Individual Application

2027 Health Insurance Enrollment
Virginia Residents

Carehrst

Family of health care plans

Group Hospitalization and Medical Services, Inc.

CarefFirst BlueChoice, Inc. = 1440 G Street, NW, Washington, DC 20005

INSTRUCTIONS

1. Please fill out all applicable spaces on this application.
Print or type all information.

2. Sign and return this application in the postage-paid
return envelope if provided, or mail to:
Mailroom Administrator
P.O. Box 14651, Lexington, KY 40512

Give careful attention to all questions in this application.
Accurate, complete information is necessary before your
application can be processed. If incomplete, the application
will be returned and your coverage will be delayed.

M ]
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Please check if you are applying for new coverage or making
changes to a current policy.

O New coverage O Making changes

SECTION 1. PRIMARY APPLICANT INFORMATION (the primary applicant will be the head of household)

Last Name First Name Middle Initial (M.l.) | Social Security #
Residence Address (Number and Street, Apt #) City State ZIP Code (9-digit, if known)
Billing Address, if different (Number and Street, Apt #) City State ZIP Code (9-digit, if known)
Date of Birth Sex Marital Status

C Male O Female O single O Married (O Domestic Partner
Home Phone Work/Mobile Phone
( ) ( )
Email Address (optional) Spoken Language (optional) Written Language (optional)

SECTION 2. ENROLLING FAMILY MEMBER(S) (complete only if you are enrolling a spouse, partner or dependent[s] to your plan)

Last Name First Name

M.I.

Relationship Social Security # Date of Birth ex

Spouse

Domestic
Partner

Dependent 1

Dependent 2

Dependent 3

Dependent 4

Dependent 5

Dependent 6

Dependent 7

OO[OOIOOIOOIOOIOO0OO|O0|00 |\
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CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc. CareFirst of Maryland, Inc., Group Hospitalization and Medical
Services, Inc., CareFirst BlueChoice, Inc., The Dental Network and First Care, Inc. are independent licensees of the Blue Cross and Blue Shield Association. In the District of Columbia and Maryland, CareFirst
MedPlus is the business name of First Care, Inc. In Virginia, CareFirst MedPlus is the business name of First Care, Inc. of Maryland (used in VA by: First Care, Inc.). BLUE CROSS®, BLUE SHIELD® and the Cross and
Shield Symbols are registered service marks of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.
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SECTION 3. PLAN SELECTION (check one)

Plan Name

In-network Deductible

Out-of-network Deductible

Health Maintenance Organization (HMO) Plans Underwritten by CareFirst BlueChoice, Inc.

O

BlueChoice HMO Young Adult 12000
Med Ded Virtual Connect Plus

Individual: $12,000/Family: $24,000

N/A

BlueChoice HMO Young Adult is only available for individuals under age 30. Some except

ions may apply.

BlueChoice HMO Referral Bronze 8250

Q Med Ded 25 Dent Ded Virtual Connect Plus Individual: $8,250/Family: $16,500 N/A
o Suechoice RO Standard Bronze 7500 individual: $7,500/Family: $15,000 | N/A
O ;'ESCS‘;’(;CSSH&%SS‘Z;dard Silver 6000 Individual: $6,000/Family: $12,000 | N/A
O E/:ESCS‘SACESH[';’;%HDSQS\'/'i‘;g:j?fnnect o1 | Individual: $3,700/Family: $7,400 | N/A
O s::g%‘;cijc;s'*&gféaegdard Gold 2000 Individual: $2,000/Family: $4,000 | N/A
o OGO SN DT g somomy 50| i
O BlueChoice HMO Gold 0 Med Ded 25 Dent Individual: $0 / Family: $0 N/A

Ded Virtual Connect Plus

Preferred Provider Organization (PPO) Plans Underwritten by Group Hospitalization and Medical Services, Inc.

BluePreferred PPO Standard Silver 6000

O Med Ded 25 Dent Ded Individual: $6,000/Family: $12,000 Individual: $12,000/Family: $24,000
BluePreferred PPO HSA Silver 3700 - . oo - . .

O Med Ded 25 Dent Ded Virtual Connect Plus Individual: $3,700/Family: $7,400 Individual: $7,400/Family: $14,800
BluePreferred PPO Standard Gold 2000 - . -~ - . -

O Med Ded 25 Dent Ded Individual: $2,000/Family: $4,000 Individual: $4,000/Family: $8,000
BluePreferred PPO Gold 1750

O Med Ded 150 Drug Ded 25 Dent Ded Individual: $1,750/Family: $3,500 Individual: $3,500/Family: $7,000

Virtual Connect Plus

Important Deductible Information:

For all plans: Single party applications: the Individual Deductible must be met before full benefits will begin. Multi-party
applications: if one member on the policy meets the Individual Deductible, full benefits will begin for that member. That
member will not be able to contribute more than the Individual Deductible amount toward the Family Deductible. Once the
Family Deductible has been met, full benefits will be available to all members on the policy.

Please Note: Coverage will begin immediately for preventive benefits as they are not subject to a deductible. Other benefits,
as specified in the member contract, also may be covered without having to meet a deductible first. In-network and out-of-
network (if applicable) deductible expenses will not be applied to each other.
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SECTION 4. PRIMARY CARE PHYSICIAN INFORMATION

If you selected a BlueChoice HMO plan in Section 3, please select a Primary Care Physician (PCP) from the CareFirst BlueChoice
Directory available at carefirst.com/doctor. Indicate the PCP ID (PID) number for all applicants. Otherwise, skip to Section 5.

Applicant Name PCP ID (PID)
Spouse PCP ID (PID)
Domestic Partner PCP ID (PID)
Eligible Dependent Name(s) PCP ID (PID)

SECTION 5. COORDINATION OF BENEFITS

complete this section may cause delays in processing any claims submitted.

The purpose of this section is to coordinate benefits appropriately with other carriers. If you have other insurance, failure to

is not sufficient as notification of policy termination.

1. Is anyone listed on this application enrolled in, covered by or eligible for Medicare? If yes, please provide the | OYes O No
following:
Name of Family Member(s) Medicare Number Effective Date
2. Is anyone listed on this application covered by other health insurance, including other Blue Cross and OYes ONo
Blue Shield coverage? If yes, please provide the following:
Name of Family Membert(s) Insurance Company Policy Number and Type | Effective Date
3. Will your new CareFirst policy be replacing your existing policy? Please note a YES response to this question Oves O No

MVAAP (5/26) 3
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SECTION 6. LIMITED OPEN ENROLLMENT ELIGIBILITY

Do you qualify for a Limited Open Enrollment Period? Please review the list of qualifying life events listed
below (1-11).

Be sure to review all the questions before making a selection. If one (1) of the events applies to you, CYes ONo
mark “Yes" next to it. Please note, you will be required to provide documentation as proof of your event.
If none of these events apply to you, please check “NO” and proceed to Section 7.
1. Within the last 60 days, have you married, or entered a domestic partnership? Had a birth, adopted, or Oves ON
been granted court-appointed testamentary of a child or qualified dependent? ves °
2. Within the last 60 days:
Have you experienced an error in enrollment by the Federally-Facilitated Exchange in Virginia or by the O ves ON
Department of Health and Human Services? ves °
Were you enrolled in a qualified health plan in which the plan substantially violated a material Cves ON
provision of its contract? & ©
Have you or your dependents become newly eligible or ineligible for subsidies? CYes ONo
Have you lost a dependent, or are no longer considered a dependent, due to a divorce, legal separation, Cves ON
or death? €s °
Have you been released from a prison term resulting from a criminal conviction? CYes ONo
3. Were you covered under a non-calendar year group health plan or individual health insurance policy and Oves ON
are you within 60 days prior to or within 60 days after your policy renewal date? s °
4. Within the last 60 days have you terminated employment and refused COBRA coverage or have you Cves ON
completed the full term of your COBRA coverage? s °
5. Have you lost minimum essential coverage (excluding failure to pay premiums or rescissions) within the last Oves ON
60 days? Or, will you lose minimum essential coverage within the next 60 days? es °
6. In the next 60 days or within the last 60 days: Will your coverage through an employer-sponsored plan
or has your coverage through an employer-sponsored plan been discontinued for one of the following
reasons? Oves ON
no longer provides minimum value (plan covers less than 60 percent actuarial value) OR &s °
is considered unaffordable (employee contribution to plan premium of self-only coverage exceeds
9.5 percent of employee’s household income)
7. Have you experienced an error in enrollment or subsidy eligibility due to the misconduct of a non-Exchange Oves ON
entity? Misconduct includes failure to comply with applicable standards under state or federal law. s Tes °
8. In the next 60 days or within the last 60 days, have you gained access to new Qualified Health Plans as
a result of a permanent move to or within our Virginia service area or were you residing outside of the CYes ONo
United States?
9. Within the past 60 days, have you been the victim of domestic abuse or spousal abandonment and you
are currently enrolled in other minimum essential coverage through the perpetrator of the abuse or CYes ONo
abandonment?
10. Within the last 60 days, have you gained access to an individual coverage HRA (ICHRA) or have you been Cves ON
newly provided a qualified small employer health reimbursement arrangement (QSEHRA)? s °
11. Within the last 60 days, did you receive notice that you are not eligible for Medicare coverage, but you are Oves O No

over the age of 657
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SECTION 7. ELECTRONIC COMMUNICATION CONSENT

Group Hospitalization and Medical Services, Inc. and CareFirst BlueChoice, Inc. (CareFirst) want to help you manage your
health care information and protect the environment by offering you the option of electronic communication.

Instead of paper delivery, you can receive electronic notices about your CareFirst health care coverage through email and/or
text messaging by providing your email address and/or mobile phone number and consent below.

Electronic notices regarding your CareFirst health care coverage include, but are not limited to:
Explanation of Benefits Alerts
Reminders
Notice of HIPAA Privacy Practices
Certification of Creditable Coverage

You may also receive information on programs related to your existing products and services along with new products and
services that may be of interest to you.

Please note: This consent for electronic communications applies to the Primary Applicant only. Spouse or Domestic Partner
and dependents 18 years of age and older can consent to electronic communications through carefirst.com/myaccount.
Members can also change email and consent information anytime by logging into carefirst.com/myaccount or by calling the
customer service phone number on your member ID card. You can also request a paper copy of electronic notices at any time
by calling the customer service phone number on your member ID card.

| understand that to access the information provided electronically through email, | must have the following:
Internet access;
An email account that allows me to send and receive emails; and

Microsoft Explorer 11, or Microsoft Edge 13.0 (or higher) or Chrome 75(or higher), or Firefox 66.0 (or higher), Safari 12
(or Higher) and Adobe Acrobat Reader 2017(or higher).

I understand that to receive notices through text messaging,
A text messaging plan with my mobile phone provider is required; and
Standard text messaging rates will apply.

Primary Applicant Name Email Address Mobile Phone Number

Alternate Email Address Alternate Mobile Phone Number

By checking my preference below, | hereby agree to electronic delivery of notices, instead of paper delivery.
(O Email only (O Mobile phone text messaging only (O Email and mobile phone text messaging

Signature:

CareFirst will not sell your email or phone number to any third party and will not share it with third parties
except for CareFirst Business Associates that perform functions on CareFirst's behalf or to comply with the law.
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SECTION 8. CONDITIONS OF ENROLLMENT (please read this section carefully)

IT IS UNDERSTOOD AND AGREED THAT:

A copy of this application is available to the Primary Applicant (or to a person authorized to act on his/her behalf) upon
request from CareFirst.

The Primary Applicant, or Parent or Guardian of the Primary Applicant, attests to being a resident of the State of Virginia,
which is a requirement for coverage under this application.

To the best of my knowledge and belief, all statements made on this application are complete, true and correctly recorded.
They are representations that are made to induce the issuance of, and form part of the consideration for a CareFirst policy.
CareFirst will provide 30 days’ advance written notice of any rescission of coverage and refund any premiums to the Primary
Applicant. The Member is responsible for repayment of any claim payment made by CareFirst on the Member's behalf.

If you have any questions concerning the benefits and services that are provided by or excluded under this Agreement,
please contact a membership services representative before signing this application.

WARNING: ANY PERSON WHO, WITH THE INTENT TO DEFRAUD OR KNOWING THAT HE IS FACILITATING A FRAUD AGAINST
AN INSURER, SUBMITS AN APPLICATION OR FILES A CLAIM CONTAINING A FALSE OR DECEPTIVE STATEMENT MAY HAVE
VIOLATED VIRGINIA STATE LAW.

Signature of Primary Applicant Date

Signature of Applicant 2 (Spouse or Domestic Partner) Date

NOTE: Applications submitted solely on behalf of applicants under the age of 18, where payment of premium is made by the
parent or legal guardian, must be signed by the parent or legal guardian.

Parent or Legal Guardian’s Signature Date

Signature of Agent Date
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SECTION 9. RACE, ETHNICITY, LANGUAGE (this information is voluntary)

CareFirst is asking its members to voluntarily provide their race, ethnicity and language attributes. The information provided,
while voluntary, will assist us to improve quality of care and access to care thereby reducing health care disparities and
promote better health outcomes. The information you provide will not have a negative impact on any services we provide you.

The information is kept strictly confidential and will not be shared unless required by law to disclose it.

Race Ethnicity
White/Caucasian Hispanic/Latino/
Black or African American Spanish origin
American Indian or Alaska Native
Asian
Native Hawaiian or

other Pacific Islander
Other—(To include Multi-Racial)
Decline to answer

Preferred Spoken Language*

01 English
02 Albanian
03 Amharic
04 Arabic

05 Burmese
06 Cantonese
07 Chinese

(simplified & traditional)

10 French (European)

11 Greek
12 Gujarati
13 Hindi

14 Italian

15 Korean
16 Mandarin

17 Portuguese (Brazilian)

20 Somali
21 Spanish (Latin America)
22 Tagalog (Filipino)

23 Urdu

24 Vietnamese

98 Other and unspecified
languages

99 Unknown

Unknown—Could not be 08 Creole (Haitian) 18 Russian
determined 09 Farsi 19 Serbian
Preferred
) . Country of Spoken
Last Name First Name Race Ethnicity Origin Language

(*specify number
from above)

Primary Applicant

Spouse

Domestic Partner

Dependent 1

Dependent 2

Dependent 3

Dependent 4

Dependent 5

Dependent 6

Dependent 7

MVAAP (5/26)
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SECTION 10. SEXUAL ORIENTATION, GENDER IDENTITY, PRONOUNS

CareFirst is asking its members to provide their sexual orientation, gender identity, and pronouns. The information provided
will assist us to improve quality of care and access to care, thereby reducing health care disparities and promoting better
health outcomes. The information you provide will not have a negative impact on any services we provide you.

Your privacy is important, and your information will be kept strictly confidential and will not be shared unless required by law

to disclose it.
Sexual Orientatation Gender Identity Pronouns
Gay Male He/him/his
Lesbian Female She/her/hers
Heterosexual, Straight Transgender male/Trans man They/them/theirs
Pansexual Transgender female/Trans woman Other, please specify
Bisexual Intersex Choose not to disclose
Asexual Nonbinary, gender non-conforming
Queer Two-spirit/Gender fluid/Gender queer
Other, please specify Other, please specify
Not Sure Not Sure
Choose not to disclose Choose not to disclose
Last Name First Name Sexual Orientation Gender Identity Pronouns

Primary Applicant
Spouse
Domestic Partner
Dependent 1
Dependent 2
Dependent 3
Dependent 4
Dependent 5
Dependent 6
Dependent 7
FOR OFFICE USE ONLY:

O Re-sign and re-date below only if checked.
Signature of Primary Applicant Date
Signature of Applicant 2 (Spouse or Domestic Partner Date
Parent or Legal Guardian's Signature Date
For Broker Use Only: | Name NPN # Tax ID # CareFirst-Assigned ID #

General Agency

Writing Agent
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Notice of Nondiscrimination and
Availability of Language Assistance Services

(UPDATED 4/15/2025)

CareFirst BlueCross BlueShield, CareFirst BlueChoice, Inc., CareFirst Diversified Benefits and all of their
corporate affiliates (CareFirst) comply with applicable federal civil rights laws and do not discriminate on the
basis of race, color, national origin, age, disability or sex. CareFirst does not exclude people or treat them
differently because of race, color, national origin, age, disability or sex.

CareFirst:

Provides free aid and services to people with disabilities to communicate effectively with us, such as:
Qualified sign language interpreters
Written information in other formats (large print, audio, accessible electronic formats, other formats)

Provides free language services to people whose primary language is not English, such as:
Qualified interpreters
Information written in other languages

If you need these services, please call 855-258-6518.

If you believe CareFirst has failed to provide these services, or discriminated in another way, on the basis

of race, color, national origin, age, disability or sex, you can file a grievance with our CareFirst Civil Rights
Coordinator by mail, fax or email. If you need help filing a grievance, our CareFirst Civil Rights Coordinator is
available to help you.

To file a grievance regarding a violation of federal civil rights, please contact the Civil Rights Coordinator
as indicated below. Please do not send payments, claims issues, or other documentation to this office.

Civil Rights Coordinator, Corporate Office of Civil Rights

Mailing Address P.O. Box 14858
Lexington, KY 40512

Email Address civilrightscoordinator@carefirst.com
Telephone Number 410-528-7820
Fax Number 410-505-2011

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights electronically through the Office for Civil Rights Complaint portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at:

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

Room 509F, HHH Building

Washington, D.C. 20201

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

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

CarefFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc. CareFirst of Maryland, Inc., Group
Hospitalization and Medical Services, Inc., CareFirst BlueChoice, Inc., The Dental Network and First Care, Inc. are independent licensees of the Blue Cross and Blue Shield Association. In the
District of Columbia and Maryland, CareFirst MedPlus is the business name of First Care, Inc. In Virginia, CareFirst MedPlus is the business name of First Care, Inc. of Maryland (used in VA
by: First Care, Inc.). The BLUE CROSS® and BLUE SHIELD® and the Cross and Shield Symbols are registered service marks of the Blue Cross and Blue Shield Association, an association of
independent Blue Cross and Blue Shield Plans.



Foreign Language Assistance

Attention (English): 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.

@AANLS (Amharic):- 2U MADEL NA ATASIN NEIP LS BHA: RAG $5TF ALH £FAA AT NtOAR PIH,
182NF ACIRE P@m-NL AFTCNP LFAA: BUY ADZE AT ATH PA 909D ek, NRILP PAR)TH ADNF AAPH:
ANAT NANAT dRFme P NCETFM ECN MBAM- NAR ®MC APLMA AANTF@-: AdeT NA™A ME 855-258-6518
NORemA 07 AY2ehr ANNMPR &N TRAANTY APMNS £FAA: A1E MNA ATRANT PARL AT 2R ROIAR. AT
hAN+CAT, IC £I95 A

d}&&\ﬁ\d@\é\cba.\M} )C_\J\}:de}mqs wu\&bud};uu}hﬂéc)h.u‘ﬂ\hhdw :(Arabic) 45
u;\.@l\?s‘).}db‘uy‘;LAQY\&S:QM_MXSJ%;\UJJM@A;MU&_\LAJMH&&;d}aﬂ\‘ﬁdﬂ\dﬂ_wml.ym\}q
pgie b s ) gall Jl gk JUsEY) 5 855-258-5618 il Jlai¥) (AN (Say agr Aualall 4y guaal) 4y 58 dilay Heda o 3 ga g4l

WAt T (Bengali): 92 IS0 QisATR INT ol ST o2 TR a1© 3Fgsf ofqLsfe offsws
ST 972 WIHNNS TS fAIFE SINTHNI Wiy SITess! fATo oo S| WSt S fInyrer a3 o2y 932
STRITOT 3V AfLFIT WA AR | AT ©Ind Av3 HIGTAE @ (Tt (T A FeT 3T Sfbo |
QAT 855-258-6518 A BT TG SMAN A2 0 Bt (I ST QIL AT AT LS ST Sy Qqsh=s
IA© A | AT 9T A6 S3d (A, BT WA T SIS IA 932 QIHANS AFSH
TSI S T3 1 TR

7R (Chinese) : WBHMEZHEMENRREENEN. CURESHBEEY, SURSEAREHL

HHAZBRITE . SERESENENESERILERNGE . 8RBT 8ETEMNERER. H

iR N IABEST 855-258-6518 W HAFHFAE, BEFIRTIZ 0. EREFERES, FRAGERNES
/m’fézu;ﬁ' = /\@] H%AE%F o

slclga B aih aoY 52l age )l Jald ol (San ol el glan (g3 0 5Ly (e DUal (g gla 4 DUl (! (Farsi) 4>
)Aamchoéha)umgaﬁl_jha:l _J&:\SA'_\AQJJO&&‘JQ)MJJFOL}J@‘JMJQL\L“—M‘O&‘%J‘J&M_J&:\Se‘ﬁ‘w&i‘m
2213 ) g B iy laiia 5 23 580 (Gl 855-258-6518 o i b 2l i 3 31y 2 580 (elal 2 g3y gume il IS iy
gl Jaalia s yie SG 40 U i€ 2dle \)a}s)guajyug)m\a@@a@bﬂ@«&w&m iy jLEd ) (0 dae AS 0 gl

Attention (French): Le présent avis contient des informations essentielles relatives a votre couverture d’assurance.
Il peut inclure des échéances importantes nécessitant une action de votre part dans un délai déterminé. Vous avez
le droit d’obtenir ces informations ainsi qu’une assistance dans votre langue, et ce, sans frais. Les assurés sont
invités a contacter le numéro figurant au verso de leur carte d’adhérent. Toute autre personne peut appeler le 855-
258-6518 et patienter jusqu’a I’invitation a composer le 0. Lorsque votre appel sera pris en charge, indiquez la
langue souhaitée afin d’étre mis en relation avec un interpréte.

Achtung (German): Dieser Hinweis enthilt Informationen zu Threm Versicherungsschutz. Darin sind
moglicherweise wichtige Termine aufgefiihrt und Sie miissen moglicherweise bis zu bestimmten Fristen
MaBnahmen ergreifen. Sie haben das Recht, diese Informationen und Unterstiitzung kostenlos in Threr Sprache zu
erhalten. Mitglieder sollten die Telefonnummer auf der Riickseite ihres Mitgliedsausweises anrufen. Alle anderen
konnen 855-258-6518 anrufen und den Dialog abwarten, bis sie aufgefordert werden, die 0 zu driicken. Wenn ein
Agent antwortet, geben Sie die gewiinschte Sprache an und Sie werden mit einem Dolmetscher verbunden.



WM < (Hindi): $9 AT # 395 SHAT el &b IR K STHGR ¢ | 3H Heaqu! fdfat 81 Tabdt ¢ 3R 3!
AfeTd wwar T deb BRATS AT US Febdl &1 3TUDT Yg STHBRT 3R FETIT U1 HTST H {3:[ceh UTed e <l
PR &1 TTT BT 379 J& UgaH U5 &b UIs U 7T T FaR W Bict AT ATy | 31 FHY o 855-258-
6518 TR BIc] B Tahd & 3R 0 GFT BT JHdbd THeT ddb TG Bl UdI&IT B Tbd &1 5T BIS Yoic 3R <, Al a8 HTT
TG fSHPY MU 31Tl & 3R ITdhT GHTSAT & ST AT

Leruoanya (Igbo): 6kwa a nwere ozi banyéré mkpuchi megide ihe mberede gi. O nwere ike inwe ubochi ndi
di 6ké mkpa ma o nwekwara ike idi mkpa ka imee ihe tupu oge ufodu agafee. Inwere ikike inweta ozi a ya na
enyemaka na asusu gi n’akwughi ugwo obula. Ndi otu ga akpo onuogugu ekwenti di na azu kaadi njirimara
ndi o0tu ha. Ndi 0z6 nile nwere ike ikpo 855-258-6518 ma chere geruo mkparita uka ruo mgbe asi ha pia 0.
Mgbe onye ozi zara,kwuo asusu ichoro, a ga ejikota gi na onye ntughari asusu.

Attenzione (Italian): Questa informativa contiene informazioni sulla copertura assicurativa. Potrebbe contenere
date importanti ¢ potrebbe essere necessario intraprendere azioni entro determinate scadenze. E possibile ottencre
queste informazioni e assistenza nella propria lingua gratuitamente. I membri sono pregati di chiamare il numero
di telefono riportato sul retro del proprio tesserino di riconoscimento. Tutti gli altri possono chiamare il numero
855-258-6518 ¢ rimanere in linea fino a quando non viene richiesto di premere 0. Quando un operatore risponde,
¢ necessario indicare la lingua desiderata per essere messi in contatto con un interprete.

T9] (Korean): ©] Aol = #5k2] Wgd A& wl9]oll e AR 7 £33k o] JFUH o7]odl= F 8
7L 25kE o] & dom, 54 vidd A X E A of & R AdFU AskE v & §lo]
Aste] Ao & ol gk A w e} A& S A7t AdFUnh UL U5 Aol = HAHE s
A 3}akA] 7] vhgU ) 3] o] obd BE B 50 855-258-6518 & A 3}ao] o] WA X 7} B w71 A
719351710 & e FAl e o] F3tol SRS W, B ag Aol BEeAIY B9kt

dAgYH.

Baa’akoninizin (Navajo): Dii bee it hane’i béeso nich’aah naa’nil bee nik’¢€’asti’i bodahdlniihgo bee baa dahane’i
biyi’. Dayootkali d66 bee ida’ii’aahi haidii shij t’aa bich’{’ji” ha’at’{ishif adadiiliitigii biyi’. Dii bee baa dahane’i
doo t’aa jiik’eh nizaad bee nika’e’eyeedgo bee na’ahoot’i’. Bit hada’dit’€hi binaaltsoos nitt’izhi bee béédahdzini
baah béésh bee hane’i namboo bika’igii yee dahalne’ dooleel. Naana a’ 855-258-6518 yee dahalne’ dod yatti’i
biba’ asdaago niléi 6 bit adilchiid hodoo’niidji’. Naalnishi haadz{i’go, saad ninizinigii bee bil hodiilnih d6¢ ata’
yatti’{ bich’{’ ni’doolnih.

2 GgEN (Nepali): TH FATHT AUTEeh! STHT HISTeRT IRAT STHBRT FATI B IHH THE (Hdegs g1 HFeq I
qursel fHfesd FHAHT i BRATE THH g7 TS| qUTEATS AT STHBRT I HEINT TUTSDT HTSTHT :[eeb T T
IR B HERIEHA ] o URTIUFD! TSI Tgeh! BI THRIAT el US| 316 Hol 855-258-6518 HI
Pl T HFe T o Yol T4 YR THTHH HATGh! Tdlel T+ Jas- | Toleel ST [&al, dUTEcTs dTfen vToT di3da
3 AUTEATE TSR Sfe B

Atengdo (Portuguese): Este aviso contém informagdes sobre a cobertura do seu seguro. Ele pode conter datas
importantes e vocé€ pode precisar tomar medidas dentro de determinados prazos. Vocé tem o direito de obter essas
informagdes e assisténcia em seu idioma, sem nenhum custo. Os associados deverdo ligar para o nimero de
telefone indicado no verso do seu cartdo de identificagdo de associado. Todos os outros podem ligar para 855-
258-6518 ¢ aguardar a mensagem até que seja solicitado a pressionar 0. Quando um agente atender, indique o
idioma que vocé precisa e vocé sera conectado a um intérprete.



Buumanwue (Russian): B HacTosimem yBegoMIICHHH COACPIKUATCSI HH(POPMALHSI O BALLIEM CTPAXOBOM ITOKPBITHH.
OHO MOXET COOCPIKATh KITFOYEBBIC TAThI, H BAM MOXKET NOTPEOOBATHCSI MPSAIPHHAT ICHCTBHS K OMPEACICHHBIM
cpokam. Bl nmeere mpaBo MOMyYUTh 3Ty HHOOPMALIMIO U IOMOLIb Ha CBOEM si3bIke OecruiatHo. Unenam
npocoro3a ClIexyeT 3BOHUTH 10 HOMepY TenedoHy, yKa3aHHOMY Ha 0OpaTHOH CTOPOHE UX YAOCTOBEPEHHS
JUIHOCTH. Bee ocTanbHbIe MOTYT 3BOHUTH 1O HOMEPY 855-258-6518 u moxxmaThest quasora, oKa HE IMOSIBHTCS
npeanoxerne Haxarb 0. Korga areHT OTBeTUT, HA30BUTE HYKHBII BaM SI3bIK, U BAC COCAHUHSAT C MIEPEBOTYHKOM.

Fa'alogo (Samoan): O lenei fa'aaliga o lo'o iai fa'amatalaga i vaega e kava e lau inisiua. E ono aofia ai aso taua ma
atonu e te mana‘omia ai le faia o se gaioiga 1 nisi taimi fa‘agata. E iai lau aia tatau e maua ai nei fa'amatalaga ma
fesoasoani 1 lau gagana ¢ aunoa ma se totogi. E tatau i sui auai ona vili le numera o le telefoni i tua o le latou pepa
faamaonia. O isi uma ¢ mafai ona vala'au i le 855-258-6518 ma fa'atali i le talanoaga se'ia fa'atonuina e oomi le 0.
A tali mai se so'o upu, fa'ailoa atu le gagana e te mana'omia ona fa'afeso'ota'i lea o oe i1 se tagata fa'aliliu.

Paznja (Serbian): Ovo obavestenje sadrzi informacije o vaSem osiguranju. Moze sadrzati kljuéne datume i mozda
¢ete morati da preduzmete akciju do odredenih rokova. Imate prava da dobijete ove informacije 1 pomoc¢ na
vasem jeziku besplatno. Trebalo bi da ¢lanovi nazovu telefonski broj na poledini svoje ¢lanske legitimacije. Svi
ostali mogu pozvati 855-258-6518 1 sacekati automat dok ne dobiju obavestenje da pritisnu taster "0". Kada se
agent javi, navedite jezik koji vam je potreban i bi¢ete povezani s prevodiocem

Atencion (Spanish): Este aviso contiene informacion sobre su cobertura de seguro. Puede contener fechas clave y
es posible que deba tomar medidas antes de determinadas fechas limite. Usted tiene derecho a obtener esta
informacion y asistencia en su idioma sin coste alguno. Los afiliados deben llamar al numero de teléfono que
figura en el reverso de su tarjeta de identificacion del afiliado. Todos los demas pueden llamar al 855-258-6518 y
esperar el didlogo hasta que se les solicite presionar 0. Cuando un agente responda, indique el idioma que necesita
y se conectara con un intérprete.

Atensyon (Tagalog): Ang abisong ito ay naglalaman ng impormasyon tungkol sa saklaw ng iyong insurance.
Maaaring naglalaman ito ng mga mahahalagang petsa at maaaring kailanganin mong kumilos ayon sa ilang
partikular na mga deadline. May karapatan kang makuha ang impormasyong ito at tulong sa iyong wika nang
walang bayad. Ang mga miyembro ay dapat tumawag sa numero ng telepono sa likod ng kanilang member
identification card. Ang lahat ng iba ay maaaring tumawag sa 855-258-6518 at maghintay hanggang sa masabihan
na pindutin ang 0. Kapag sumagot ang isang ahente, sabihin ang wikang kailangan mo at ikaw ay ikokonek sa
isang tagapagsalin.
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Luu y (Vietnamese): Théng bdo nay c6 chira thong tin vé pham vi bao hiém cua ban. N6 ¢o thé chira cac ngay
quan trong va ban c6 thé can phai hanh dong theo thoi han nhat dinh. Ban <0 quyén nhan thong tin va hd trg nay
bang ngdn ngit ciia minh ma khong mat phi. Cac thanh vién nén goi dén s6 dién thoai & mit sau thé thanh vién
cua minh. Nhiing nguoi khac co thé goi dén s 855-258-6518 va cho qua hoi thoai cho dén khi duoc nhic nhan sb
0. Khi c6 nhan vién tra 1oi, hdy néu ngon ngit ban can va ban s& dugc két néi véi phién dich vién.
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