CareFirst BlueCross BlueShield Medical & Express Scripts Pharmacy Plan (Bargaining Unit)
Coverage Period: 01/01/2017- 12/31/2017

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage for: Employee/Family | Plan Type: COMP

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan document
at http:/ /benefits.jhu.edu/health-and-life /medical-plans.cfm or by calling 410-516-2000.

Important Questions

What is the overall
deductible?

Are there other

deductibles for specific
services?

Is there an out—of—pocket

limit on my expenses?

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

Is there an overall annual
limit on what the plan pays?

Does this plan use a network

of providers?

Do I need a referral to see a
specialist?

Are there services this plan
doesn’t cover?

$500 Individual; $1,500 Family

(Combined deductible for Johns
Hopkins providers and all other
providers)

There is a $150 per admission
deductible.

$1,500 Individual; $4,500 Family

Premiums, balance-billed charges, and
health care this plan doesn't cover.

No.

Yes. For a list of preferred
providers, see www.carefirst.com or
call 1-855-258-6518.

Yes

You must pay all the costs up to the deductible amount before this plan begins to pay
for covered services you use. Check your policy or plan document to see when the
deductible starts over (usually, but not always, January 1st). See the chart starting on
page 2 for how much you pay for covered services after you meet the deductible.

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 during a coverage period (usually
one year) for your share of the cost of covered services. This limit helps you plan for
health care expenses.

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

The chart starting on page 3 describes any limits on what the plan will pay for specific
covered services, such as office visits.

If you use an in-network doctor or other health care provider, this plan will pay some
or all of the costs of covered services. Be aware, your in-network doctor or hospital
may use an out-of-network provider for some services. Plans use the term in-network,
preferred, or participating for providers in their network. See the chart starting on
page 3 for how this plan pays different kinds of providers.

You can see the specialist you choose without permission from this plan.

Some of the services this plan doesn’t cover are listed on page 8. See your policy or

plan document for additional information about excluded services.

Questions: If you are a member please call the number on your ID card or visit www.carefirst.com. Otherwise, please call 1-855-258-6518. If you aren’t clear
about any of the underlined terms used in this form, see the Glossary at www.carefirst.com/sbcg.
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Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if the plan’s

allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if you haven’t met

your deductible.

® The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the allowed
amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and the allowed
amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

® This plan may encourage you to use participating providers by charging you lower deductibles, copayments and coinsurance amounts.

Common
Medical Event

Services You May Need

Your cost if you use a

Participating Provider

Non-Participating
Provider

Limitations & Exceptions

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

Primary care visit to treat an Deductible; then 20% of Deductible, then 20% of | For treatment at an Outpatient Hospital
injury or illness Allowed Benefit Allowed Benefit Facility, an additional charge may apply
Secialist visi Deductible; then 20% of Deductible, then 20% of | For treatment at an Outpatient Hospital
pecialist visit Allowed Benefit Allowed Benefit Facility, an additional charge may apply
Deductible; then 20% of | Deductble; then 20% of
Allowed Benefit for Allowed Benefit for For treatment at an Outpatient Hospital

Other practitioner office visit

Acupuncture and
Chiropractic Services

Acupuncture and
Chiropractic Services

Facility, an additional charge may apply

Retail Health Clinic

Deductible; then 20% of
Allowed Benefit

Deductible, then 20% of
Allowed Benefit

None

Preventive
care/screening/immunization

No Charge

No charge

Some services may have limitations or
exclusions based on your contract.

If you have a test

Diagnostic test (x-ray, blood
work)

Deductible; then 20% of
Allowed Benefit

Deductible; then 20% of
Allowed Benefit

None

Imaging (CT/PET scans, MRIs)

Deductible; then 20% of
Allowed Benefit

Deductible; then 20% of
Allowed Benefit

For services provided at an Outpatient
Hospital Facility, a higher charge may

apply
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Common
Medical Event

Services You May Need

Your cost if you use a

Participating Provider

Non-Participating
Provider

Limitations & Exceptions

If you need drugs to
treat your illness or
condition

More information about

Generic drugs

$10

Preferred brand drugs

20% ($30 min/$45 max)

prescription drug None
coverage is available at Non-preferred brand drugs 25% ($60 min/$100 max) 30 day supply
WWW.express-
scripts.com

Facility fee (e.g., ambulatory Deductible; then 20% of Deductible, then 20% of

. None

If you have outpatient | surgery center) Allowed Benefit Allowed Benefit
surgery o Deductible; then 20% of Deductible, then 20% of

Bliyaiizm) sureo iz Allowed Benefit Allowed Benefit None

20% of Allowed Benefit and | 20% of Allowed Benef Copay waived if admitted
. b0 owed Benefit an (%o} owed Benefit o .
Emergency room services $100 copay and $100 copay Limited to Emergency Services or

If you need immediate

unexpected, urgently required services

Emergency medical

Deductible; then 20% of

Deductible, then 20% of

medical attention transportation Allowed Benefit Allowed Benefit None

U Deductible; then 20% of Deductible, then 20% of N

fgent care Allowed Benefit Allowed Benefit one
Deductible; then 20% of iﬁi:v‘:;biiz jr?;/ oof
) Facility fee (e.g., hospital room) Allowed Benefit and $150 . Prior authorization is required

If you have a hospital Iy $150 per admission
stay oy

Physician/suracon fee Deductible; then 20% of Deductible, then 20% of None

Y & Allowed Benefit Allowed Benefit
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Common
Medical Event

Services You May Need

Participating Provider

_ Your cost if you use a

Non-Participating
Provider

Limitations & Exceptions

If you have mental
health, behavioral
health, or substance
abuse needs

Mental/Behavioral health

Deductible; then 20% of

Deductible, then 20% of

For treatment at an Outpatient Hospital
Facility, an additional professional

outpatient services Allowed Benefit Allowed Benefit
charge may apply
1 0
. Deductible; then 20% of Deductible, then 20% of Prior authorization is required;
Mental/Behavioral health Allowed Benefit and . .
. . X Allowed Benefit and $150 . Additional professional charges may
inpatient services . $150 per admission
per admission copay apply
copay
. . , ) o For treatment at an Outpatient Hospital
Substance use disorder outpatient | Deductible; then 20% of Deductible, then 20% of Tuvailion. am adkbceml siotssiom
services Allowed Benefit Allowed Benefit kk p
charge may apply
. D ible, then 20% of . T .
. . . Deductible; then 20% of cductible, then 20% o Prior authorization is required;
Substance use disorder inpatient Allowed Benefit and .. .
. Allowed Benefit and $150 . Additional professional charges may
services er admission . $150 per admission o]
p on copay copay pply

If you are pregnant

Prenatal and postnatal care

No charge

Deductible, then 20% of
Allowed Benefit

For routine pre/postnatal office visits
only. For non-routine obstetrical care
or complications of pregnancy, cost
sharing may apply.

Delivery and all inpatient services

Deductible; then 20% of
Allowed Benefit and $150
per admission copay

Deductible, then 20% of
Allowed Benefit and
$150 per admission

copay

Additional professional charges may
apply
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Common
Medical Event

Services You May Need

Participating Provider

_ Your cost if you use a

Non-Participating

Limitations & Exceptions

If you need help
recovering or have
other special health
needs

Provider
Deductible, then 20% of | Home Health Aide:
Home health care No charge Allowed Benefit 40 visits per benefit period
Rehabilitati ) Deductible; then 20% of Deductible, then 20% of | For treatment at an Outpatient Hospital
chabiiitation services Allowed Benefit Allowed Benefit Facility, an additional charge may apply

Habilitation services

Deductible; then 20% of
Allowed Benefit

Deductible, then 20% of
Allowed Benefit

For treatment at an Outpatient Hospital
Facility, an additional charge may apply
Prior authorization is required after the
first visit

Deductible; then 20% of

Deductible, then 20% of

All Benefi
Skilled nursing care Allowed Benefit and $150 owed ene. 1t. and None
. $150 per admission
per admission copay
copay
D bl dical . Deductjble; then 20% of Deductible, then 20% of N
urable medical equipment Allowed Benefit Allowed Benefit one

Hospice service

Deductible; then 20% of

Deductible; then 20% of

Respite Care:
14 days per benefit period
Bereavement:

Allowed Benefit Allowed Benefit $100 maximum
Family Counseling:
$500 maximum
Limited to Memb t 19;
Eye exam $10 copa [Plban gy (525: lml e e'ﬁ? b agé
y pay Member pays balance Limited to 1 visit/benefit period
If your child needs Limited to Members up to age 19;
dental or eye care Glasses Dis?lount pbrogram available Not covered Limited to 1 set of glasses/ lenses pet
to all members benefit period
Dental check-up Not covered Not covered None
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Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy ot plan document for other excluded services.)

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

e Weight loss programs

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered setvices and your costs for these
services.)

e Acupuncture e Infertility treatment

e Bariatric surgery e Most coverage provided outside the United
States. See www.carefirst.com

e Chiropractic care

e Non-emergency care when traveling outside

e Hearing aids the U.S

e Private-duty nursing

e Routine eye care
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Your Rights to Continue Coverage:

** Group health coverage—

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep
health coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the
premium you pay while covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-800-628-8549. You may also contact your state insurance
department, the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S.
Department of Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For questions
about your rights, this notice, or assistance, you can contact: www.carefirst.com or 1-800-628-8549. You may also contact state consumer Assistance Program

e Maryland -1-800-492-6116 or http://www.mdinsurance.state.md.us
e DC - 1-877-685-6391 or www.disb.dc.cov

e Virginia — 1-877-310-6560 or www.scc.virginia.gov/boi

For group health coverage subject to ERISA you may also contact the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA
(3272) or www.dol.gov/ebsa/healthreform.
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Does this Coverage Provide Minimum Essential Coverage?

The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy

does provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value).

This health coverage does meet the minimum value standard for the benefits it provides.
Language Access Services:

Spanish (Espanol): Para obtener asistencia en Espanol, llame al 1-855-258-6518
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-855-258-6518
Chinese (FAXX): SIRF/E A, 1HIRITIX S5 1-855-258-6518

Navajo (Dine): Dinek’ehgo shika at’ohwol ninisingo, kwiijigo holne’ 1-855-258-6518

To see excamples of how this plan might cover costs for a sample medical sitnation, see the next page.
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About these Coverage
Examples:

These examples show how this plan might cover
medical care in given situations. Use these
examples to see, in general, how much financial
protection a sample patient might get if they are
covered under different plans.

/-.
£

. Thisis
“ not a cost
estimator.
Don’t use these examples to
estimate your actual costs
under this plan. The actual
care you receive will be
different from these
examples, and the cost of

that care will also be
different.

See the next page for
important information about
these examples.

Note: These coverage
examples calculations are
based on Individual Coverage
Tier numbers for this plan.

Having a baby

(normal delivery)

B Amount owed to providers: §12,840

B Plan pays: §11,300
B Patient pays: $1,438

Sample care costs:

Managing type 2 diabetes

(routine maintenance of
a well-controlled condition)
B Amount owed to providers: $7,460
B Plan pays: §5,840
B Patient pays: $1,555

Sample care costs:

Hospital charges (mother) $8,100 Prescriptions $4,060
Routine obstetric care $2,400 Medical Equipment and Supplies $1,700
Hospital charges (baby) $200 Office Visits and Procedures $1,100
Anesthesia $900 Education $300
Laboratory tests $900 Laboratory tests $100
Prescriptions $100 Vaccines, other preventive $200
Radiology $200 Total $5,400
Vaccines, other preventive $40
Total $12,840 Patient pays:
Deductibles $500
Patient pays: Copays $200
Deductibles $500 Coinsurance $800
Copays $190 Limits or exclusions $55
Coinsurance $688 Total $1,555
Limits ot exclusions $60
Total $1,438
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Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

e Costs don’t include premiums.

e Sample care costs are based on national
averages supplied by the U.S. Department
of Health and Human Services, and aren’t
specific to a particular geographic area or
health plan.

e The patient’s condition was not an excluded
ot preexisting condition.

e All services and treatments started and
ended in the same coverage period.

e There are no other medical expenses for
any member covered under this plan.

e Out-of-pocket expenses are based only on
treating the condition in the example.

e The patient received all care from in-
network providers. If the patient had
received care from out-of-network
providers, costs would have been higher.

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn’t covered or payment is limited.

Does the Coverage Example
predict my own care needs?

No. Treatments shown are just examples.
The care you would receive for this condition
could be different based on your doctor’s
advice, your age, how serious your condition
is, and many other factors.

Does the Coverage Example
predict my future expenses?

No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your own
costs will be different depending on the care
you receive, the prices your providers
charge, and the reimbursement your health
plan allows.

Can | use Coverage Examples to
compare plans?

Yes. When you look at the Summary of
Benefits and Coverage for other plans, you’ll
find the same Coverage Examples. When you
compare plans, check the “Patient Pays” box
in each example. The smaller that number,
the more coverage the plan provides.

Are there other costs | should
consider when comparing plans?

Yes. An important cost is the premium you
pay. Generally, the lower your premium,
the more you’ll pay in out-of-pocket costs,
such as copayments, deductibles, and
coinsurance. You should also consider
contributions to accounts such as health
savings accounts (HSAs), flexible spending
arrangements (FSAs) or health
reimbursement accounts (HRAs) that help
you pay out-of-pocket expenses

Questions: If you are a member please call the number on your ID card or visit www.carefirst.com. Otherwise, please call 1-855-258-6518. If you aren’t clear
about any of the undetlined terms used in this form, see the Glossary at www.carefirst.com/sbcg.
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Foreign Language Assistance

English (English): Attention: This notice contains information about your insurance coverage. It may contain key
dates and you may need to take action by certain deadlines. You have the right to get this information and assistance in
your language at no cost. Members should call the phone number on the back of their identification card. All others
may call 1-855-258-6518 and wait through the dialogue until prompted to push 0. When an agent answers, state the
language you need and you will be connected to an interpreter.

A77C5 (Amharic) “7a0(Le:- gV TINFOEL (A a0 1147 avlf LHA: @A $1-120T 04T ALKZTLFD 070 16T A4
AATLT A RILUT 047 $67F ALH & FAA: @17 0028 099 hG PATPYI° WGP NRTRP AH 099 T oot AdPHe: AOA Uk

hov o4 NCLP NN HECA AL OL+MPAD- PAAD RTC aPLDA S TAN: AN DAY £9° ©L Adh ¢7C 1-855-258-6518
f.awzl\qar 07 A78.58 ' AONTICP £40 1947 PP AANP: A28 ONLA aPAN A.ATPT PTLLATT £7% PAD-¢T NH.PI° hrHCA™1. IOC
£199 (v

Edé Yoruba (Yoruba) Itétiléko: Akiyési yii ni iwifan nipa isé¢ adojutofo re. O le ni awon dééti patd o si le ni lati gbé
igbése ni awon ojé gbédéke kan. O ni &t lati gba iwifdn yif ati iranlowo ni éde re 16feé. Awon omo-egbé gbodo pe
nomba féonu té wa Iéyin kaadi idanimo won. Awon miran le pe 1-855-258-6518 ki o si dird nipase ijiroro titi a 6 fi so
fin o lati te 0. Nigbati asoju kan ba dahun, so ede ti o fé a 6 si so ¢ po mo ogbufo kan.

Tiéng Viét (Vietnamese) Chl y: Thong bao nay chira thong tin vé& pham vi bao hiém cua quy vi. Théng béo cé thé chia
nhiing ngay quan trong va quy vi cin hanh dong truéc mot sé thoi han nhét dinh. Quy vi c6 quyén nhan dugc thong tin
nay va hd tro bang ngdn ngir ciia quy vi hoan toan mién phi. Cac thanh vién nén goi sb dién thoai & mit sau cua thé
nhan dang. T4t ca nhirg ngudi khac cé thé goi s6 1-855-258-6518 va chd hét cude dbi thoai cho dén khi dugc nhic
nhan phim 0. Khi mot tong dai vién tra loi, hay néu rd ngdn ngit quy vi can va quy vi s& duoc két ndi vai mot thong
dich vién.

Tagalog (Tagalog) Atensyon: Ang abisong ito ay naglalaman ng impormasyon tungkol sa nasasaklawan ng iyong
insurance. Maaari itong maglaman ng mga pinakamahalagang petsa at maaaring kailangan mong gumawa ng aksyon
ayon sa ilang deadline. May karapatan ka na makuha ang impormasyong ito at tulong sa iyong sariling wika nang
walang gastos. Dapat tawagan ng mga Miyembro ang numero ng telepono na nasa likuran ng kanilang identification
card. Ang lahat ng iba ay maaaring tumawag sa 1-855-258-6518 at maghintay hanggang sa dulo ng diyalogo hanggang
sa diktahan na pindutin ang 0. Kapag sumagot ang ahente, sabihin ang wika na kailangan mo at ikokonekta ka sa isang
interpreter.

Espafiol (Spanish) Atencién: Este aviso contiene informacion sobre su cobertura de seguro. Es posible que incluya
fechas clave y que usted tenga que realizar alguna accion antes de ciertas fechas limite. Usted tiene derecho a obtener
esta informacidn y asistencia en su idioma sin ningln costo. Los asegurados deben llamar al nimero de teléfono que se
encuentra al reverso de su tarjeta de identificacion. Todos los demas pueden llamar al 1-855-258-6518 y esperar la
grabacidn hasta que se les indique que deben presionar 0. Cuando un agente de seguros responda, indique el idioma
que necesita y se le comunicara con un intérprete.

Pyccxuii (Russian) Baumanne! Hactosimee yBe1oMIEHHE COAEPKUT HH(OPMAIHIO O BaIlleM CTPaXOBOM
obecnieyeHnH. B HeM MOTYT yKa3bIBaThCs BKHBIE IATHI, 1 OT BaC MOXET ITOTPeOOBATHCS BHITOJHATH HEKOTOPHIE
JeHCTBUS 10 OTIPEAEIeHHOro cpoKa. Brl nMmeeTe mpaBo OeCIIaTHO MONTYYUTh HACTOSIINE CBEJCHUS U
COITYTCTBYIOIIYIO IIOMOIIL Ha YJJOOHOM BaM SI3bIKe. YYacTHHKAM CJIelyeT 00pamiaTbes o HoMepy TeiedoHa,
YKa3aHHOMY Ha THUTBHOH CTOpPOHE UICHTH(UKAIIMOHHON KapThl. Bce mpodne aGOHEHTH MOTYT 3BOHUTH IT0 HOMEPY
1-855-258-6518 u oxxuaath, Moka B TOIOCOBOM MEHIO HE OYIET MPeUIoKeHO HaxaTh nudpy «0». [Ipu orBeTe arenra
YKaKUTE JKEJNAeMbIH SI3bIK OOILLCHHUS, ¥ BAC CBSDKYT C EPEBOTINKOM.
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e (Hindi) €11 &: 0 FaaTT 3 JThT AT Fralet & TR 3 STTehRT &1 918 § | 87 Fohall § o 8T 7yey faft
T 3oord g1 3R 31muss o fhdT frard aarg-dar 3 ofiaR h1eT T SIRLT 81| 39U Tg SITThRT 3R Fefed
FETIAT AT $TNT H fo¥:[eh Uty o1 3TN &1 HEEAT 1 0=l Tgated I o U1 fET 1T Bl e I hicl el
AT 3T T AT 1-855-258-6518 X Flel i Hehcl g I S1d Tk 0 Gallel o ToIT o &gl ST, I dfeh HaTg &
TAIeT Y| ST AIS Toie 3cak & dl 3§ 39T HTST §ATT 3R 31TIeh! SATEATHR A dhaidre I AT ST |

Bdsss-wiqu (Bassa) To Puli Cao! B3 nia ke ba nyo bé ké th gbo kpa b6 ni flia-flia-tiin nyse jé dyi. B3 nia ke bédé wé jéé
bé b th ké de wa m5 th ké nyuee nyu hwe bé wé béa ké zi. D md ni kpé bé th ké b nia ke ke gbo-kpa-kpa rh miee dyé
dé ni bidi-wudli mua bé m ké se widi o pé&. Kpood nyo b& me da fliun-n36a nia dé waa L.D. kdad dein nye. Nyo t3) séin
me da ndba nia ke: 1-855-258-6518, ké m me fo tee b€ wa kée m gbo c€ b¢ m ké ndba mda 0 kee dyi padain hwe. J ju ké
nys do dyi m g3 jiiin, po wudu th m3 poe dyie, ké nys do mu b6 niin b€ 5 ké ni wudud ma za.

Fra7(Bengali) T FFa: A2 (AL0T AT ] FOIES T1F ©F TF®| 97 NE 3FFf SN ¥F© 7F 93 g
BINF & AT T 00 200 M| Fa7 136 ToT SF 92 93 "MSIF AR F2Fe | MeIF ANFF AT
AR | TTHERE OIF THEITE PR AT T5ET F9 FI0© 3@ | AT 1-855-258-6518 FIE@ F & 0 o5t 71 o1
G ACTF FA© TEA | TNF (FEAT A6 GO (T S AP AT SRF AR I 9T ATANF (MOINF J0T 1 IF
FAT2EN

Mrdu(
1-855-258-6518
0
JFarsi(
0 ' 1-855-258-6518
(Arabic)
0. | 1-855-258-6518 '

(Traditional Chinese)

° 1-855-258-6518
09 9
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Igbo (Igho) Nrubama: Qkwa a nwere ozi gbasara mkpuchi nchekwa onwe gi. O nwere ike inwe ubochi ndi di mkpa, i nwere
ike ime ihe tupu ufodu ubochi njedebe. T nwere ikike inweta 0zi na enyemaka a n’asysu gi na akwughi ugwo ¢ bula. Ndi otu
kwesiri ikpo akara ekwenti di n’azu nke kaadi njirimara ha. Ndi ozo niile nwere ike ikpo 1-855-258-6518 wee chere ububo
ahu ruo mgbe amanyere ipi 0. Mgbe onye nnochite anya zara, kwuo asusu i choro, a ga-ejiko gi na onye okowa okwu.

Deutsch (German) Achtung: Diese Mitteilung enthalt Informationen Uber Ihren Versicherungsschutz. Sie kann wichtige
Termine beinhalten, und Sie miissen gegebenenfalls innerhalb bestimmter Fristen reagieren. Sie haben das Recht, diese
Informationen und weitere Unterstiitzung kostenlos in lhrer Sprache zu erhalten. Als Mitglied verwenden Sie bitte die auf der
Riickseite Ihrer Karte angegebene Telefonnummer. Alle anderen Personen rufen bitte die Nummer 1-855-258-6518 an und
warten auf die Aufforderung, die Taste 0 zu driicken. Geben Sie dem Mitarbeiter die gewiinschte Sprache an, damit er Sie mit
einem Dolmetscher verbinden kann.

Francais (French) Attention : cet avis contient des informations sur votre couverture d'assurance. Des dates importantes
peuvent y figurer et il se peut que vous deviez entreprendre des démarches avant certaines échéances. VVous avez le droit
d'obtenir gratuitement ces informations et de I'aide dans votre langue. Les membres doivent appeler le numéro de téléphone
figurant a l'arriere de leur carte d'identification. Tous les autres peuvent appeler le +1 844 439 6482 et, apres avoir écouté le
message, appuyer sur le 0 lorsqu'ils seront invités a le faire. Lorsqu'un(e) employé(e) répondra, indiquez la langue que vous
souhaitez et vous serez mis(e) en relation avec un interpréte.

(Korean)
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