Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2021 - 12/31/2021
P KAISER PERMANENTE.: Southern CA High Option Coverage for: Self Only, Self Plus One or Self and 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. Please read the FEHB Plan brochure (Rl 73-822) that contains the complete terms of this plan. All benefits are subject to the
definitions, limitations, and exclusions set forth in the FEHB Plan brochure. Benefits may vary if you have other coverage, such as Medicare. 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 get the FEHB Plan brochure at www.kp.org/feds, and view the Glossary at www.healthcare.gov/sbc-glossary. You can call 1-800-278-3296 (TTY: 711) to
request a copy of either document.

Important Questions m Why This Matters:

\(Ij\g:ja:;;:;overall $0 See the Common Medical Events chart below for your costs for services this plan covers.

. This plan covers some items and services even if you haven't yet met the deductible amount. But a
LD LB GG copayment or coinsurance may apply. For example, this plan covers certain preventive services
covered before you Not applicable Y y.appy. p'e, s pian

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/.

meet your deductible?

Are there other
deductibles for specific | No You don’t have to meet deductibles for specific services.
services?

What is the out-of- $ 2,000/ person up to
p_pra(;:('?et limit for this $ 4,000 / family

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

The out-of-pocket limit, or catastrophic maximum, 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.

Premiums, health care this plan
doesn’t cover, and other services | Even though you pay these expenses, they don’t count toward the out—of-pocket limit.
outlined in the FEHB brochure.

This plan uses a provider network. You will pay less if you use a provider in the plan’s network. You
Will you pay less if you | Yes. See www.kp.org/feds or call | will pay the most if you use an out-of-network provider, and you might receive a bill from a provider for

use a network 1-800-278-3296 (TTY: 711) fora | the difference between the provider's charge and what your plan pays (balance billing). Be aware,
provider? list of plan providers. 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 Yes This plan will pay some or all of the costs to see a specialist for covered services but only if you have
to see a specialist? ' a referral before you see the specialist.
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ﬁ 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 Pa

Non-Plan Provider
(You will pay the
most, plus you may
be balance billed

Limitations, Exceptions, & Other Important

Plan Provider Information

(You will pay the least)

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

If you have a test

If you need drugs to treat
your illness or condition
More information about
prescription drug
coverage is available at
www.kp.org/formulary

If you have outpatient
surgery

If you need immediate
medical attention

For more information about limitations and exceptions, see the FEHB Plan brochure (Rl 73-822) at www.kp.org/feds.

Primary care visit to treat an
injury or illness

Specialist visit

Preventive care/screening/
immunization

Diagnostic test (x-ray, blood
work)

Imaging (CT/PET scans,
MRIs)

Generic drugs

Preferred brand drugs

Non-preferred brand drugs

Specialty drugs

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

Physician/surgeon fees
Emergency room care

Emergency medical
transportation

$15/ visit Not covered None

$25 / visit Not covered None
You may have to pay for services that aren’t

No charge Not covered preventive. Ask your provider if the services
needed are preventive. Then check what your
plan will pay for.

No charge Not covered None

No charge Not covered None

" . Up to 30-day supply (retail) and 100-day supply
g:(?e:e/ta'rléffﬁ :?:: Not covered (mail order). No charge for contraceptives. Subject
prescription to formulary guidelines.
$40 retail; $80 mail Up to 30-day supply (retail) and 100-day supply
- Not covered : . e
order / prescription (mail order). Subject to formulary guidelines.
" . Up to 30-day supply (retail) and 100-day supply
gf’(?e:e/ta'rléfsr? ?:: Not covered (mail order). Must be authorized through the
bresciption exception drug process.

$100 / prescription Not covered Up o .30-day supply. Subject to formulary
guidelines.

$50 / procedure Not covered None

Included in Facility fee | Not covered None

$100 / visit $100 / visit Cogl ayment waived if admitted directly to hospital
as inpatient.

$50 / trip $50 / trip None

20f6




Common
Medical Event

Services You May Need

What You Will Pa

Non-Plan Provider
(You will pay the
most, plus you may

Plan Provider
(You will pay the least)

Limitations, Exceptions, & Other Important
Information

be balance billed)

. . Non-Plan providers covered when temporarily
Urgent care $15/ visit $15/ visit outside the service area.
If you have a hospital rFoaocr'Tl]';y 12 (04 epiEd $250 / admission Not covered None
stay Physician/surgeon fees Included in Facility fee | Not covered None
Mental / Behavioral
If you need mental health: $15 / individual . . _—
health, behavioral health, = Outpatient services visit. Not covered gﬁ;;:;é?:iiﬂ:;?lﬂgia“rgh$7vi/s?troup Hi
or substance abuse Substance Abuse: $15 ' SO
services / individual visit.
Inpatient services $250 / admission Not covered None
Depending on the type of services, a copayment,
Office visits N Ve coinsurance, or deductible may apply. Maternity
9 care may include tests and services described
If you are pregnant elsewhere in the SBC (i.e. ultrasound.)
Ch"db'r.th/ dehvery Included in Facility fee | Not covered None
professional services
Ch"(.jbmh/ el ey $250 / admission Not covered None
services
Home health care No charge Not covered None
Outpatient: $15 / visit;
Rehabilitation services Inpatient: $250 / Not covered None
admission
If you need help Outpatient: $15 / visit:
recovering or have other | j;pjitation services Inpatient: $250 / Not covered None
special health needs admission
Skilled nursing care No charge Not covered Up to 100 day limit / benefit period.
Durable medical equipment 20% coinsurance Not covered Prior authorization required
Hospice services No charge Not covered None

For more information about limitations and exceptions, see the FEHB Plan brochure (Rl 73-822) at www.kp.org/feds.
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What You Will Pa

Common Non-Plan Provider
Services You May Need Plan Provider (You will pay the
(You will pay the least) | most, plus you may
be balance billed

Limitations, Exceptions, & Other Important

Medical Event Information

No charge for refractive

Children’s eye exam Not covered None

If your child needs dental exam
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 FEHB Plan brochure for more information and a list of any other excluded services.)

o Cosmetic surgery e Eye glasses e Private-duty nursing

e Dental care e Long-term care o Weight loss program
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your FEHB Plan brochure.)
e Acupuncture (plan provider referred) e Hearing aid ($1,000 limit / ear every 36 months) ¢ Routine eye care

e Bariatric surgery ¢ Non-emergency care when traveling outside the U.S. e Routine foot care

o Chiropractic care (20 visit limit/year) See the FEHB Plan Brochure for information

o Infertility treatment

Your Rights to Continue Coverage: You can get help if you want to continue your coverage after it ends. See the FEHB Plan brochure, contact your HR
office/retirement system, contact your plan at 1-800-278-3296 (TTY: 711) or visit www.opm.gov/healthcare-insurance/healthcare. Generally, if you lose coverage under
the plan, then, depending on the circumstances, you may be eligible for a 31-day free extension of coverage, a conversion policy (a non-FEHB individual policy),
spouse equity coverage, or receive temporary continuation of coverage (TCC). 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: If you are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal. For information about
your appeal rights please see Section 3, “How you get care,” and Section 8 “The disputed claims process,” in your FEHB Plan brochure. If you need assistance, you
can contact: 1-800-278-3296 (TTY: 711).

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.

For more information about limitations and exceptions, see the FEHB Plan brochure (Rl 73-822) at www.kp.org/feds. 4 of 6




Language Access Services:

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

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

Chinese (1 32): AnRFEFE b ey 88, 1BHITXA 515 1-800-757-7585 (TTY: 711).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 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.

For more information about limitations and exceptions, see the FEHB Plan brochure (Rl 73-822) at www.kp.org/feds. 5of 6




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

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

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

hospital delivery)

B The plan’s overall deductible $0
W Specialist copayment $25
M Hospital (facility) copayment $250
m Other copayment $0

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 $300

Coinsurance $0

What isn’t covered
Limits or exclusions $50
The total Peg would pay is $350

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

controlled condition)

M The plan’s overall deductible $0
M Specialist copayment $25
W Hospital (facility) copayment $250
m Other copayment $0

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 $900
Coinsurance $100
What isn’t covered
Limits or exclusions $0
The total Joe would pay is $1,000

up care)
B The plan’s overall deductible $0
M Specialist copayment $25
M Hospital (facility) copayment $250
m Other copayment $0

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 $300

Coinsurance $10

What isn’t covered

Limits or exclusions $0

The total Mia would pay is $310
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2021 - 12/31/2021
P KAISER PERMANENTE.: Southern CA Standard Option Coverage for: Self Only, Self Plus One or Self and 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. Please read the FEHB Plan brochure (Rl 73-822) that contains the complete terms of this plan. All benefits are subject to the
definitions, limitations, and exclusions set forth in the FEHB Plan brochure. Benefits may vary if you have other coverage, such as Medicare. 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 get the FEHB Plan brochure at www.kp.org/feds and view the Glossary at www.healthcare.gov/sbc-glossary. You can call 1-800-278-3296 (TTY: 711) to
request a copy of either document.

Important Questions m Why This Matters:

\(Ij\g:ja:;;:;overall $0 See the Common Medical Events chart below for your costs for services this plan covers.

. This plan covers some items and services even if you haven't yet met the deductible amount. But a
LD LB GG copayment or coinsurance may apply. For example, this plan covers certain preventive services
covered before you Not applicable Y y.appy. p'e, s pian

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/.

meet your deductible?

Are there other
deductibles for specific | No You don’t have to meet deductibles for specific services.
services?

LEBIDOEIE $ 3,000 / person up to
pocket limit for this $ 6,000 / family

plan?

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

The out-of-pocket limit, or catastrophic maximum, 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.

Premiums, health care this plan
doesn’t cover, and other services | Even though you pay these expenses, they don’t count toward the out—of-pocket limit.
outlined in the FEHB brochure.

This plan uses a provider network. You will pay less if you use a provider in the plan’s network. You
Will you pay less if you | Yes. See www.kp.org/feds or call | will pay the most if you use an out-of-network provider, and you might receive a bill from a provider for

use a network 1-800-278-3296 (TTY: 711) fora | the difference between the provider's charge and what your plan pays (balance billing). Be aware,
provider? list of plan providers. 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 Yes This plan will pay some or all of the costs to see a specialist for covered services but only if you have
to see a specialist? ' a referral before you see the specialist.
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ﬁ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pa

C?mmon Services You May Need Plan Provider No_n-PIan Provider Limitations, Exceptlons,.& Other Important
Medical Event TV (You will pay the most, plus Information
(You will pay the least) ;
ou may be balance billed

Primary care visit to treat an

iniuryorillness $30 / visit Not covered None
If you visit a health = Specialist visit $40 / visit Not covered None
Céflfre provider’s You may have to pay for services that aren't
office or clinic ' ' ' ider i '

Preveqtlvg care/screening/ No charge Not covered preventive. Ask your provider if the services

immunization needed are preventive. Then check what your

plan will pay for.

\?V';rk;mt'c test (x-ray, blood $10/ encounter Not covered None
If you have a test .

:\ng)n 9 IEIIFEY sees; $50 / procedure Not covered None

" , Up to 30-day supply (retail) and 100-day supply

i dd ¢ Generic drugs ?1 fe;fﬁlliiggo mail order Not covered (mail order). No charge for contraceptives.
trg:tuygfl: iIInreusgsso? prescfiption Subject to formulary guidelines.
condition Preferred brand drugs $50 retail; $100 mail Not covered Up to 30-day supply (retail) and 100-day supply
More information order / prescription (mail order). Subject to formulary guidelines.
about prescription $50 retail: $100 mail Up to 30-day supply (retail) and 100-day supply
dr_l{qmgs IS Non-preferred brand drugs order / rc’ascri tion Not covered (mail order). Must be authorized through the
available at/f prescription exception drug process.
www.kp.org/formulary :

Specialty drugs $150 / prescription Not covered g&;zlﬁggay SJEE L, Sl 0 (g
If you have ::%Egyfggn(tig - amouiatory $200 / procedure Not covered None
Ll 2 Physician/surgeon fees Included in Facility fee Not covered None
If you need Emergency room care $150 / visit $150 / visit S—SO% waived if admitted directly to hospital
immediate medical Emeraency medical P :
attention dency $150 / trip $150 / trip None

transportation

For more information about limitations and exceptions, see the FEHB Plan brochure (Rl 73-822) at www.kp.org/feds. 2 0of 6




Common
Medical Event

Services You May Need

Plan Provider
(You will pay the least)

Non-Plan Provider

(You will pay the most, plus

Limitations, Exceptions, & Other Important
Information

Urgent care

$30/ visit

ou ma
$30 / visit

be balance billed

Non-Plan providers covered when temporarily

outside the service area.
Facility fee (e.g., hospital .
If you have a room) $500 / admission Not covered None
TR EIEY Physician/surgeon fees Included in Facility fee Not covered None
Mental / Behavioral
If you need mental health: $30 / individual : _ -
health, behavioral Outpatient services visit. Not covered gl(‘eg;?;:‘?:gab\:jlts);a.ll$t;e/altrrcl).u$1V5iS/itgroup =k
health, or substance Substance Abuse: $30 / R
abuse services individual visit.
Inpatient services $500 / admission Not covered None
Depending on the type of services, a copayment,
Office visits No charge Not covered coinsurance, or deductible may gpply. Ma’;ernlty
care may include tests and services described
If you are pregnant elsewhere in the SBC (i.e. ultrasound.)
Ch||db|r.th/ dellvery Included in Facility fee Not covered None
professional services
Ch"qb'ﬂh/ I e $500 / admission Not covered None
services
Home health care No charge Not covered None
Outpatient: $30 / visit;
Rehabilitation services Inpatient: $500 / Not covered None
admission
Irzizgenr?:g ::Lgve Outpatient: $30 / visit;
other special health Habilitation services lnpa.t'er.‘t $500 / Not covered None
e admission
Skilled nursing care No charge Not covered Up to 100 day limit / benefit period.
Durable medical equipment | 50% coinsurance Not covered Prior authorization required.
Hospice services No charge Not covered None

For more information about limitations and exceptions, see the FEHB Plan brochure (Rl 73-822) at www.kp.org/feds.
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What You Will Pa

ou may be balance billed

C?mmon Services You May Need Plan Provider Nqn-PIan Provider Limitations, Exceptlons,.& Other Important
Medical Event — (You will pay the most, plus Information
(You will pay the least)

. Children’s eye exam No charge for refractive Not covered None

If your child needs exam
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 FEHB Plan brochure for more information and a list of any other excluded services.)

o Cosmetic surgery e Eye glasses e Private-duty nursing

¢ Dental care e Long-term care o Weight loss program
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your FEHB Plan brochure.)
e Acupuncture (plan provider referred) e Hearing aid ($1,000 limit / ear every 36 months) e Routine eye care

e Bariatric surgery  Non-emergency care when traveling outside the » Routine foot care

o Chiropractic care (20 visit limit/year) U.S. See the FEHB Plan Brochure for information

e Infertility treatment

Your Rights to Continue Coverage: You can get help if you want to continue your coverage after it ends. See the FEHB Plan brochure, contact your HR
office/retirement system, contact your plan at 1-800-278-3296 (TTY: 711) or visit www.opm.gov/healthcare-insurance/healthcare. Generally, if you lose coverage under
the plan, then, depending on the circumstances, you may be eligible for a 31-day free extension of coverage, a conversion policy (a non-FEHB individual policy),
spouse equity coverage, or receive temporary continuation of coverage (TCC). 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: If you are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal. For information about
your appeal rights please see Section 3, “How you get care,” and Section 8 “The disputed claims process,” in your FEHB Plan brochure. If you need assistance, you
can contact; 1-800-278-3296 (TTY: 711).

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.

For more information about limitations and exceptions, see the FEHB Plan brochure (Rl 73-822) at www.kp.org/feds. 4 of 6




Language Access Services:

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

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

Chinese (1 32): AnRFEFE b ey 88, 1BHITXA 515 1-800-757-7585 (TTY: 711).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 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.

For more information about limitations and exceptions, see the FEHB Plan brochure (Rl 73-822) at www.kp.org/feds. 5of 6




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

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

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

hospital delivery)

B The plan’s overall deductible $0
W Specialist copayment $40
M Hospital (facility) copayment $500
® Other copayment $10

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 $600

Coinsurance $0

What isn’t covered
Limits or exclusions $50
The total Peg would pay is $650

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

controlled condition)

M The plan’s overall deductible $0
M Specialist copayment $40
W Hospital (facility) copayment $500
® Other copayment $10

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 $1,200
Coinsurance $300
What isn’t covered
Limits or exclusions $0
The total Joe would pay is $1,500

up care)
B The plan’s overall deductible $0
M Specialist copayment $40
M Hospital (facility) copayment $500
® Other copayment $10

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 $500

Coinsurance $20

What isn’t covered

Limits or exclusions $0

The total Mia would pay is $520
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Language Assistance Services

English: Language assistance is available at
no cost to you, 24 hours a day, 7 days a week.
You can request interpreter services,
materials translated into your language,

or in alternative formats. Just call us at
1-800-464-4000, 24 hours a day, 7 days a
week (closed holidays). TTY users call 711.

b GBS o sal) Al AS Aelud) jaa o Ulae <l 5 58 i 3y ) il des 53 Ciens :Arabic
A e Ly Juai¥) (s g e L (s AT gl 5 liall G5 dan i 5l 2y 5il) A il A
g Ao eadived] (CBUaal) oLl (1) & 5ua) A AS Al Hlae e 1-800-464-4000
(711) S e Juai) s sl

Armenian: Qtiq Jupnn L wijéwp oqlnipnit mpudwnpyt) (kqyh
hwpgnid™ opp 24 dwd, pwpwipn 7 op: “knip Jupnn tp wwhwbet) pubwynp
pupgquiwish SwnuyniyniLbbtp, Qtp Gqyny pupgiutgud jud
wyipiinputipuyhtt diwsuwhng wyunpuwunywd yniptp: Mupquytiu
quibiquhwntip Utiq” 1-800-464-4000 htinwfunuwhwdwpny” opp 24 dund”
swpwen 7 op (nnb optiphlt thwy £): TTY-hg oquuynnitipp wtinp k
qubquhwptib 711:

Chinese: 58 7K > ©K 24 /NI EEREES ) - TLIFGELIEE
AT ~ BKRFE R P R oE S s A A= - TRPTEHE 7T R
K 24 /NG T EE RS 1-800-757-7585 Fijskiiss (EifiH RE) -
Tl S BIR EAR (TTY) (i & 55T 711 -

W Ladi Ll o4 8 M) ey adia G, 7 5 Jepild Gelw 24 5 JL ) s cFarsi
B Gleisaa b s led 0l 40 s a den i o ALS aa i ladd (51 255 e Lad

O le by (Jeband o 50 il 43) 4ia 55, 7 5 Hoilad el 24 )0 CadlS 4iS sl 5a
280 Gl 711 o e L TTY OlS 2,580 (il 1-800-464-4000 o_jled

Hindi: famT et T 3 gaferaT &, e % 24 =, 9aTg & arai fad
I g AT Teh FATIU HT Fqareqt  forw, foar Bl anr % amwiEt
ST ATYT | SAqATE FLATH & [o1T, AT qohfoddh TR 6 (70 AL FT Tahd
S| 9 FaT g8 1-800-464-4000 77, T3 F 24 =<, T9TE F H@1a7 fo7 (FheAv
Frer fae g TgaT 8) &t | TTY STAETHRAT 711 9% Hief Fiil

Hmong: Muajkwc pab txhais lus pub dawb rau koj, 24 teev ib hnub twg,
7 hnub ib lim tiam twg. Koj thov tau cov kev pab txhais lus, muab cov
ntaub ntawv txhais ua koj hom lus, los yog ua lwm hom.Tsuas hu rau
1-800-464-4000, 24 teev ib hnub twg, 7 hnub ib lim tiam twg (cov hnub
caiv kaw). Cov neeg siv TTY hu 711.

Japanese: YPi Cld, SEESEZ BRI T, FHRER, KH ZRIHWZZT
FT, BRY—E A BAGEICHER S NIZER, & 5WITEREH0HE
KO TE E 9, BEREIC 1-800-464-4000 F CTREFHL 7230 (5%
HZBR&AFEREA) , TTY 23— 2 711 ICBEFH E S0,

Khmer: SSwmen A SsanaigHugRig]s 24 gy 7 isywnaja
HAM GG RINERUMY fmiiRumnsunipginmanias um Sicfig)n
[ SIRgIATNBAIGY MBS 1-800-464-4000 TS 24 TG 7 iyt &)
(Tgigunng )9 gmd TTY wWhinug 7119

Korean: £ & A|7kel]l #7Igle] o] A A ~E T8 & o] &34
F 5T AsHs B Auls, 5] dol 2 Mo E AR B

A Ao Amg 23T 5 AFUTh £ 2 ARk #AIgle]
1-800-464-4000 1 ©. 2 A3} 8H A @ (B F LY F). TTY AL M 5 711,
Laotian: naugos@eaauwagallantosdEjaacnunay, oxyeo 24
20109, 7 SudeaRo. NIWIWINS992SVDHINAVVILWKA,
edienezauduwagazegnay, § Tusucuusu. wa)LLciTznsm
wonSaii 1-800-464-4000, 0xgen 24 £21u9, 7 Jumeaiio (Fodu

dneage). lgsae TTY Tus 711.



Navajo: Saad bee dk&’a’ayeed nah6lé t’aa jiik’é, naadiin doo bibaa’ djj’
ahéé’iikeed tsosts’id yiskaajj damoo na'adleehjj. Atah halne’é aka’adoolwoligii
joki, t"aadoo le’é t’aa hdhazaadjj hadilyaa’go, éi doodaii’ ndana 14 al’ag
4daat’ehigii bee hadadilyaa’go. Kojj hodiilnih 1-800-464-4000, naadiin doo
bibag’ djj’ ahéé’iikeed tsosts’id yiskaajj damoo nd’adleehjj (Dahodiyin biniiyé
e’e’aahgo éi da’deelkaal). TTY chodeeyoolinigii koji hodiilnih 711.

Punjabi: faat farft smas 2, fos € 24 uie, Ie3 2 7 fes, Tamdh Reret 3073
et Qusgy J1 3Ht feg gl & vee &, AHadhit § niuet 3w fiee nigee
Faege B, At fan 24 egie e Y3 99s &t 953! 99 Aae J| 9r fHag A
1-800-464-4000 3, fos & 24 w2, 983 ¥ 7 fos (8¢ =& fos g afdfer 3) &5
F9I TTY = Qusiar 995 =78 711 ‘3 25 JJa|

Russian: Mer 6ecruiatao obecrieunBaeM Bac ycinyramu nepeBo/ia 24 yaca B
CYTKH, 7 IHEH B HENIEI0. BB MOXKeTe BOCIIONB30BATHCS TIOMOIIBIO YCTHOTO
MIepEeBOUHKA, 3aIIPOCUTH IIEPEBO] MATEPHUAJIOB HA CBOM SA3BIK WJIM 3aIIPOCHUTH UX B
OJTHOM U3 aJIbTEPHATHBHBIX (popMaToB. [IpocTo MO3BOHKTE HaM MO TeIeQoHy
1-800-464-4000, xoTopblii ocTyIIeH 24 Yaca B CYTKH, 7 THEH B HeAeo (KpoMe
npa3tHUIHBIX aHe). [lonp3oBateru muauK T 1Y MOTyT 3BOHHTH IO HOMepy 711.

Spanish: Contamos con asistencia de idiomas sin costo alguno para usted

24 horas al dia, 7 dias a la semana. Puede solicitar los servicios de un intérprete,
que los materiales se traduzcan a su idioma o en formatos alternativos. Solo
llame al 1-800-788-0616, 24 horas al dia, 7 dias a la semana (cerrado los dias
festivos). Los usuarios de TTY, deben Ilamar al 711.

Tagalog: May magagamit na tulong sa wika nang wala kang babayaran, 24 na
oras bawat araw, 7 araw bawat linggo. Maaari kang humingi ng mga serbisyo
ng tagasalin sa wika, mga babasahin na isinalin sa iyong wika 0 sa mga
alternatibong format. Tawagan lamang kami sa 1-800-464-4000, 24 na oras
bawat araw, 7 araw bawat linggo (sarado sa mga pista opisyal). Ang mga
gumagamit ng TTY ay maaaring tumawag sa 711.

Thai: fiusmsauwidviuaaaaan 24 Tus najunaanihlaevinns
2a9iAaEINsaraliamdanauA I NaIRMALAm AuANANATAINNST
auaguAwadLaraafeansaralifinnsulaanssiiuaiwiaala
slaelifinsAnA1usn R TNSM NN 1-800-464-4000 aaan 24
fFrTuennTu (Halvusnsluiungamanis) g8 TTY TsaTnslli 711

Vietnamese: Dich vy thdng dich duoc cung cap mién phi cho quy vi 24 gid mdi
ngay, 7 ngay trong tuan. Quy vi cd thé yéu cau dich vu thdng dich, tai liéu phién
dich ra ngdn ngit cua quy vi hoac tai liéu bang nhiéu hinh thirc khac. Quy vi chi

can goi cho ching tdi tai s 1-800-464-4000, 24 gid mdi ngay, 7 ngay trong tuan
(trir cac ngay 1&). Nguoi ding TTY xin goi 711.


tel:1-800-788-0616
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