Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
L

Health Insurance
Affilkated with UW Health

RIVER VALLEY SCHOOL DISTRICT
9076442 - POS HSA

Coverage Period: 9/1/2018 - 8/31/2019
Coverage for: Single/Family| Plan Type: POS

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. For more information about your coverage, or to get a copy of the complete terms of coverage, visit https://unityhealth.com/apps/CertLookup.
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 view the Glossary at www.unityhealth.com or call 1-800-362-3310 to request a copy.

Important Questions

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Are there other
deductibles for specific
services?

What is the out-of-pocket
limit for this plan?

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

Will you pay less if you
use a network provider?

In Network: $2,000 Single/$4,000 Family per
Benefit Year

Out of Network: $2,000 Single/$4,000 Family
per Benefit Year

Yes. Preventive care services are covered
before you meet your deductible.

No.

In Network: $2,000 Single/$4,000 Family per
Benefit Year

Out of Network: $4,000 Single/$8,000 Family
per Benefit Year

Premiums, balance-billing charges, penalties
for failure to obtain prior authorization, and
health care this plan doesn't cover.

Yes.

See www.unityhealth.com/findadoctor or call
1-800-362-3310 for a list of network

Underwritten by Unity Health Plans Insurance Corporation
Questions: Call 1-800-362-3310 or visit us at www.unityhealth.com.

If you aren't clear about any of the underlined terms used in this form, see the Glossary. You can view the
Glossary at www.unityhealth.com/glossary or call 1-800-362-3310 to request a copy.

Generally, you must pay all of the costs from providers up to the deductible amount before
this plan begins to pay.

If you have other family members on the policy, the overall family deductible must be met
before the plan begins to pay.

This plan covers some items and services even if you haven't yet met the deductible
amount. But a copayment or coinsurance may apply. For example, this plan covers certain
preventive services 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.

You don't have to meet deductibles for specific services.

The out-of-pocket limit is the most you could pay in a year for covered services.

If you have other family members in this plan, the overall family out-of-pocket limit must be
met.

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

This plan uses a provider network. You will pay less if you use a provider in the plan’s
network. You will pay the most if you use an out-of-network provider, and you might receive
a bill from a provider for the difference between the provider’s charge and what your plan
pays (balance billing). Be aware, your network provider might use an out-of-network provider

Tracking ID: PZ7XDEN90
POS SBC
UH01202 (01 18)
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providers.

for some services (such as lab work). Check with your provider before you get services.

see a specialist?

Do you need a referral to

No.

You can see the specialist you choose without a referral.

Common
Medical Event

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

Services You May Need

Primary care visit to treat

What You Will Pay

In Network Provider
(You will pay the least)

No charge after deductible

Out of Network Provider
(You will pay the most)
20% coinsurance after

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Limitations, Exceptions, & Other Important |
Information

Charges for e-Visits will apply to your

an injury or illness deductible deductible/coinsurance.
o
Specialist visit No charge after deductible A0 BTG £l none

deductible

One (1) Routine Adult Vision exam is covered
with no charge. Cost sharing applies to
subsequent exams.

No coverage for Out-of-Network Hearing
Exams.

Other practitioner office | Chiro/Adult Vision: No charge Chiro/Adult Vision: 20%
visit after deductible coinsurance after deductible. , . .
Benefits are not available for care that is
Maintenance and Supportive Care or Long-
term Therapy.
Glasses/contacts for Adult Routine Vision are
not covered.
Coverage is limited to preventive services as
defined by the Affordable Care Act.
Preventive o i
. 20% coinsurance after : ,
care/screening/ No charge . You may have to pay for services that aren’t
, P deductible : L :
immunization preventive. Ask your provider if the services

needed are preventive. Then check what your
plan will pay for.

If you have a test

Diagnostic test (x-ray,

20% coinsurance after

blood work) No charge after deductible deductible none
Imaging (CT/PET scans, . 20% coinsurance after R
MRIs) No charge after deductible deductible none
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Common
Medical Event

If you need drugs to
treat your iliness or
condition

More information about
prescription drug
coverage is available
at
www.unityhealth.com/d

rugformulary

If you have
outpatient surgery

If you need
immediate medical
attention

If you have a hospital
stay

If you need mental
health, behavioral
health, or substance
abuse services

If you are pregnant

Services You May Need

Preferred Generics | Tier
1

Preferred Brands | Tier 2

Non-Preferred Brands &
Generics | Tier 3

Specialty drugs | Tier 4

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

Physician/surgeon fees

Emergency room care
Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital
room)

Physician/surgeon fees

Outpatient services

Inpatient services

Office visits

Childbirth/delivery
professional services

No charge after deductible
No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible

What You Will Pay

In Network Provider Out of Network Provider
(You will pay the least) (You will pay the most)

No charge after deductible
No charge after deductible

No charge after deductible

No charge after deductible

20% coinsurance after
deductible

20% coinsurance after
deductible

No charge after deductible
No charge after deductible

20% coinsurance after
deductible
20% coinsurance after
deductible
20% coinsurance after
deductible

20% coinsurance after
deductible

20% coinsurance after
deductible

20% coinsurance after
deductible
20% coinsurance after
deductible

Limitations, Exceptions, & Other Important
Information

none

Prior authorization may be required. See
https://unityhealth.com/members/how-to-get-
care/prior-authorization or call Customer
Service for additional information.

none

none

none

Prior authorization is required. See
https://unityhealth.com/members/how-to-get-
care/prior-authorization or call Customer
Service for additional information.

Benefits are not available for care that is
Maintenance and Supportive Care or Long-
term therapy.

Prior authorization is required. See
https://unityhealth.com/members/how-to-get-
care/prior-authorization or call Customer
Service for additional information.

Maternity care may include tests and services

described elsewhere within this document
(i.e. ultrasound).
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Common
Medical Event

Services You May Need |

Childbirth/delivery facility
services

What You Will Pay

In Network Provider
(You will pay the least)

No charge after deductible

Out of Network Provider
(You will pay the most)

20% coinsurance after
deductible

| Limitations, Exceptions, & Other Important

Information

Prior authorization is required for inpatient
services. See
https://unityhealth.com/members/how-to-get-
care/prior-authorization or call Customer
Service for additional information.

If you need help
recovering or have
other special health
needs

Home health care

No charge after deductible

20% coinsurance after
deductible

Coverage is limited to 60 visits per Benefit
Year.

Prior authorization is required. See
https://unityhealth.com/members/how-to-get-
care/prior-authorization or call Customer
Service for additional information.

Rehabilitation services

No charge after deductible

20% coinsurance after
deductible

Coverage for Physical, Speech and
Occupational therapy is limited to a combined
total of 40 visits per Benefit Year. This limit is
shared between Rehabilitation and
Habilitation services.

Cardiac Rehab is limited to 36 visits per
event.

Habilitation services

No charge after deductible

20% coinsurance after
deductible

Coverage for Physical, Speech and
Occupational therapy is limited to a combined
total of 40 visits per Benefit Year. This limit is
shared between Rehabilitation and
Habilitation services.

Prior authorization may be required. See
https://unityhealth.com/members/how-to-get-
care/prior-authorization or call Customer
Service for additional information.
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Common
Medical Event

Services You May Need |

Skilled nursing care

What You Will Pay

In Network Provider
(You will pay the least)

No charge after deductible

Out of Network Provider
(You will pay the most)

20% coinsurance after
deductible

| Limitations, Exceptions, & Other Important

Information

Coverage limited to 90 days per confinement.

This benefit is combined with the Swing Bed
Care benefit.

Prior authorization is required. See
https://unityhealth.com/members/how-to-get-
care/prior-authorization or call Customer
Service for additional information.

Durable medical
equipment

No charge after deductible

20% coinsurance after
deductible

Coverage for --

Foot Orthotics: Limited to one pair per Benefit
Year.

Hearing Aids: Limited to one per ear every 36
months.

To obtain the list of covered hearing aid
models log onto unityhealth.com/hearingaids
or contact Customer Service.

Prior authorization may be required. See
https://unityhealth.com/members/how-to-get-
care/prior-authorization or call Customer
Service for additional information.

Hospice services

No charge after deductible

20% coinsurance after
deductible

Prior authorization is required. See
https://unityhealth.com/members/how-to-get-
care/prior-authorization or call Customer
Service for additional information.

Hospice coverage excludes room and board
charges in a Skilled Nursing Facility.

If your child needs
dental or eye care

20% coinsurance after

Children's eye exam No charge . Limited to one exam per Benefit Year.
deductible

Children's glasses Not Covered Not Covered none

Children's dental check- Not Covered Not Covered none

up
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Excluded Services & Other Covered Services:

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

* Acupuncture * Long-term care * Routine foot care
+ Cosmetic surgery + Non-emergency care when traveling outside the U.S. * Weight loss programs
* Dental care (Adult) * Private-duty nursing

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

* Bariatric surgery * Hearing aids

. Chiropractic care K |nfert|||ty treatment * Routine eye care (AdUIt)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Wisconsin Office of the Commissioner of Insurance at 1-800-236-8517, the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272)
or www.dol.gov/ebsa/healthreform, or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov. 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: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or for assistance, contact:
Office of the Commissioner of Insurance, Complaints Department, PO Box 7873, Madison, WI 53707-7873, or if coverage is under a group health plan the Employee
Benefits Security Administration at 1-866-444-EBSA (3272).

Does this Plan Provide Minimum Essential Coverage? Yes.
If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this Coverage Meet the Minimum Value Standard? 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.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espariol, llame al 1-800-362-3310 or 1-800-877-8973 (TTY).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-362-3310 or 1-800-877-8973 (TTY)
Chinese (FF3X): SNRF|EFXHVEEE), BHRITXN 518 1-800-362-3310 or 1-800-877-8973 (TTY)

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-362-3310 or 1-800-877-8973 (TTY)

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

,"' I \

Peg is Having a Baby

(9 months of in-network pre-natal care and a hospital
delivery)

M The plan’s overall deductible
M Specialist copayment

M Hospital (facility) coinsurance
B Other coinsurance

$2,000
Deductible

0%
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

In this example, Peg would pay:

Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered

Limits or exclusions
The total Peg would pay is

$12,731

$2,000
$0
$0

$10
$2,010

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

condition)
M The plan’s overall deductible $2,000
B Specialist copayment Deductible
M Hospital (facility) coinsurance 0%
B Other coinsurance 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 $7,389
In this example, Joe would pay:
Cost Sharing

Deductibles* $2,000

Copayments $0

Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Joe would pay is $2,000

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.

Mia’s Simple Fracture

(in-network emergency room visit and follow up

care)
B The plan’s overall deductible $2,000
B Specialist copayment Deductible
® Hospital (facility) coinsurance 0%
B Other coinsurance 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 $1,925
In this example, Mia would pay:
Cost Sharing
Deductibles* $1,900
Copayments $0
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,900
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GUNDERSEN

HEALTH PLAN

A QUARTZ AFFILIATE

L
:ID Physicians Plus

A QUARTZ AFFILIATE

Quartz

A QUARTZ AFFILIATE

Non-Discrimination & Language Access

Quartz is the brand name for a group of companies
committed to your health: Unity Health Plans Insurance
Corporation, Physicians Plus Insurance Corporation,
Gundersen Health Plan, Inc., and Gundersen Health Plan
Minnesota. These companies are separate legal entities.
In this notice “we" refers to all Quartz companies.

For assistance understanding these materials in a
language other than English, call (800) 362-3310
and a Customer Service representative will assist you.
TTY users should call 711 or (800) 877-8973.

We comply with applicable Federal civil rights laws

and do not discriminate on the basis of race, color,
national origin, age, disability, sex, gender identity, sexual
orientation or health status.

We provide free aids and services to people with
disabilities to communicate effectively with us, such as -
= Qualified sign language interpreters

m Written information in other formats (large print, audio,
accessible electronic formats, other formats)

We provide free language services to people whose
primary language is not English, such as -

®  Qualified interpreter
Information written in other languages

If you need these services, contact Customer Service at
(800) 362-3310.

If you believe we 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 —

Kristie Meier, Compliance Officer

840 Carolina Street

Sauk City, W1 53583

Phone: (800) 362-3310

TTY /TDD: 711 or toll free (800) 877-8973
Fax: (608) 644-3500

Email: AppealsSpecialists@quartzbenefits.com

You can file a grievance in person or by mail, fax or
emalil. If you need help filing a grievance, Kristie Meier,
Compliance Officer, 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 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 hhs.gov/ocr/office/file/
index.html

Quartz is a Qualified Health Plan issuer in the Health
Insurance Marketplace in certain states. To learn more,
visit the Health Insurance Marketplace at Healthcare.gov.

For help to translate or understand this, please call (800) 362-3310, TTY / TDD: 711 / (800) 877-8973.

Spanish - Este aviso contiene informacién importante. Este
aviso contiene informacion importante acerca de su solicitud
o cobertura a través de Quartz. Preste atencion a las fechas
clave que contiene este aviso. Es posible que deba tomar
alguna medida antes de determinadas fechas para mantener
su cobertura médica u obtener ayuda con los costos. Usted
tiene derecho a recibir esta informacion y ayuda en su idioma
sin costo alguno. Llame al (800) 362-3310.

TTY /TDD: 711 / (800) 877-8973.

Hmong - Tsab ntawv tshaj xo no muaj cov ntshiab lus tseem
ceeb. Tsab ntawv tshaj xo no muaj cov ntsiab lus tseem ceeb
txog koj daim ntawv thov kev pab los yog cov kev pab kam
them nqi kho mob los ntawm Quartz. Saib cov caij nyoog
ceeb hauv daim ntawv no. Tej zaum koj kuj yuav tau ua gee
yam kom tsis pub dhau cov caij nyoog koj thiaj yuav tau txais
kev pab kam them nqi kho mob los yog kev pab them tej nqi
kho mob. Koj muaj cai tau cov ntshiab lus no thiab tau kev pab
ua koj hom lus pub dawb rau koj. Hu rau (800) 362-3310.
TTY /TDD: 711 / (800) 877-8973.

Vietnamese - Thong bao nay cung cap théng tin quan
trong. Thong bao nay ¢6 théng tin quan trong ban vé
don nép hodc hop dong bao hiém qua chuong trinh
Quartz. Xin xem ngay then chét trong théng bao nay.
Quy vi ¢6 thé phal thuc hién theo théng bao dung
trong thoi han dé duy tri bao hiém strc khde hodc
duoc tro trup thém vé chi phi. Quy vi co quyen ducc
blet théng tin nay va duoc tro giup bing ngdn ngir
ctia minh mién phi. Xin goi s6 (800) 362-3310.

TTY / TDD: 711 / (800) 877-8973.

Chinese - AR EBEZENNR - ABHNEETHT
R3@B Quartz 2R 2 WAk R B TEHENEEN

B BBREABNNNEZON - BolftRBETEEH
#E B ER 2 Bl SR ERATEN - Llﬁﬁﬁ,mé’]@?ﬁﬁ &HEE
BlekE &R IE’%#E%'I%EE BUEREEEERN
ABABEER) - 5 E (800) 362-3310 o Fmi A
W:E - 711/ (800) 877-8973. o

Russian — HacTosllee yBejoMNeHNe COAePKUT
BaXHYIO MHMOpPMaLMIo. ITO yBeJOMIIeHMe
COLLEPXKUT BAXHYIO MHGMDOPMALNIO O BaLLEM
3asBJIeHUN UM CTPAXOBOM MOKPLITUM Yepe3 Quartz.
MocMOTpUTe Ha KJtoYeBble AaThl B HACTOALLEM
yBeoM/ieHnn. Bam, BO3MOXHO, noTpebyeTcs
NPUHATL Mepbl K OMNpefesieHHbIM MpeenbHbIM
CPpOKaM Asid COXPaHeHUA CTPaxXOoBOro NOKpPbITUA
WK MOMOLLM C pacxodamu. Bbl nMeeTe nNpaBo
Ha 6ecnnaTHoe nosy4yeHne 3Toi MHboOPMaLUK 1
MOMOLLb Ha BalleM A3biKe. 3BOHUTE MO TenehoHy
(800) 362-3310. TTY /TDD: 711 /(800) 877-8973.

Laotian - mjmnnuzunmau mgmu:uuauu
znamn:’gonumnmzmna § navguasg2e9na
Tovmn Quartz. Tzncugmuoowmmaueﬂmmgn

quil. musnmamsg‘:m“ﬁacommmnmumum
Dooaaficuuey WeEnganauguasgzegnau §
muaoacmamum?afaw mnuuaotosuaunaqomu
LR muaomzne:z'juwﬁmasgmﬂn ToyucmmTawaog.
ntomad (800) 362-3310. TTY / TDD: 711 / (800) 877-8973.




German - Diese Benachrichtigung enthélt wichtige
Informationen. Diese Benachrichtigung enthalt wichtige
Informationen bezuglich lhres Antrags oder lhres
Krankenversicherungsschutz durch Quartz. Suchen Sie

nach wichtigen Terminen in dieser Benachrichtigung. Sie
konnten bis zu bestimmten Stichtagen handeln miissen, um
Ihren Krankenversicherungsschutz oder Hilfe mit den Kosten
zu erhalten. Sie haben das Recht, kostenlose Hilfe und
Informationen in lhrer Sprache zu erhalten. Rufen Sie an unter
(800) 362-3310. TTY / TDD: 711 /(800) 877-8973.

Arabic-  Quartz JMa g ksl e J peaall il (ya pady
Fage Claglaa HledV) 138 (5 ga Aala Cilasbea Hlad¥) 138 5oy |
Sl a3 sacbuall 5f pnall eliphat e Lliall Lime
GV P ol al HASY ZUad a8 s 1 b dalgl)
Fal Al ge &) TTY / TDD: 711 / (800) 877-8973
.(800) 362-3310 & Juaai) AdlS5 (5l () 93 (o iy B2e Lusal)
il shaall e J geaall b gall &ll

French - Cet avis contient des informations importantes. Cet
avis contient des informations importantes concernant votre
demande ou sur la prise en charge par Quartz. Rechercher les
dates importantes sur le présent avis. Il se peut qu'une action
de votre part soit nécessaire avant une certaine date afin de
conserver votre couverture santé ou votre aide sur les frais.
Vous avez le droit d'obtenir gratuitement ces informations et

une assistance dans votre langue. Appelez le (800) 362-3310.

TTY/TDD: 711 /(800) 877-8973.

Korean - 2 EX|M0= 528t HE7} E0{ J&LICL &2
EX|Moll= A5te| Al = QuartzE §8H EEEFof| 2kt
S8t JEIL 50| USLICL 2 EXM| LIJAU = 525 EME
ot AR, stk Fetel 71 BEEEE RXet7| 2l EF
OFZATLX| ZXIE F|oH0F & = U7{LE, H|80f| 25t ==0|
URs 2~ QlELICE FsHs FSH7H AF8stE Q102 0]2{§t
e rgs RER ghg Ha|7t QlELICE (800) 362-3310
HoZ M3lsHAA|2. TTY / TDD: 711 /(800) 877-8973.

Tagalog - Ang Abisong ito ay may Importanteng
Impormasyon. Ang abisong ito ay may importanteng
impormasyon tungkol sa aplikasyon o proteksiyon mo sa
pamamagitan ng Quartz. Hanapin ang mga pangunahing
petsa na nasa abisong ito. Maaaring kailangan mong kumilos
bago sumapit ang ilang takdang araw para mapanatili ang
proteksiyon ng kalusugan mo o para makatulong sa mga
gastusin. Karapatan mong makuha ang impormasyon na ito na
nasa wika mo nang walang gastos. Tumawag sa numerong
(800) 362-3310. TTY / TDD: 711 / (800) 877-8973.

Pennsylvanian Dutch — Die Bekanntmaching gebt wichdichi
Auskunft. Die Bekanntmaching gebt wichdichi Auskunft baut
dei Application oder Coverage mit Quartz. Geb Acht fer
wichdiche Daadem in die Bekanntmachung. Es iss meeglich,
ass du ebbes duh muscht, an beschtimmde Deadlines, so

ass du dei Health Coverage bhalde kannscht, odder bezaahle
helfe kannscht. Du hoscht es Recht fer die Information un Hilf
in deinre eegne Schprooch griege, un die Hilf koschtet nix.
Wann du mit me Interpreter schwetze witt, kannscht du (800)
362-3310 uffrufe. TTY / TDD: 711 / (800) 877-8973.

Polish — To zawiadomienie zawiera wazne informacje.

To zawiadomienie zawiera wazne informacje dotyczace
Panstwa wniosku lub zakresu ubezpieczenia w

Quartz. Prosze zwrdci¢ uwage na wazne daty podane

w zawiadomieniu. Moga to by¢ terminy dokonania
okreslonych czynnosci koniecznych do zachowania
ubezpieczenia zdrowotnego lub uzyskania pomocy
zwiazanej z kosztami. Maja Panstwo prawo do otrzymania
tej informacji oraz uzyskania pomocy bezptatnie w swoim
jezyku. Prosze dzwoni¢ pod numer: (800) 362-3310.
TTY / TDD: 711 / (800) 877-8973.

Hindi - 30 Tfed # wgcaqul ST 81 39 Aifed § T
STaee AT Quartz F ATEAH & FH F Fawst S H Tgeaqor
TEFET g1 39 Afeq #§ H&F qIe €| AT Taresy ST
FATT T AT AT AR TETIAT ITH FIA & oI Tt
At quaEiaT a6 FEETE T HT O ar Gl gl AT
FTE FHT TH AT 72 TAHT ST qErEar T T F 9
F FT ATAFE F| Fier F% 800) 362-33101

TTY /TDD: 711 /(800) 877-8973.

Albanian - Ky njoftim pérmban informacion té réndésishém.
Ky njoftim pérmban informacion té réndésishém pér aplikimin
ose mbulimin tuaj népérmjet Quartz. Kontrolloni pér data t&
réndésishme né kété njoftim. Mund t'ju duhet t& ndérmerrni
veprim brenda afatave té caktuara pér t& mbajtur mbulimin
tuaj shéndetésor ose pér ndihmén me koston. Keni té drejté
ta mermi kété informacion dhe ndihmé falas né gjuhén tuaj.
Telefononi numrin (800) 362-3310.

TTY /TDD: 711 /(800) 877-8973.

Cushite — Oroomiffa XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltidhaan ala, ni argama. Bilbilaa (800) 362-3310. TTY / TDD: 711 / (800) 877-8973.

Amharic - aqnF@F, 995141 £¥% KRTICE NPT PFCHI° KGRI LCHFTE (1R ALTHPTF HHIBHPA: DL TINHAD: £TC LM+ (800) 362-3310.

(P01t ATASTFD- 711 / (800) 877-8973).

Karen - oSaaﬁos:)o:« $61000A 08 0fHmd, se15] ofBmodietoncn cmBRSWBE §ord10598581. o3t (800) 362-3310.TTY / TDD: 711 /(800) 877-89783.

Mon-Khmer, Cambodian - (utiis: wiidschgsSunw manie:, wnsgwigssmnan isnwSsSsngu SncusanUuiys g gidy (800) 362-3310. TTY / TDD: 711 / (800) 877-8973.

Serbocroatian - OBAVJESTENJE: Ako govorite srpskohrvatski, usluge jezi¢ke pomoéi dostupne su vam besplatno. Nazovite (800) 362-3310 TTY- Telefon za osobe sa oste¢enim

govorom ili sluhom: 711 / (800) 877-8973.

Thai — Buu: 01 goang e Inagadnsnlan sn1sanaudanivnisnlen 5 ns (800) 362-3310. TTY / TDD: 711 / (800) 877-8973.

Gujarati — yYuetl: A d oAl cletct &, A R:yes eunt usta Acwzll MRl W2 Guated B. §lot 8 (800) 362-3310. TTY / TDD: 711 / (800) 877-8973.

Urdu - S JIS - Gn Gl (e e ciladd (S a3 (S o) sS o 5 egm il 530 G SV a4 TTY/ TDD: 711/ (800) 877-8973. (800) 362-3310.

Italian — ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero (800) 362-3310. TTY / TDD: 711 / (800) 877-8973.

Greek - [TPOZOXH: Av piIAdTe eAANVIKA, aTn d1IGBean gag BPiTKoVTal UTTNPETIEC YAWTTIKAG UTTOOTAPIENG, O1 OTTOIEC TTapEXOVTal dwpPedy. KaAEaTe (800) 362-3310.

TTY /TDD: 711 /(800) 877-8973.
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