kami, hubungi (800) 756-7274.

Italian (Italiano): In caso di eventuali domande sul presente documento, ha il diritto di ricevere assistenza e informazioni nella sua lingua senza alcun costo
aggiuntivo. Per parlare con un interprete, chiami il numero (800) 756-7274

Tapanese (B#s8): COSELOVTHENCTHE SHBNE . BLEEEBLED SETRHTHELE HRL BTN EE
T BERCEIER . 600 7567274 [T BEECEE.
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Language Access Services:
Khmer (184): 10gmeS0qnHis]SH00MINS: grosSiigsguE uSHOS DS IUEMRE WSS S e
IEgjNINAYwEsUSTU giutuT (800) 756-7274

Kirundi (Kirundi): Ugize ikibazo ico arico cose kuri iyi nyandiko, ufise uburenganzira bwo kuronka ubufasha mu rurimi rwawe ata giciro. Kugira uvugishe
umusemuzi, akura (800) 756-7274.

Korean (S 0]): & EA{0f L5 Ot 2o AtOl2te S E2, Hoo| A= o7t At8dte ¢o2 R =2 A EEE S dHe|7)
USLICH S HALRL O|OF7[BF2{ ™ (800) 756-7274 2 E2|SHMA| 2.

Lao (W957270): Hauanidinavlognyorucentsmnd, i dSoldsuaoivgoacis cor 2nuclnwisnzeguivlosteses.
cwelsSuRUIILCUWIZA, Tolvma (800) 756-7274.

Navajo (Dine): Dii naaltsoos bika’igii fahgo bina’idilkidgo na bohoneedza doo bee ahoot’i’ t'aa ni nizaad k'ehj bee nit hodoonih t'aadoo baah ilinigoo.
Ata’ halne’igii 1a’ bich’i’ hadeesdzih ninizingo koj’ hediilnih (800) 756-7274.

Nepali (F9TelT): T1a 9T HETSTTETE TUTLHT gl TIZE G A, AT ATITHT T7:9[0F TZANT TT TR ITH 77 G134 ZF TaT20T 3|
STHTIRT F2T IHT AT, AT el Tiald (800) 756-7274

Oromo (Oromifaa): Sanadi kanaa wajiin walqabaate gaffi kamiyuu yoo gabduu tanaan, Gargaarsa argachuu fi odeeffanoo afaan ketiin kaffaltii alla argachuuf
mirgaa qabdaa. Turjumaana dubaachuuf, (800) 756-7274 bilbilla.

Pennsylvania Dutch (Deitsch): Wann du Frooge iwwer selle Document hoscht, du hoscht die Recht um Helfe un Information zu griege in dei Schprooch
mitaus Koscht. Um mit en Iwwersetze zu schwetze, ruff (800) 756-7274 aa.

Polish (polski): W przypadku jakichkolwiek pytan zwiazanych z niniejszym dokumentem masz prawo do bezplatnego uzyskania pomocy oraz informacji w
swoim jezyku. Aby porozmawiac z ttumaczem, zadzwon pod numer (800) 756-7274.

Portuguese (Portugués): Se tiver quaisquer duvidas acerca deste documento, tem o direito de solicitar ajuda e informagdes no seu idioma, sem qualquer
custo. Para falar com um intérprete, ligue para (800) 756-7274.

Punjabi (4AT=l): 7 38 fer TRa= 9 98 AT® I8 95 3T 393 9B HES fe wiEt o7 fo9 Hee w3 Frearst YuE J9s e wfias ger
3| oz TR 5% 9% g% B8, (800) 756-7274 I B S|
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Language Access Services:

Romanian (Roména): Dacd aveli intrebari referitoare 1a acest document, avefi dreptul si prmiti ajutor $iinformati in imba dumneavoastrd in mod
gratuit. Pentrua va adresa unui interpret, contactati telefonic (800) 756-7274.

Russian (Pycckmii): eCAl 7 BAC €CTh KAKHE-AHOO BOIPOCH B OTHOIIEHHH AZHHOTO AOKVMEHTA, BEI HMEETE IMPaBO HA OECIAATHOE MOATIEHHE TOMOIIH H

HH(QOPMAIIHH Ha BaIlleM A3HKe. YTOOH CBA3aThCA C VCTHEIM IEPEBOATHKOM, IO3BOHHTE o Tea.  (800) 756-7274.

Samoan (Samoa): Afai e iai ni ou fesili e uiga i lenei tusi, e 1ai lou ‘aia e maua se fesoasoani ma faamatalaga i lou lava gagana e aunoa ma se totogi. Ina ia
talanoa 1 se tagata faaliliu, vili (800) 756-7274.

Serbian (Srpski): Ukoliko imate bilo kakvih pitanja u vezi sa ovim dokumentom, imate pravo da dobijete pomoc¢ i informacije na vasem jeziku bez ikakvih
troskova. Za razgovor sa prevodiocem, pozovite (800) 756-7274.

Spanish (Espanol): Si tiene preguntas acerca de este documento, tiene derecho a recibir ayuda e informacién en su idioma, sin costos. Para hablar con un
intérprete, llame al (800) 756-7274.

Tagalog (Tagalog): Kung mayroon kang anumang katanungan tungkol sa dokumentong ito, may karapatan kang humingi ng tulong at impormasyon sa
iyong wika nang walang bayad. Makipag-usap sa isang tagapagpaliwanag, tawagan ang (800) 756-7274.

s

Thai (1na): mnmu:umm:u‘lm Wenduanansatiufl vinufidgninazlasuanuthawmdavaztiayalunmwiaasvinulag lifidnld3ne Taaing
(800) 756-7274 \HawaAaAuaIu

Ukrainian (¥xpaiHcbKa): 4KIII0 V BAC BHHHKAFOTE 34lIHTAHHA 3 IPHBOAY IBOTO AOKVMEHTA, BH MA€TE IPABO OE3KOIITOBHO OTPHMATH AOIMOMOTY H

HQOPMAINED BAIIOK0 PIAHOIC MOBOEO. [110o0 OTpHMATH HOCATTH IEpPeKAaAdda, 3aTesepOHVHATE 32 HOMEPOM: (800) 756-7274.

S SRSl e S deals 3a 8 S Jals Slaglae Cile re 5 G gl oe Sl B o e SRS e 2 b S psien el &1 :(521) Urdu
- S JE e (800) 756-7274 A

Vietnamese (T1eng V1et) Néu quy vi ¢ bat ky thic mic nao vé tai lidu nay, quy vi ¢ quyen nhan sy tro gidp va thong tin bang ngdn nglt cla quy vi hoan
toan mién phi. Dé trao d0i voi mot thong dich vién, hay goi (800) 756-7274.

I TUTIY 79D "2 M JEOIDR DTN "E VYR DIEDI R OUT VAR 1Y 02U T 'R UM DV IpNT OUT AU TI7RY OMD 1N QM Z(EJ'—I"H} {Y:'lddish}
(800) 756-7274 DN WYUTIWI'R |¥

Yoruba (Yorubad): T1 o ba ni eyikeyi ibere nipa ikosile Vi, 0 ni eto lat gba irinwo 4t fwifin ni édé re lofee. B4 wa égbﬁfc_f- kan soro, pe (800) 756-7274.
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Language Access Services:

It’s important we treat you fairly

That’s why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude people, or treat them differently on the
basis of race, color, national origin, sex, age or disability. For people with disabilities, we offer free aids and services. For people whose primary language isn’t
English, we offer free language assistance services through interpreters and other written languages. Interested in these services? Call the Member Services
number on your ID catd for help (TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color, national origin, age,
disability, or sex, you can file a complaint, also known as a grievance. You can file a complaint with our Compliance Coordinator in writing to Compliance
Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you can file a complaint with the U.S. Department of Health and
Human Services, Office for Civil Rights at 200 Independence Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-
1019 (TDD: 1- 800-537-7697) or online at https://ocrportal.hhs.gov/ocr/portal /lobby.jsf.
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