Your summary of benefits Anthem 19

Anthem® Blue Cross and Blue Shield

Your 2025 Contract Code: SKMQ

Your Plan: Anthem Gold Blue Priority POS 2000/20% /5500
Your Network: Blue Priority - WI

This summary of benefits is a brief outline of coverage, designed to help you with the selection process. Unless stated otherwise, the limitations
Sor In- and Out-of-Network services are combined and services received in an office, Ambulatory Surgical Center, or ontpatient facility are
combined across all ontpatient settings. This summary does not reflect each and every benefit, exclusion and limitation which may apply to
the coverage. For more details, important limitations and exclusions, please review the Certificate of Insurance or Evidence of Coverage
(EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Evidence of
Coverage (EOC), will prevail.

Visits with Virtual Care-Only Providers Cost through our mobile app and website

Primary Care, and medical services for urgent/acute | No charge
care

Mental Health & Substance Use Disorder Services No charge

Specialist care $75 copay per visit deductible does not apply
Cost if you use an Cost if you use an
Covered Medical Benefits In-Network Out-of-Network
Provider Provider
Overall Deductible $2,000 person / $6,000 person /
$4,000 family $12,000 family
Overall Out-of-Pocket Limit $5,500 petson / $16,500 petson /
When you meet your out-of-pocket limit, you will no longer have to pay cost- $11,000 family $33,000 family
shares during the remainder of your benefit period.

The family dednctible and out-of-pocket limit are embedded, meaning the cost shares of one family member will be applied to the per
member deductible and per member out-of-pocket limit; in addition, amounts for all covered family members apply to both the family
deductible and family ont-of-pocket limit. No one member will pay more than the per member deductible or per member out-of-pocket
Linait.

In-Network and Out-of-Network deductibles and ont-of-pocket limit amonnts are separate and do not accumulate toward each other.

All medical services subject to a coinsurance are also subject to the annual medical deductible.

Al medical and pharmacy deductibles, copayments and coinsurance apply to the out-of-pocket limit. However, member cost sharing for
the following service(s) do not apply toward the ont-of-pocket limit: adult vision, Out-of-Network Human Organ and Tissue
Transplant and Cellular and Gene Therapy.
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Cost if you use an Cost if you use an

Covered Medical Benefits In-Network Out-of-Network
Provider Provider

Doctor Visits (virtual and office) You are encouraged to select a Primary Care Physician (PCP). For members up to age 19,
visits in an office with In-INetwork Providers for primary care, and mental health and substance use disorder services are covered at no
charyge.

Primary Care (PCP) and Mental Health and Substance Use $20 copay per visit 50% coinsurance

Disorder Services virtual and office deductible does not after deductible is
apply met

Specialist Care virtual and office $75 copay per visit 50% coinsurance
deductible does not after deductible is
apply met

Other Practitioner Visits

Maternity Doctor services (prenatal/postnatal care and delivery) 20% coinsurance 50% coinsurance

In-Network preventive prenatal services are covered at 100%. after deductible is after deductible is
met met

Retail Health Clinic $20 copay per visit 50% coinsurance
deductible does not after deductible is
apply met

Chiropractic Services $20 copay per visit 50% coinsurance
deductible does not after deductible is
apply met

Acupuncture Not covered Not covered

Other Services in an Office

Allergy Testing $20 copay per visit 50% coinsurance
deductible does not after deductible is
apply met

Prescription Drugs - Dispensed in the office 20% coinsurance 50% coinsurance

For the drugs itself dispensed in the office through infusion/ injection. | after deductible is after deductible is
met met

Surgery $75 copay per surgery | 50% coinsurance
deductible does not after deductible is
apply met

Preventive care/screenings/immunizations No charge 50% coinsurance
after deductible is
met

Preventive care for Chronic Conditions per IRS guidelines No charge 50% coinsurance
after deductible is
met
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Cost if you use an Cost if you use an

Covered Medical Benefits In-Network Out-of-Network
Provider Provider
Diagnostic Services
Lab
Office 20% coinsurance 50% coinsurance
Office Cost Share applies only when Freestanding/ Reference Labs are | after deductible is after deductible is
not used. met met
Freestanding Lab/Reference Lab No charge 50% coinsurance
after deductible is
met
Outpatient Hospital 20% coinsurance 50% coinsurance
after deductible is after deductible is
met met
X-Ray
Office 20% coinsurance 50% coinsurance
after deductible is after deductible is
met met
Freestanding Radiology Center $75 copay per visit 50% coinsurance
deductible does not after deductible is
apply met
Outpatient Hospital 20% coinsurance 50% coinsurance
after deductible is after deductible is
met met
Advanced Diagnostic Imaging - for example: MRI, PET
and CAT scans
Office 20% coinsurance 50% coinsurance
after deductible is after deductible is
met met
Freestanding Radiology Center $250 copay per visit | 50% coinsurance
deductible does not after deductible is
apply met
Outpatient Hospital 20% coinsurance 50% coinsurance
after deductible is after deductible is
met met
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Covered Medical Benefits

Cost if you use an

In-Network
Provider

Cost if you use an
Out-of-Network
Provider

Emergency and Urgent Care
Urgent Care (Office Setting)

Emergency Room Facility Services
Your copay will be waived if admitted.

Emergency Room Doctor and Other Services

Emergency Room Doctor Services for Mental Health and
Substance Use Disorders

Ambulance (Air, Ground, and Water)
Authorized Out-of-Network non-emergency ambulance services are limited to

an Anthem maximum payment of $50,000 per trip.

$100 copay per visit
deductible does not
apply

$500 copay per visit
after deductible is
met

20% coinsurance
after deductible is
met

No charge after
deductible is met

$500 copay per trip
after deductible is
met

50% coinsurance
after deductible is
met

Covered as In-
Network

Covered as In-
Network

Covered as In-

Network

Covered as In-
Network

Outpatient Mental Health and Substance Use Disorder
Services at a Facility

Facility Fees

Doctor Services

20% coinsurance
after deductible is
met

20% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

Outpatient Surgery

Facility Fees
Hospital

Ambulatory Surgical Center

Physician and other services including surgeon fees

Hospital

Ambulatory Surgical Center

20% coinsurance
after deductible is
met

$350 copay per visit
deductible does not

apply

20% coinsurance
after deductible is
met

No charge

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met
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Covered Medical Benefits

Cost if you use an

In-Network
Provider

Cost if you use an
Out-of-Network
Provider

Hospital Stay (all Inpatient stays including Maternity, Mental

Health and Substance Use Disorder Services)

Facility fees (for example, room & board)
Coverage for Inpatient Rebabilitation is limited to 60 days per benefit
period.

Physician and other services including surgeon fees

20% coinsurance
after deductible is
met

20% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

Home Health Care

Coverage is limited to 60 visits per benefit period. 1 isit limit does not apply to
Home Infusion Therapy or Home Dialysis. Linits are combined for home
health care and private duty nursing. Benefit limit and cost share applies to
physical, occupational, speech, respiratory, cardiac and pulmonary therapy when
performed as part of Home Health.

20% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

Rehabilitation services (for example,
physical/speech/occupational therapy)

Coverage for occupational therapy is limited to 20 visits per benefit period,
physical therapy is limited to 20 visits per benefit period and speech therapy is
limited to 20 visits per benefit period. Limit is in addition to the 30 visit post-
cochlear implant aural therapy limitation.

Office

Outpatient Hospital

$75 copay per visit
deductible does not

apply

20% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

Habilitation services (for example,
physical/speech/occupational therapy)

Coverage for occupational therapy is limited to 20 visits per benefit period,
physical therapy is limited to 20 visits per benefit period and speech therapy is
limited to 20 visits per benefit period.

Office

Outpatient Hospital

$75 copay per visit
deductible does not
apply

20% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

Pulmonary rehabilitation
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Covered Medical Benefits

Cost if you use an

In-Network
Provider

Cost if you use an
Out-of-Network
Provider

Office

Outpatient Hospital

$75 copay per visit
deductible does not

apply

20% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

Cardiac rehabilitation
Coverage is limited to 36 visits per benefit period.

Office

Outpatient Hospital

$75 copay per visit
deductible does not
apply

20% coinsurance

after deductible is
met

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

Dialysis/Hemodialysis office and outpatient hospital

20% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

Chemo/Radiation Therapy office and outpatient hospital

20% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

Skilled Nursing Care (in a facility)
Coverage is limited to 30 days per admission.

20% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

Inpatient Hospice

20% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

Durable Medical Equipment

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

Prosthetic Devices

Coverage for wigs is limited to 1 item after cancer treatment per benefit period.
Coverage for hearing aids and services is limited to 1 item per hearing-impaired
ear every 3 years.

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met
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Covered Prescription Drug Benefits

Cost if you use a
Preferred
Network
Pharmacy

Cost if you use an
In-Network
Pharmacy

Cost if you use an
Out-of-Network
Pharmacy

Pharmacy Deductible

Not applicable

Not applicable

Combined with
Out-of-Network
medical deductible

Pharmacy Out-of-Pocket Limit

Combined with In-
Network medical
out-of-pocket limit

Combined with In-
Network medical
out-of-pocket limit

Combined with
Out-of-Network
medical out-of-
pocket limit

Prescription Drug Coverage
Network: Rx Choice Tiered Network

Drug List: Select Drugs not included on the Select drug list will not be covered. Prescription Drugs that we are required to cover by
federal law under the “Preventive Care” benefit will be covered with no deductible, copayments or coinsurance when you use an In-Network

Pharmacy.

Day Supply Limits:

Retail Pharmacy 30 day supply (cost shares noted below)

Retail 90 Pharmacy 90 day supply (cost shares noted below)
Home Delivery Pharmacy 90 day supply (maximum cost shares noted below). Maintenance medications are available through our
home delivery pharmacy. Y on may get two 30-day supply fills of the same maintenance medication at a retail pharmacy. Prior to your 3rd
Jill, you must call us on the number on your ID card and tell us if you wonld like to keep getting your maintenance medications from a retail
Pharmacy or if you would like to use home delivery. 1f you do not contact us, you will pay the full retail cost of any maintenance medication

until you inform us of your decision.

Specialty Pharmacy 30 day supply (cost shares noted below for retail and home delivery apply). We may require certain drugs with
special handling, provider coordination or patient education be filled by onr designated specialty pharmacy.

Tier 1 - Typically Generic $10 copay per $20 copay per 50% coinsurance
Each 90 day supply script filled at Retail 90 prescription, prescription, after deductible is
pharmacies is subject to 3 times the 30 day supply cost | deductible does not | deductible does not | met (retail) and Not
share(s) charged at Preferred Network and In-Network | apply (retail) and apply (retail only) covered (home
Retail Pharmacies. $20 copay per delivery)

prescription,

deductible does not

apply (home

delivery)
Tier 2 - Typically Preferred Brand $40 copay per $50 copay per 50% coinsurance
Each 90 day supply script filled at Retail 90 prescription, prescription, after deductible is
pharmacies is subject to 3 times the 30 day supply cost | deductible does not | deductible does not | met (retail) and Not
share(s) charged at Preferred Network and In-Network | apply (retail) and apply (retail only) covered (home

Retail Pharmacies.

$100 copay per
prescription,
deductible does not

apply (home
delivery)

delivery)
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Cost if you use a

Cost if you use an

Cost if you use an

Covered Prescription Drug Benefits 113 eferred In-Network Out-of-Network
etwork
Pharmac Pharmacy Pharmacy
y
Tier 3 - Typically Non-Preferred Brand $90 copay per $100 copay per 50% coinsurance
Each 90 day supply script filled at Retail 90 prescription, prescription, after deductible is
pharmacies is subject to 3 times the 30 day supply cost | deductible does not | deductible does not | met (retail) and Not
share(s) charged at Preferred Network and In-Network | apply (retail) and apply (retail only) covered (home
Retail Pharmacies. $225 copay per delivery)
prescription,
deductible does not
apply (home
delivery)
Tier 4 - Typically Specialty (brand and $400 copay per $500 copay per 50% coinsurance
generic) prescription, prescription, after deductible is
deductible does not | deductible does not | met (retail) and Not
apply (retail and apply (retail only) covered (home
home delivery) delivery)
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Covered Vision Benefits

Cost if you use an

In-Network
Provider

Cost if you use an
Out-of-Network
Provider

This is a brief outline of your vision coverage. Not all cost shares for covered services are shown below. Benefits include coverage for member’s
choice of eyeglass lenses or contact lenses, but not both. For a full list, including benefits, exclusions and limitations, see the combined
Evidence of Coverage/ Disclosure form/ Certificate. If there is a difference between this summary and either Evidence of Coverage/ Disclosure
Jform/ Certificate, the Evidence of Coverage/ Disclosure form/ Certificate will prevail. Only children's vision services count towards your out-

of-pocket limit.

Children's Vision Essential Health Benefits (up to age 19)

Child Vision Deductible Not applicable Not applicable
Vision exam No charge $0 copayment up to
Coverage for In-Network Providers and Out-of-Network Providers is limited to plan's Maximum
1 excam per benefit period. Allowed Amount
Frames No charge $0 copayment up to
Coverage for In-Network Providers and Out-of-Network Providers is limited to plan's Maximum
1 unit per benefit period. Allowed Amount
Single Vision Lenses No charge $0 copayment up to
Coverage for In-Network Providers and Out-of-Network Providers is limited to plan's Maximum
1 unit per benefit period. Allowed Amount
Bifocal Vision Lenses No charge $0 copayment up to
Coverage for In-Network Providers and Out-of-Network Providers is limited to plan's Maximum
1 unit per benefit period. Allowed Amount
Trifocal Vision Lenses No charge $0 copayment up to
Coverage for In-Network Providers and Out-of-Network Providers is limited to plan's Maximum
1 unit per benefit period. Allowed Amount
Elective contact lenses No charge $0 copayment up to
Coverage for In-Network Providers and Out-of-Network Providers is limited to plan's Maximum
1 unit per benefit period. Allowed Amount
Non-Elective Contact Lenses No charge $0 copayment up to
Coverage for In-Network Providers and Out-of-Network Providers is limited to plan's Maximum
1 unit per benefit period. Allowed Amount

Adult Vision (age 19 and older)

Adult Vision Deductible Not applicable Not applicable
Vision exam $20 copay Reimbursed Up to
Coverage for In-Network Providers and Out-of-Network Providers is limited to $30

1 exam per benefit period.

Frames

Not covered

Not covered

Single Vision Lenses

Not covered

Not covered
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Costifyou use an  Cost if you use an

Covered Vision Benefits In-Network Out-of-Network
Provider Provider
Bifocal Vision Lenses Not covered Not covered
Trifocal Vision Lenses Not covered Not covered
Elective contact lenses Not covered Not covered
Non-Elective Contact Lenses Not covered Not covered
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Costifyou use an  Cost if you use an

Covered Dental Benefits In-Network Out-of-Network
Provider Provider

This is a brief outline of your dental coverage. Not all cost shares for covered services are shown below. For a full list, including benefits,
excclusions and limitations, see the combined Evidence of Coverage/ Disclosure form/ Certificate. If there is a difference between this summary
and either Evidence of Coverage/ Disclosure form/ Certificate, the Evidence of Coverage/ Disclosure form/ Certificate will prevail. Only
children's dental services count towards your out-of-pocket limit.

Children's Dental Essential Health Benefits

Diagnostic and preventive

Coverage for In-Network Providers and Out-of-Network Providers s limited to

2 visits per 12 months.

0% coinsurance
after deductible is
met

30% coinsurance
after deductible is
met

Basic services

40% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

Maijor services

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

Medically Necessary Orthodontia services

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

Cosmetic Orthodontia services

Not covered

Not covered

Deductible

Combined with
medical deductible

Combined with
medical deductible

Adult Dental

Diagnostic and preventive

Not covered

Not covered

Basic services

Not covered

Not covered

Major services

Not covered

Not covered

Deductible

Not covered

Not covered

Annual maximum

Not covered

Not covered
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Healthy Support & Rewards

To see your rewards and additional information log into the Anthem website at anthem.com or call the
customer service number on your member ID card.

Program Name Program Description

Program Incentive

Smart Rewards Subscriber and spouse/domestic partner may earn rewards  Up to $200 per

(Wellbeing Solutions when eligible activities are completed and, in some member per year
Engagement Package instances, are verified by an Anthem claim.
200)
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Notes:

e Benefit period refers to calendar year.

e For additional information on this plan, please visit www.sbc.anthem.com to obtain a “Summary of Benefits and
Coverage”.

e If services are rendered by a non-participating provider and your plan includes Out-of-Network benefits, you may
be responsible for any difference between the covered plan payment and the actual non-participating provider’s
charge.

e Covered dependents are covered through the end of the month in which the child attains age 26.

e Limitations and Cost shares may vary by site of service. You should refer to your formal contract of coverage for
details.

e Primary Care Physician (PCP) is a professional provider who is a practitioner and specializes in either family
practice, general practice, internal medicine, pediatrics or geriatrics or is any other professional provider as allowed
by the plan.

e Specialty Provider (SCP) is a professional provider, other than a Primary Care Physician, who provides services
within a designated specialty area of practice.

e The limits for physical, occupational, and speech therapy, if any apply to this plan, will not apply if you get care as
part of the Mental Health and Substance Use Disorder benefit.

e Certain diabetic and asthmatic supplies are covered subject to applicable prescription drug copayments /
coinsurance when received from an In-Network pharmacy. These supplies are covered as medical supplies and
durable medical equipment if received from an Out-of-Network pharmacy. Diabetic test strips are covered subject
to applicable prescription drug copayment / coinsurance.

e Covered services include cochlear implants and 30 post-implant aural therapy visits per year.

e When using an In-Network reference/preferred lab in an office setting, your plan may have diagnostic lab setvices
covered in full. Review your Certificate of Coverage for more details.

e Diagnostic mammograms are not subject to Copayments / Coinsurance in Network office and outpatient facility
settings.

e Maternity hospital stays will not be limited to less than 48 hours for a vaginal delivery or 96 hours for a caesarean
section.

e This health plan includes an Employee Assistance Program (EAP) to support your emotional health and wellness
with work life resources, including one-on-one counseling by phone, in person and online. Three counseling visits
are available at no charge to a member. EAP member service is accessible 24/7/365.

Anthem Blue Cross and Blue Shield is the trade name of Blue Cross Blue Shield of Wisconsin (BCBSWi), which underwrites or administers the PPO and indemnity policies;
Compcare Health Services Insurance Corporation (Compcare), which underwrites or administers the HMO policies; and Compcare and BCBSWi collectively, which
underwrite or administer the POS policies. Independent licensees of the Blue Cross and Blue Shield Association. ® ANTHEM is a registered trademark of Anthem Insurance
Companies, Inc. The Blue Cross and Blue Shield names and symbols are registered marks of the Blue Cross and Blue Shield Association.

Questions: (855) 330-1216 or visit us at www.anthem.com

WI/SG/Anthem Gold Blue Priority POS 2000/20%/5500/8KMQ/01-01-2025
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Language Access Services:

Get help in your language

Curious to know what all this says? We would be too. Here’s the English version:
If you have any questions about this document, you have the right to get help and information in your language at no
cost. To talk to an interpreter, call (855) 330-1216

Separate from our language assistance program, we make documents available in
alternate formats for members with visual impairments. If you need a copy of this

document in an alternate format, please call the customer service telephone number on
the back of your ID card.

(TTY/TDD: 711)

) maanll e g ainly e gladl g Saolusadl o seanll @l Gad ool el &l i) g 2l S 13 (A 2))) Arabic
. (855) 330-1216 (o sl e sie
Armenian (hwytipkl). Gl wyu hwunmwpeneh httn juwyywd hwupgtip nibtp, nnip hpwynip nibtip wigawp

unwbiw) oqlinipinih L mtintijuwnynipynih atip iqyny: (Fupgiwbsh htim unubnt hwdwp quibquihwptip
htinlyyw) htinwpunuwhwdiwpny' (855) 330-1216:

Chinese(AXX) : MNBEEARNXEEH IR  CEEFERENEEXREESHYIEN - MFHESA
55 - FEEE(855) 330-1216,
2 sl 1) SaS 5 oledb! 48 Wyyls 1) go gl cdyly e gl geal py e 45 SHse 3o ¢ (L) L3) Farsi

(855) 330-1216 sslas Ly «oalis payis So Loy $8508 ¢l jo L liS adloyy Losyale o) 4 el 4)a

el plas

French (Frangais) : Si vous avez des questions sur ce document, vous avez la possibilité d’accéder gratuitement a ces
informations et a une aide dans votre langue. Pour parler a un interprete, appelez le (855) 330-1216.

Haitian Creole (Kreyol Ayisyen): Si ou gen nenpot kesyon sou dokiman sa a, ou gen dwa pou jwenn ed ak
enfomasyon nan lang ou gratis. Pou pale ak yon entepret, rele (855) 330-1216.

Italian (Italiano): In caso di eventuali domande sul presente documento, ha il diritto di ricevere assistenza e
informazioni nella sua lingua senza alcun costo aggiuntivo. Per parlare con un interprete, chiami il numero (855) 330-
1216.

Japanese (HAEE): COXEL DN TRENS TEAG OB NE. HEEICEHBED SHECEN T ERTTIER
HRAEFIDHBOET, BERCFE TR, (855) 330-1216  [CRBEEEELY,
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Language Access Services:

Korean (St 0]): & EA{0f L5l Ot 2o AtOl2te /UZ 82, oo A= TSt ALESt= o=
FE s W EEE 22 A7t ASLICH SHALRE 0[0F7| St 2{ ™ (855) 330-12162 2|t Al 2.

MNavajo (Diné): Dii naaltsoos bika’igii {ahgo bina’iditkidgo na bohonéedza doo bee ahoot’i’ t'aa ni nizaad k'ehj bee nil
hodoonih t'3adoo bagh ilinigéé. Ata’ halne’igii 1’ bich'i’ hadeesdzih ninizingo ko’ hediilnih (855) 330-1216.

Polish (polski): W przypadku jakichkolwiek pytan zwigzanych z niniejszym dokumentem masz prawo do bezplatnego
uzyskania pomocy oraz informacji w swoim jezyku. Aby porozmawiaé z tlumaczem, zadzwon pod numer: (855) 330-
1216.

Punjabi (UATHh: 7 3773 fon enz=a 99 3dl 7e® J€ I8 3T 3973 I8 W3 €8 wiust s 28 wee w3 Treardt
Y3 996 € Mitarg ger J| e T o7 918 do6 BEl, (855) 330-1216 3 9%

Russian (Pycckuii): ecAl 7 BaC €CTh KAKHE-AHOO BOIPOCH B OTHOIIEHHH AAHHOTO AOKVMEHTA, B HMEETE IIPaBOo Ha
OECTIAATHOE HOAVIEHHE TOMOIIH H HH(POPMAIIHH Ha BAIIEM A3HKe. YTOOR CBA3ATHCA C TCTHRIM IIEPEBOATHKOM,

mossoHHTE 10 Tea. (855) 330-1216.

Spanish (Espafol): Si tiene preguntas acerca de este documento, tiene derecho a recibir ayuda e informacién en su
idioma, sin costos. Para hablar con un intérprete, llame al (855) 330-1216.

Tagalog (Tagalog): Kung mayroon kang anumang katanungan tungkol sa dokumentong ito, may karapatan kang
humingi ng tulong at impormasyon sa iyong wika nang walang bayad. Makipag-usap sa isang tagapagpaliwanag,
tawagan ang (855) 330-1216.

Vietnamese (Ti€ng Viét): Néu quy vi c6 bit ky thic mic nao vé tai liéu nay, quy vi c6 quyén nhn sy tror gitp va
thong tin béng ngon ngit cla quy vi hoan toan mién phi. D€ trao d0i v&i mot thong dich vién, hay goi (855) 330-
1216.

I’s important we treat you fairly

That’s why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude
people, or treat them differently on the basis of race, color, national origin, sex, age or disability. For people with
disabilities, we offer free aids and services. For people whose primary language isn’t English, we offer free language
assistance services through interpreters and other written languages. Interested in these services? Call the Member
Services number on your ID card for help (TTY/TDD: 711). If you think we failed to offer these services or
discriminated based on race, color, national origin, age, disability, or sex, you can file a complaint, also known as a
grievance. You can file a complaint with our Compliance Coordinator in writing to Compliance Coordinator, P.O. Box
27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you can file a complaint with the U.S. Department of
Health and Human Services, Office for Civil Rights at 200 Independence Avenue, SW; Room 509F, HHH Building;
Washington, D.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800-537-7697) or online at
https://ocrportal.hhs.cov/ocr/portal /lobby.jsf.
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