Highlights of your Health Care Coverage

WA TECHNOLOGY INDUSTRY ASSOCIATION EMPLOYEE BENEFIT TRUST

Any deductibles, copays, and coinsurance percentages shown are amounts for which you're responsible.

Medical Benefits apply after the calendar-year deductible is met unless otherwise noted, or if the cost share is a copay.

PREMERA |

Effective Date: 12/01/2018

MEDICAL PLAN

2018 TECH 80 $250

HERITAGE IN-NETWORK

OUT-OF-NETWORK

MEDICAL COST SHARE OPTIONS

Individual Deductible PCY (Family embedded deductible 3X Individual) $§250 Shared with In-Network
Coinsurance (Member's percentage of costs after deductible based on allowable 20% 502
charges) ’ °
Individual Out of Pocket Maximum PCY, includes deductible, coinsurance, copay $3,000 Shared with In-Network

and pharmacy if applicable (Family embedded OOP max 3X Individual)

Office Visit Cost Share

$25 Copay, applies to the $3,000 Out of
Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

PREVENTIVE CARE OPTIONS AND HEALTH EDUCATION

Preventive Office Visit (Unlimited, subject to standard medical guidelines)

Covered In Full

Covered In Full

Immunizations (Unlimited, subject to standard medical guidelines)

Covered In Full

Covered In Full

Health Education (HE) (Unlimited)

Covered In Full

Not Covered

Nicotine Dependency Programs (ND) (Unlimited)

Covered In Full

Covered In Full

Diabetes Health Education (DE) (Unlimited)

Covered In Full

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

PROFESSIONAL CARE

Professional Office Visit

$25 Copay, applies to the $3,000 Out of
Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum
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MEDICAL PLAN

2018 TECH 80 $250

HERITAGE IN-NETWORK

OUT-OF-NETWORK

Inpatient Professional Services

$250 Deductible, then 20% Coinsurance,
applies to $3,000 Out of Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Contraceptive Management Services (Unlimited)

Covered In Full

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

DIAGNOSTIC SERVICE OPTIONS

Preventive Professional Diagnostic Imaging and Laboratory Services - Including
Mammogram and PAP/PSA

Covered In Full

Covered In Full

Other Professional Diagnostic Imaging

First $500 PCY Covered In Full Shared
Benefit, Subsequent Services
Deductible/Coinsurance

First $500 PCY Covered In Full Shared
Benefit, Subsequent Services
Deductible/Coinsurance

Professional Diagnostic Major Imaging

First $500 PCY Covered In Full Shared
Benefit, Subsequent Services
Deductible/Coinsurance

First $500 PCY Covered In Full Shared
Benefit, Subsequent Services
Deductible/Coinsurance

Other Professional Diagnostic Laboratory/Pathology

First $500 PCY Covered In Full Shared
Benefit, Subsequent Services
Deductible/Coinsurance

First $500 PCY Covered In Full Shared
Benefit, Subsequent Services
Deductible/Coinsurance

Diagnostic Mammography

First $500 PCY Covered In Full Shared
Benefit, Subsequent Services
Deductible/Coinsurance

First $500 PCY Covered In Full Shared
Benefit, Subsequent Services
Deductible/Coinsurance

FACILITY CARE OPTIONS

Inpatient Facility

$250 Deductible, then 20% Coinsurance,
applies to $3,000 Out of Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Outpatient Surgery Facility

$250 Deductible, then 20% Coinsurance,
applies to $3,000 Out of Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Skilled Nursing Facility (60 days PCY; includes room and board, and facility billed
professional and ancillary fees)

$250 Deductible, then 20% Coinsurance,
applies to $3,000 Out of Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Hospice Inpatient Facility (30 days Inpatient; within the 6 month lifetime
maximum)

$250 Deductible, then 20% Coinsurance,
applies to $3,000 Out of Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

EMERGENCY CARE AND TRANSPORTATION OPTION

Emergency Care (If applicable, waive copay if admitted to inpatient facility)

$200 Copay then $250 Deductible and 20%
Coinsurance; all cost shares apply to the
$3,000 Out of Pocket Maximum

$200 Copay then $250 Deductible and 20%
Coinsurance; all cost shares apply to the
$3,000 Out of Pocket Maximum

Emergency Room Physician

$250 Deductible, then 20% Coinsurance,
applies to $3,000 Out of Pocket Maximum

$250 Deductible, then 20% Coinsurance,
applies to $3,000 Out of Pocket Maximum

1-BY3TRG Rev #1 GP

8/16/2018 01:58 PM

Page2of 5
An Independent Licensee of the Blue Cross Blue Shield Association



MEDICAL PLAN

2018 TECH 80 $250

HERITAGE IN-NETWORK

OUT-OF-NETWORK

Urgent Care Center

$25 Copay, applies to the $3,000 Out of
Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Ambulance Transportation (Unlimited)

$250 Deductible, then 20% Coinsurance,
applies to $3,000 Out of Pocket Maximum

$250 Deductible, then 20% Coinsurance,
applies to $3,000 Out of Pocket Maximum

Air Ambulance (Unlimited)

$250 Deductible, then 20% Coinsurance,
applies to $3,000 Out of Pocket Maximum

$250 Deductible, then 20% Coinsurance,
applies to $3,000 Out of Pocket Maximum

OTHER SERVICES

Allergy/Therapeutic Injections

$250 Deductible, then 20% Coinsurance,
applies to $3,000 Out of Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Mental Health Inpatient Facility Care (Unlimited)

$250 Deductible, then 20% Coinsurance,
applies to $3,000 Out of Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Mental Health Outpatient Professional Care (Unlimited)

$25 Copay, applies to the $3,000 Out of
Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Chemical Dependency Inpatient Facility Care (Unlimited)

$250 Deductible, then 20% Coinsurance,
applies to $3,000 Out of Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Chemical Dependency Outpatient Professional Care (Unlimited)

$25 Copay, applies to the $3,000 Out of
Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Rehab Inpatient Facility (30 Days PCY)

$250 Deductible, then 20% Coinsurance,
applies to $3,000 Out of Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Rehab Outpatient Care, Including Physical, Occupational, Speech and Massage
Therapy, and Chronic Pain (25 Visits PCY)

$25 Copay, applies to the $3,000 Out of
Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Rehab Outpatient Care Chronic Conditions, Including Cardiac, Pulmonary Rehab,
and Cancer

$25 Copay, applies to the $3,000 Out of
Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Medical Supplies, Equipment, Prosthetics (MS: Unlimited, ME: Unlimited, Pro:
Unlimited)

$250 Deductible, then 20% Coinsurance,
applies to $3,000 Out of Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Foot Orthotics, Orthopedic Shoes and Accessories (Unlimited)

$250 Deductible, then 20% Coinsurance,
applies to $3,000 Out of Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Home Health Visits (130 visits PCY)

$250 Deductible, then 20% Coinsurance,
applies to $3,000 Out of Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum
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MEDICAL PLAN

2018 TECH 80 $250

HERITAGE IN-NETWORK

OUT-OF-NETWORK

Hospice Care (Hospice Home Visits: Unlimited; Respite: 240 hours; within the 6
month lifetime maximum)

$250 Deductible, then 20% Coinsurance,
applies to $3,000 Out of Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

TMJ (Temporomandibular Joint Disorders) (Unlimited (Medical and Dental
services - Medical and Dental cost shares based on type of service))

Covered as any other service

Covered as any other service

Transplants (Unlimited; $7,500 travel and lodging limits)

Covered as any other service

Not Covered

ALTERNATIVE CARE

Manipulations (Spinal and other) (12 visits PCY)

$25 Copay, applies to the $3,000 Out of
Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Acupuncture (12 visits PCY)

$25 Copay, applies to the $3,000 Out of
Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

ANNUAL PLAN MAXIMUM

Annual Plan Maximum

Unlimited

Unlimited

Prior Authorization is required for many services to be covered. For more information please refer to your benefit booklet.

PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions or the terms under which the program may be continued in force. This benefit
highlight is not a contract. For full coverage provisions, including a description of waiting periods, limitations and exclusions please contact Customer Service.

1-BY3TRG Rev #1 GP

8/16/2018 01:58 PM

Page4of 5
An Independent Licensee of the Blue Cross Blue Shield Association




Highlights of your Health Care Coverage

WA TECHNOLOGY INDUSTRY ASSOCIATION EMPLOYEE BENEFIT TRUST
Effective Date: 12/01/2018

Below is a brief overview of your Pharmacy Benefits. For more information on your benefits, please refer to your benefit booklets. To find out what tiers apply to a
specific medication, refer to our Preferred Drug List at www.premera.com

PHARMACY PLAN
2018 TECH 80 $250 - ESSENTIALS RX $10/$30/$60/30% - $25/$75/$60/30%

PRESCRIPTION DRUGS

E4 Essentials Formulary

Tier 1 = preferred generic
Drug List Tier 2 = preferred brand

Tier 3 = preferred specialty

Tier 4 = non-preferred all drugs

Retail Cost Shares $10/$30/560/30%
Mail Cost Shares $25/575/560/30%
Day Supply Retail: 30 Days; Mail: 90 Days; Specialty: 30 Days
Individual Deductible PCY S0
Family Deductible PCY No Family Deductible
Out of Network (Non-participating retail pharmacies) Cost Share, then 40% (to allowable)
Out of Pocket Maximum Applies to the medical out of pocket maximum
Specialty Pharmacy Out of Pocket Maximum Applies to the medical out of pocket maximum
Annual Benefit Maximum Unlimited

Prior Authorization is required for many services to be covered. For more information please refer to your benefit booklet.
PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions or the terms under which the program may be continued in force. This benefit
highlight is not a contract. For full coverage provisions, including a description of waiting periods, limitations and exclusions please contact Customer Service.
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Discrimination is Against the Law

Premera Blue Cross complies with applicable Federal civil rights laws and
does not discriminate on the basis of race, color, national origin, age,
disability, or sex. Premera does not exclude people or treat them differently
because of race, color, national origin, age, disability or sex.

Premera:

+ Provides free aids 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, contact the Civil Rights Coordinator.

If you believe that Premera 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:

Civil Rights Coordinator - Complaints and Appeals

PO Box 91102, Seattle, WA 98111

Toll free 855-332-4535, Fax 425-918-5592, TTY 800-842-5357

Email AppealsDepartmentinquiries@Premera.com

You can file a grievance in persen or by mail, fax, or email. If you need help
filing a grievance, the Civil Rights Coordinator is available to help you.

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

https:ffocrportal hhs.gov/ocr/portal/lobby. jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue S\W, Room 503F, HHH Building

Washingten, D.C, 20201, 1-800-368-1019, 800-537-7697 (TDD)
Complaint forms are available at
http:/fwwaw.hhs.gov/ocr/office/filefindex_html.

Getting Help in Other Languages

This Notice has Important Information. This notice may have important
information about your application or coverage through Premera Blue
Cross. There may be key dates in this notice. You may need to take action
by certain deadlines to keep your health coverage or help with costs. You
have the right to get this information and help in your language at no cost.
Call 800-722-1471 (TTY: 800-842-5357).

he92% (Amharic):

B MAOEP AL @u B GHA B TH0ER Af “TeedliFP mege ¢ Premera Blue
Cross {i47 M7, 2% AFAm- PTAG: (LY “Imdp AT dae $FT AP BTats
PG Tid 19 AcomnPs OhhdAd ACSH APPTEF (H-OHAT PLIL LT WGP anareies
LINPP BICH: LA 0028 NISPTE WG PATTI0 RGP NETEP ACRD WHEPTF end) T

A ranah drc 800-722-1471 (TTY. 800-842-5357) Lo

L)) (Arabic):

o lh e gendy g Cilaghe JdYH 3 g 3 Ll cilagiue i 1 ggas
faga ¢ Al 55 3 Premera Blue Cross JMa G lede Jpeanll b 5 A1 4laatl)
Srelaall 5 G all it Ao Laliall dos fu )i 55 A o o) HASY plias 2iy | Ll b2 3
ot AAE3 A 283 g0 D e licall g s ghadl adn e ) pcal) S Gay RS ads 4
800-722-1471 (TTY: 800-842-5357 )~

i (Chinese):

FilNA EEONR . B TILHM R EER Premera Blue Cross 12328
REERBMNERNR, ARMATEAEEAR. EAEREERILAN
SHHERITE, UREEOREERRNERAER. SRENARLUZMNEO
BRI SNE), FREEE 800-722-1471 (TTY: 800-842-5357).

Oromoo (Cushite):

Beeksisni kun odeeffannoo barbaachisaa gaba. Beeksisti kun sagantaa
yookan karaa Premera Blue Cross tiin tajaajila keessan ilaalchisee
odeeffannoo barbaachisaa gabaachuu danda’a. Guyyaawwan murteessaa
ta'an beeksisa kana keessatti ilaalaa. Tarii kaffaltidhaan deeggaramuuf
yookan tajaajila fayyaa keessaniif guyyaa dhumaa irratti wanti raawwattan
jiraachuu danda’a. Kaffaltii irraa bilisa haala ta'een afaan keessaniin
odeeffannoo argachuu fi deeggarsa argachuuf mirga ni gabaattu.
Lakkoofsa bilbilaa 800-722-1471 (TTY: 800-842-5357) tii bilbilaa.

Frangais (French):

Cet avis a d'importantes informations. Cet avis peut avoir dimportantes
informations sur votre demande cu la couverture par l'intermédiaire de
Premera Blue Cross. Le présent avis peut contenir des dates clés. Vous
devrez peut-étre prendre des mesures par certains délais pour maintenir
votre couverture de santé ou d'aide avec les colts. Vous avez le droit
d'obtenir cette information et de I'aide dans votre langue & aucun codt.
Appelez le 8B00-722-1471 (TTY: 800-842-5357).

Kreyol ayisyen (Creole):

Avi sila a gen Enfomasyon Enpoétan ladann. Avi sila a kapab genyen
enfémasyon enpatan konsénan aplikasyon w lan oswa konsénan kouvéti
asirans lan atravé Premera Blue Cross. Kapab genyen dat ki enpétan nan
avi sila a. Ou ka gen pou pran kék aksyon avan séten dat limit pou ka
kenbe kouvéti asirans sante w la oswa pou yo ka ede w avék depans yo.
Se dwa w pou resevwa enfomasyon sa a ak asistans nan lang ou pale a,
San ou pa gen pou peye pou sa. Rele nan 800-722-1471

(TTY: 800-842-5357).

Deutsche (German):

Diese Benachrichtigung enthalt wichtige Informationen. Diese
Benachrichtigung enthalt unter Umstanden wichtige Informationen
beziiglich Ihres Antrags auf Krankenversicherungsschutz durch Premera
Blue Cross. Suchen Sie nach eventuellen wichtigen Terminen in dieser
Benachrichtigung. Sie kénnten bis zu bestimmten Stichtagen handeln
miissen, um lhren Krankenversicherungsschutz oder Hilfe mit den Kosten
zu behalten. Sie haben das Recht, kostenlose Hilfe und Informationen in
Ihrer Sprache zu erhalten. Rufen Sie an unter 800-722-1471

(TTY: 800-842-5357).

Hmoob {(Hmong):

Tsab ntawv tshaj xo no muaj cov ntshiab lus tseem ceeb. Tej zaum
tsab ntawv tshaj xo no muaj cov ntsiab lus tseem ceeb txog koj daim ntawy
thov kev pab los yog koj ghov kev pab cuam los ntawm Premera Elue
Cross. Tej zaum muaj cov hnub tseem ceeb uas sau rau hauv daim ntawv
no. Tej zaum koj kuj yuav tau ua gee yam uas peb kom koj ua tsis pub
dhau cov caij nyoog uas teev tseg rau hauv daim ntawv no mas koj thiaj
yuav tau txais kev pab cuam kho mob los yog kev pab them tej ngi kho mob
ntawd. Koj muaj cai kom lawv muab cov ntshiab lus no uas tau muab sau
ua koj hom lus pub dawb rau koj. Hu rau 800-722-1471

(TTY: 800-842-5357).

lloko (llocano):

Daytoy a Pakdaar ket naglaon iti Napateg nga Impormasion. Daytoy a
pakdaar mabalin nga adda ket naglacn iti napateg nga impermasion
maipanggep iti aplik onyo wenno g iti Premera Blue
Cross. Daytoy ket mabalin dagiti importante a petsa iti daytoy a pakdaar.
Mabalin nga adda rumbeng nga aramidenye nga addang sakbay dagiti
partikular a naituding nga aldaw tapno mapagtalinaedyo ti coverage ti
salun-atyo wenno tulong kadagiti gastos. Adda karbenganyo a mangala iti
daytoy nga impormasion ken tulong iti bukodyo a pagsasao nga awan ti
bayadanyo. Tumawag iti numero nga 800-722-1471 (TTY: 800-842-5357).

Italiano (ltalian):

Questo awiso contiene inf I i. Questo avviso pud contenere
informazioni importanti sulla tua domanda o copertura attraverso Premera
Blue Cross. Potrebbero esserci date chiave in questo avviso. Potrebbe
essere necessario un tue intervento entro una scadenza determinata per
consentirti di mantenere la tua copertura o sovvenzione. Hai il diritto di
ottenere queste informazioni e assistenza nella tua lingua gratuitamente.
Chiama B800-722-1471 (TTY: 800-842-5357).




H#E (Japanese):

ZOBEHIZEEESHBASERTVEY . ZOEMIZIE,. Premera Blue
Cross @R E - LEEEHCHAT S ELLHRASI TR TV HRELH
HET., CORNIIERSATLSARENHSERLATECHRE
Ly, REERRCAEHY R FEFERT L2, BEORBETICHBE
BeEthZesEunBElaY EY. CRPOEHICE HRE HH—
FitEE TRt EhE ST, 800-722-1471 (TTY; 800-842-5357) £ THRE
(&L,

=0 (Korean):

2 ESAM= S28 2 S0 AUSLC. S 0l STA= AstY &3
5L 2l Premera Blue Cross 2 S8 HH 2| X 28 328
ZEstL e = Ul 2 SHAM= a0l S= 2RE0 US
SUSLICH AAst= A5S A2 HHUXE M SASHU HIZSS 2AEI|
FHA LI D2 LMA XS HHO R RIS+~ USULT
Fot= 02T S22 =S A0S QOZ HIE FER0 8 & U=
A2t ASLICH 800-722-1471 (TTY: 800-842-5357) £ &E3ata M 2.

om0 (Lao):

I MLBLELVSY, CFTLLDIORDELLILTjOTUBTSD D
min § sonauaoyUsriulweoiTEI Premera Blue Cross, Diaasil
SUNEELTLETTILL, YIBIVTEDICIVCIDYILVNHIEIVTINGG
CONIRCWECDDENIINONELODIULITLIEMWIL B HONUEOBCTIDCDY
enlgammeaquinulo, viiisoldsuenud) wo: aoswgosciiad LWz
eeqrimlosleaees. lolum 800-722-1471 (TTY: 800-842-5357).

#FeniEs (Khmer):

wGHgadaibg: denge wwsAgasaimanqing
HENSOSENSUNBAENSHASHRIUUUS UrifUBU s =S eIt
Premera Blue Cross 9 [UiIshens P
SafiEsy JesUTnushEsi e Ui s 0 SlsansSigehscnn

- "

sumSiFinnGage

s iEdiSmepsmsmmm S iuiE g S m o aHs gonseswsmigy

HEmenfsgurifmeis: ShdgsuisinhmonurigsshwSesn
YLy g 600 B00-722-1471 (TTY: B00-842-5357)4

U= (Punjabi):

o &fen fea vrA Freardt 2. fon &2 29 Premera Blue Cross =38 Faat
FEIA W v I wefERugs FrEardl 3 FEEl O | for Sfan A wE
3 AEEM O, e IR ARDS Feor fdWE R 7 6F & SO Affg Hee e
2T I3 IUE wiEH IEH I UoEt 9 R SoH SR I 3T 9 AEe 9,598
HE3 69 3 wnid I Y read Wi Wee YU 598 o witee 3 %
800-722-1471 (TTY: 800-842-5357).

e~ & (Farsi):

b el g le Sl g e e s e Gl Al g Sile Tl g gl A ol
4 pas s =54 250 Premera Blue Cross Gusbs B lad sldan Bl el 5 Lali
Al Tk Sl L S e RS g Bl Sa e el i da g e ol
e Lad adlailh E‘.;nl i sl S el ol el S Elid sl la a5l
e g i by g2 6 gl 2 34 1SS g e SUab gl 48 3 e b g ol
sl (B00-842-5357 2 ladly il TTY Ol 2 S) B00-722-1471 ol | cile 2l
e A

Polskie (Polish):
To ogloszenie moze zawieraé wazne informacje. To ogloszenie moze
& wazne inf je odnosnie Parist ku lub zakresu
Swiadczeri poprzez Premera Blue Cross. Prosimy zwrécic uwage na
kluczowe daty, ktére moga byé zawarte w tym ogloszeniu aby nie
przekroczyé termindw w przypadku utrzy ia polisy ubezpiec:
pomocy zwiazanej z k i. Macie Panstwo prawo do bezpt
inf ji we wiasnym jezyku. Zadzworicie pod 800-722-1471
(TTY: 800-842-5357).

niowej lub

Portugués (Portuguese):

Este aviso contém informagdes importantes. Este aviso podera conter
informagdes importantes a respeito de sua aplicagdo ou cobertura por meio
do Premera Blue Cross. Poderdo existir datas importantes neste aviso.
Talvez seja necessario que vocé tome providéncias dentro de
determinados prazos para manter sua cobertura de satde ou ajuda de
custos. Vocé tem o direito de obter esta informacéo e ajuda em seu idioma
& sem custos. Ligue para 800-722-1471 (TTY: 800-842-5357).

Romana (Romanian):

Prezenta notificare contine informatii importante. Aceasta notificare
poate contine informatii importante privind cererea sau acoperirea asigurarii
dumneavoastre de sanatate prin Premera Blue Cross. Pot exista date cheie
in aceastd notificare. Este posibil 54 fie nevme sa ac‘tmnaﬁ pana la anumite
termene limitad pentru a va ] ii de sdndtate sau
asistenta privitoare la costuri, Avetl dreptul de a obtine gratuit aceste
informatii si ajutor in limba dumneaveoastra. Sunati la 800-722-1471

(TTY: B00-842-5357).

Pycckunit (Russian):
HacroAwee y T BawHy o uHtof 3o
TeHHE MameT pHaTe dof M0 O BalUeM
JAABNEHUN WNK CTPAXOBOM NOXPEITUKM Yepes Premera Blue Cross. B
HACcTOALEM YBEAOMAEHWM MOTYT BbiTe YKazaHb! KMoYeske 4aTu. Bam,
BOZMOMHO, NOTPeBYETCA NPMHATE MePhl K ONPeAeneHHEIM NpeaentHEM
CPOKaM ANA COXPAHEHWA CTPAXOBOrS NOKPLITUA WAN NOMOLM ¢ PAcXoAaMK.
Bei vmeeTe npaeo Ha SecnnatHoe NonyyYeHWe aTol MHOPMaLWK U
NOMOLLYL HA BallemM A3bike. 3soHuTe no Tenedony 800-722-1471
(TTY: 800-842-5357).

Fa'asamoa (Samoan):

Atonu ua iai i lenei fa’' ni fa' e sili ona taua e tatau
ona e malamalama i ai. O lenei fa'asilasilaga o se fesoasoani e fa'amatala
atilii ai i le tulaga o le polokalame, Premera Blue Cross, ua e tau fia maua
atu i ai. Fa'amolemole, ia e iloilo fa'alelei | aso fa'apitoa olo'o iai i lenei
fa'asilasilaga taua. Masalo o le'a iai ni feau e tatau ona e faia ao le'i aulia le
aso ua ta'ua i lenei fa'asilasilaga ina ia e iai pea ma maua fesoasocani mai ai
i le polokalame a le Malo olo'o e iai i ai. Olo'o iai iate oe le aia tatau e maua
atu i lenei fa'asilasilaga ma lenei fa'ir il e te mal lama i
ai aunoa ma se togiga tupe. Vili atu i le telefoni 800-722-1471

(TTY: B00-842-5357).

Espaniol (Spanish):

Este Aviso contiene informacion importante. Es posible que este aviso
contenga informacién importante acerca de su solicitud o cobertura a
través de Premera Blue Cross. Es posible que haya fechas clave en este
avisa. Es posible que deba tomar alguna medida antes de determinadas
fechas para mantener su cobertura meédica o ayuda con los costos. Usted
tiene derecho a recibir esta informacién y ayuda en su idioma sin costo
alguno. Llame al B00-722-1471 (TTY: 800-842-5357).

Tagalog (Tagalog):

Ang Paunawa na ito ay ng mah impormasyon. Ang
paunawa na ito ay maaaring naglalaman ng mahalagang impermasyon
tungkel sa iyong af of ng Premera Blue
Cross. Maaaring may mga mahalagang petsa dito sa paunawa. Maaring
mangailangan ka na magsag ng hakbang sa ilang mga itinakdang
panahon upang mapanatili ang iyong pagsakop sa kalusugan o tulong na
walang gastos. May karapatan ka na makakuha ng ganitong impormasyon
at tulong sa iyong wika ng walang gastos. Tumawag sa 800-722-1471
(TTY: 800-842-5357).

Ina (Thai):
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HATdidne AnudlavE B CHENE PRI AL
800-722-1471 (TTY: 800-842-5357)
Ykpainceruin (Ukrainian):

Ue nosi MICTHTL drof Ue

MOXE MICTUTH BaXNUBY iH(hopMmaLiio npn Bawe 38epHEHHA WOAD
cTpaxysansHoro NokpuTTA Yepes Premera Blue Cross. 3eepwiTe yeary Ha
KNIOYOBI AaTW, AKI MOXYTL ByTu i Y UbomMy Nos; i. lcHye
iMoBipHicTe Toro, wo Bam Tpeba Byae 3giRcHUTH NEBHI KPOKW Y KOHKPETHI
KiHLYeBi cTpokM ANA Toro, wob abepertu Bawe meguyHe cTpaxyBauHA abo
oTpUmMaTK chiHaHcoBy gonomory, ¥ Bac e npaeo Ha oTpuMaHHA uiel
iHpopmaui Ta gonomory GeakowToRHO Ha Bawii pigHiA mosi. OasoHiTe 2a
Homepom TenedoHy 800-722-1471 (TTY: 800-842-5357).

Tiéng Viét (Vietnamese):

Théng bao nay cung cap thang tin quan trong. Thing bae nay cé théng
tin quan trong vé don xin tham gia hodc hop dr’mg bao hiém cia quy vi qua
chuong trinh Premera Blue Cross. Xin xemn ngay quan trong trong théng
bao nay. Quy vj ¢d thé phai thue hign theo théng bao dung trong thei han
& duy trl bdo hiém sirc khée hodc dwoc trer gidp thém vé chi phi, Quy vj ¢
quyén dugre bidt théng tin nay va duwge tre gidp béng ngén nglr clia minh
mién phi. Xin goi 56 800-722-1471 (TTY: 800-842-5357).



