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: 12/01/2019

MEDICAL PLAN

2019 TECH 80 $1000

IN-NETWORK OUT-OF-NETWORK
MEDICAL COST SHARE OPTIONS
Individual Deductible PCY (Family embedded deductible 3X Individual) $1,000 Shared with In-Network
Coinsurance (Member's percentage of costs after deductible based on allowable 20% 50%
charges) ° °
Individual Out of Pocket Maximum PCY, includes deductible, coinsurance, copay $4200 PCY Shared with In-Network

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

Office Visit Cost Share

$30 Copay, applies to the $4,200 PCY 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

$30 Copay, applies to the $4,200 PCY 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

2019 TECH 80 $1000

IN-NETWORK

OUT-OF-NETWORK

Inpatient Professional Services

$1,000 Deductible, then 20% Coinsurance,
applies to $4,200 PCY 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 Mammaography

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

$1,000 Deductible, then 20% Coinsurance,
applies to $4,200 PCY 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

$1,000 Deductible, then 20% Coinsurance,
applies to $4,200 PCY 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)

$1,000 Deductible, then 20% Coinsurance,
applies to $4,200 PCY 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)

$1,000 Deductible, then 20% Coinsurance,
applies to $4,200 PCY 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 $1,000 Deductible and 20%
Coinsurance; all cost shares apply to the
$4,200 PCY Out of Pocket Maximum

$200 Copay then $1,000 Deductible and 20%
Coinsurance; all cost shares apply to the
$4,200 PCY Out of Pocket Maximum

Emergency Room Physician

$1,000 Deductible, then 20% Coinsurance,
applies to $4,200 PCY Out of Pocket
Maximum

$1,000 Deductible, then 20% Coinsurance,
applies to $4,200 PCY Out of Pocket
Maximum

1-BY31RG Rev #1 GP

10/7/2019 01:25 PM

Page 2 of 5
An Independent Licensee of the Blue Cross Blue Shield Association




MEDICAL PLAN

2019 TECH 80 $1000

IN-NETWORK

OUT-OF-NETWORK

Urgent Care Center

$30 Copay, applies to the $4,200 PCY 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)

31,000 Deductible, then 20% Coinsurance,
applies to $4,200 PCY Out of Pocket
Maximum

$1,000 Deductible, then 20% Coinsurance,
applies to $4,200 PCY Out of Pocket
Maximum

Air Ambulance (Unlimited)

$1,000 Deductible, then 20% Coinsurance,
applies to $4,200 PCY Out of Pocket
Maximum

$1,000 Deductible, then 20% Coinsurance,
applies to $4,200 PCY Out of Pocket
Maximum

OTHER SERVICES

Allergy/Therapeutic Injections

$1,000 Deductible, then 20% Coinsurance,
applies to $4,200 PCY QOut 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)

$1,000 Deductible, then 20% Coinsurance,
applies to $4,200 PCY 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)

$30 Copay, applies to the $4,200 PCY 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)

$1,000 Deductible, then 20% Coinsurance,
applies to $4,200 PCY 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)

$30 Copay, applies to the $4,200 PCY 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)

$1,000 Deductible, then 20% Coinsurance,
applies to $4,200 PCY 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)

$30 Copay, applies to the $4,200 PCY 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

$30 Copay, applies to the $4,200 PCY 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)

$1,000 Deductible, then 20% Coinsurance,
applies to $4,200 PCY 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)

$1,000 Deductible, then 20% Coinsurance,
applies to $4,200 PCY 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

2019 TECH 80 $1000

IN-NETWORK

OUT-OF-NETWORK

Home Health Visits (130 visits PCY)

$1,000 Deductible, then 20% Coinsurance,
applies to $4,200 PCY Out of Pocket
Maximum

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

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

31,000 Deductible, then 20% Coinsurance,
applies to $4,200 PCY 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)

$30 Copay, applies to the $4,200 PCY 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)

$30 Copay, applies to the $4,200 PCY 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.
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Highlights of your Health Care Coverage

WA TECHNOLOGY INDUSTRY ASSOCIATION EMPLOYEE BENEFIT TRUST
Effective Date: 12/01/2019

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 2019 TECH 80 $1000 - ESSENTIALS RX $10/$40/$80/30% - $25/$100/$80/30%
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/$40/580/30%
Mail Cost Shares $25/$100/$80/30%
Day Supply Retail: 30 Days; Mail: 90 Days; Specialty: 30 Days
Individual Deductible PCY SO
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
+ Wiritten informatien 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, VWA 98111

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

Email AppealsDepartmentinquiries @Premera.com

You can file a grievance in person 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, electronically through the
Office for Civil Rights Complaint Portal, available at
https:/focrportal.hhs.goviocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue SW, Room S09F, HHH Building

Washington, D.C. 20201, 1-800-368-1019, 800-537-7697 (TDD)
Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.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).

A% (Amharic):

LU FIFOES AL, a0CF RHA BU TINFDEE A TlavAhFP meye ¢ Premera Blue
Cross 147 AGAL @28 AF40 LA (Y TINFOEP DAT $AGF $TF ATE PTAR:
ST 4197 APMNPS (ANGLA hCAF ATPTTE (PO PLE 1E0F ACIVE ava-ie:
LMPL BIPGAs LT a0l E KESLTH KG PATTIIC WaP OFRP hC/F WIS LTH av
APranah #7c 800-722-1471 (TTY: 800-842-5357) £.La-ie::

4x alt (Arabic):

shdls Gopads Ao claghes ladYl B gea 2 dals clagha jlad¥) 18 g
Loga oyl Allia (585 58 Premera Blue Cross JBA (e lgde Jsennli o g ) 2okt
Breloall g daall dtbas o Lliall 3ims f b8 el ja) SATY plat g Jladyl 1 b
Coaif AE5 A0 085 g0 olialy SaeLudl g o sladl 03s e () punall ol Bay Sl ady B
800-722-1471 (TTY: 800-842-5357)=

13 (Chinese):

KEAMAERMAL., FEMTEARMREER Premera Blue Cross 1E3EH
RESRBMNETAR. AAMAREEEZ AR, SaESERHLAN
ZHERRTE. UEREHERRRNEBRAWN. EHRAREENES
BIFBIARASIEE), FEEESE 800-722-1471 (TTY: 800-842-5357).

Oromoo (Cushite):

Beeksisni kun odeeffannoo barbaachisaa qaba. Beeksisti kun sagantaa
yookan karaa Premera Blue Cross tiin tajaajila keessan ilaalchisee
odeeffannoo barbaachisaa qabaachuu 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 gqabaattu.
Lakkoofsa bilbilaa 800-722-1471 (TTY: 800-842-5357) tii bilbilaa.

Frangais (French):

Cet avis a d'importantes informations. Cet avis peut avoir d'importantes
infermations sur votre demande ou 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 coits. Vous avez le droit
d'obtenir cette information et de I'aide dans votre langue & aucun codt.
Appelez le 800-722-1471 (TTY: 800-842-5357).

Kreyol ayisyen (Creole):

Avi sila a gen Enfomasyon Enpotan ladann. Avi sila a kapab genyen
enfomasyon enpétan konsénan aplikasyon w lan oswa konsénan kouvéti
asirans lan atravé Premera Blue Cross. Kapab genyen dat ki enpotan nan
avi sila a. Ou ka gen pou pran kék aksyon avan séten dat limit pou ka
kenbe kouvéti asirans sante w la eswa 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 enthdlt wichtige Informationen. Diese
Benachrichtigung enthalt unter Umstanden wichtige Informationen
beziiglich lhres 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 ntawv
thov kev pab los yog koj ghov kev pab cuam los ntawm Premera Blue
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 naglaon iti napateg nga impormasion
maipanggep iti apliksayonyo wenno coverage babaen iti Premera Blue
Cross. Daytoy ket mabalin dagiti importante a petsa iti daytoy a pakdaar.
Mabalin nga adda rumbeng nga aramidenyo 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 avviso contiene informazioni importanti. 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 tuo 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 800-722-1471 (TTY: 800-842-5357).



HA&:E (Japanese):
COREACEERLGERFSFATOET, COEMITIE. Premera Blue
Cross DHEF - X EEGERCHATLERLERNEEATLLHBELSH
UET, COBHICRBEShTVSAREAHLIERLAMRE CHE (L
L, EERERCARYHR— P EHRFT I, HEOMBETICTHE
moZthiEEo g srtbyEd., CHFLDFRICL HEREHHR—
rAYEH TR S ET . 800-722-1471 (TTY: 800-842-5357) % THEE
(EEW,

2t=20f (Korean):

2 ENMN= S8 F2I S0 ASULL S 0l SHAH= A8 LFH
26t 12|12 Premera Blue Cross £ S8 el Xl 28 F=EE
TESIL UE = AGLICH E ENAHNE #Halol D= EME0 UE +
ASLICH Fst= 752 2 & HHLIXE HS KRS L HES 223517
FlolA LEE D2 LA Xi(l‘ HolloF & 220 US + AsUTL
Fst= Ol EE Y% 22 A5 HHZ HIE S0 28 + U=
2210t 2l &LICt 800-722-1471 (TTY: 800-842-5357) 2 H 354 Al 2.

290 (Lao):

MDD I2NVSSL. CcFMIbDIolsIIPVIjoTVMME)T:
N § porsLEDIUILIWESIDEI Premera Blue Cross. 29032
Svihgmavlueaynini. msroasencducsgoacivmuomunIio
CoMEtWIECLeSNINoILELaB UL ILISIWIL B polugoecHiacian
smigneequinls. tddoldsuennt war porwgosciacinwIm
gaquimvlosioseesr. loilume 800-722-1471 (TTY: 800-842-5357).

FaNi2i (Khmer):

wwsHgesAimsmensmsmhbaen gy iwoSgssaibisuinm
SASm SRS S8HNSERTiUUUS UMmiNUiuaiEsem g
Premera Blue Cross ¥ (Ui S MUUTGsan2 iSimmiunSgs
S LS s AU TN S ESIFNIU LD UMM N B USansigenAagnar
=2 @[ SHimp gAY AUIE e NIURHS YensSsuicmigy
HASAF§egudsmais: SHagwisinlMmanuHRIEwESHY
MU SfeuY B I6TT) 800-722-1471 (TTY: 800-842-5357)%

ATt (Punjabi):

fon fen feg vA AEardt 3. foF &fer f28 Premera Blue Cross 28 ITat
S W T T HIERYTS FEaret 3 AIe 9 . BN SR Hee urH Irshr
I AEE U6, TieS ZH TS Seo e AR 7 67 S geig A Hee B
fogd I 3 3TE WisH 9 F UOS I8 o S g9t O 87 J A J 3T
HES 9 3 wE I 8 et i HeE Y UE 96 O witwa § 35
800-722-1471 (TTY: 800-842-5357).

,_ruﬁ(Farsi):

ol ppa DU (5 gl o (Fene daadle (. 8L g et 5 gla el (ol
N e sl =040 250 Premera Blue Cross b 3 el 5 dan (g L 5 Lalis
S 50 Sl b ol dew (g Bia ol s Sl (oas Lad, el da g8 dgadled (ol
,_,.LM 25 41303 il el (sla S Alat sl eadide sla 5 ool L2 sla
&t awlas ity o G50 J,JaA..J_,;u_\_)u\_;J_,ﬁ_su_kp)uﬂ_,,!éa)nbwl

L (B00-842-5357 +_Ledls oL TTY Gl JS) B00-722-1471 » e L e Sl
A

Polskie (Polish):

To ogloszenie mozZe zawiera¢ wazne informacje. To ogloszenie moze
zawiera¢ wazne informacje odnesnie Paristwa wniosku lub zakresu
$wiadczen poprzez Premera Blue Cross. Prosimy zwrécic uwage na
kluczowe daty, ktére moga by¢ zawarte w tym ogtoszeniu aby nie
przekroczyé terminéw w przypadku utrzymania polisy ubezpieczeniowe] lub
pomocy zwigzanej z kosztami. Macie Panstwo prawo do bezptatnej
informacji we wiasnym jezyku. Zadzwoncie pod 800-722-1471

(TTY: 800-842-5357).

Portugués (Portuguese):

Este aviso contém informagdes importantes. Este aviso podera conter
informagdes importantes a respeite de sua aplicagdo ou cobertura por meio
do Premera Blue Cross. Poderao existir datas importantes neste aviso.
Talvez seja necessario que vocé tome providéncias dentro de
determinados prazos para manter sua cobertura de saude ou ajuda de
custos. Vocé tem o direito de obter esta infermacéo e ajuda em seu idioma
e 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 séndtate prin Premera Blue Cross. Pot exista date cheie
n aceastd notificare. Este posibil sa fie neveie sa actionati pand la anumite
termene limitad pentru a vd mentine acoperirea asigurérii de sénatate sau
asistenta privitoare la costuri. Aveti dreptul de a obtine gratuit aceste
informatii si ajutor in limba dumneavoastra. Sunati la 800-722-1471

(TTY: 800-842-5357).

Pycckuit (Russian):

HacTosee yBegoMneHne coaepknT BaxHyro MHgpopmaumio. 3To
yBejoMMeHne MOXET COAepKaTb BaHYI0 UHopMaLjio o Ballem
3aABNEHUN UMK CTPAXOBOM NOKPLITUKM Yepes Premera Blue Cross. B
HacToslLeM yBeJOMNeHn MoryT GbiTb yKka3aHbl iloYeBble gaTtbl. Bam,
BO3MOXHO, NOTPeBYeTCA NPUHATL Mepbl K ONpejeneHHbIM NpeAeNbHbiM
cpoKam Ans coXpaHeHUs CTPaxoBOro NOKPLITUA UMM MOMOLLM C pacxofamu.
Bbl UMeeTe Npaso Ha BecnnaTHoe nonydyeHwe aTel MHBopMaLun U
nomolLLb Ha Ballem Asbike. 3BoHnTe no Tenedony 800-722-1471

(TTY: 800-842-5357).

Fa'asamoa (Samoan);

Atonu ua iai i lenei fa’asilasilaga ni fa’amatalaga e sili ona taua e tatau
ona e malamalama i ai. O lenei fa'asilasilaga o se fesoasoani e fa'amatala
atili i 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 i aso fa'apitoa olo'c 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 fesoasoani mai ai
i le polekalame a le Malo olo’e e iai i ai. Olo'e iai iate oe le aia tatau e maua
atu i lenei fa'asilasilaga ma lenei fa'matalaga i legagana e te malamalama i
ai aunoa ma se togiga tupe. Vili atu i le telefoni 800-722-1471

(TTY: 800-842-5357).

Espaiiol (Spanish):

Este Aviso contiene informacién 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
aviso. Es posible que deba tomar alguna medida antes de determinadas
fechas para mantener su cobertura médica o ayuda con los costos. Usted
tiene derecho a recibir esta informacién y ayuda en su idioma sin costo
alguno. Llame al 800-722-1471 (TTY: 800-842-5357).

Tagalog (Tagalog):

Ang Paunawa na ito ay naglalaman ng mahalagang impormasyon. Ang
paunawa na ito ay maaaring naglalaman ng mahalagang impormasyon
tungkol sa iyong aplikasyon o pagsakop sa pamamagitan ng Premera Blue
Cross. Maaaring may mga mahalagang petsa dito sa paunawa. Maaring
mangailangan ka na magsagawa 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 impermasyon
at tulong sa iyong wika ng walang gastos. Tumawag sa 800-722-1471
(TTY: 800-842-5357).

Ine (Thai):
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800-722-1471 (TTY: 800-842-5357)

YkpaiHcekui (Ukrainian):

Lle noBiaomMneHHA MicTUTE BaXnuByY iHcbopmauito. Lie nosigomneHHs
MOXe MICTUTU BaXWBY iHopmMaLjio Npo Bale 3sepHeHHA Woao
cTpaxyBsanbHoro nokpuTTa Yepes Premera Blue Cross. 3BepHiTb yBary Ha
KIMIOYOBI 4aTh, AKi MOXYTE ByTH i y UboMY noB.ig ii. lcHye
iMoBipHICTb Toro, wo Bam Tpeba Byae 34ilCHUT NeBHI KPOKK ¥ KOHKPETHI
KiHUeBI cTpokn ANA Toro, Wob 36epertu Balwe meanyHe cTpaxyBaHHA abo
oTpumaTh diHaHcosy gonomory. ¥ Bac € npaso Ha oTpUMaHHsA uiei
iHpopmauii Ta Jonomorn BeakolTOBHO Ha Bawii pigHin mosi. [3BoHiTE 3a
Homepom Tenedony 800-722-1471 (TTY: 800-842-5357).

Tiéng Viét (Vietnamese):

Théng béo nay cung cap théng tin quan trong. Théng béo nay cé théng
tin quan trong v& don xin tham gia hoéc hop ddng bao hiém clia quy vi qua
chwong trinh Premera Blue Cross. Xin xem ngay quan trong trong thdng
bao nay. Quy vi ¢6 thé phai thue hién theo thang bac dung trong thoi han
dé duy tri bdo hiém strc khée hodc dwoc tro gilp thém vé chi phi. Quy vi cé
quyén duoc biét théng tin nay va duge trg giap bing ngdn ngl cia minh
mién phi. Xin goi so 800-722-1471 (TTY: 800-842-5357).



