Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered ServicesCoverage Period: [When enrolled, the coverage period will show here]
Regence BlueCross BlueShield of Oregon: Regence Platinum 500 Preferred Coverage for: Individual and Eligible Family | Plan Type: PPO

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, go to
regence.com/booklet/2017/OR/Platinum500 or call 1 (888) 367-2116. 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 healthcare.gov/sbc-glossary or call 1 (888) 367-2116 to request
a copy.

Important Questions Why This Matters:

In-network: $500 individual / $1,000 family per Generally, you must pay all of the costs from providers up to the deductible amount

What is the overall calendar year. before this plan begins to pay. If you have other family members on the plan, each
deductible? Out-of-network: $3,000 individual / $6,000 family | family member must meet their own individual deductible until the total amount of
per calendar year. deductible expenses paid by all family members meets the overall family deductible.
Yes. Upfront benefits, prescription drugs and the | This plan covers some items and services even if you haven't yet met the
Are there services covered following in-network services: preventive care, deductible amount. But a copayment or coinsurance may apply. For example,
before you meet your office and urgent care visits and outpatient this plan covers certain preventive services without cost sharing and before
deductible? mental health and substance use disorder you meet your deductible. See a list of covered preventive services at
therapy visits. healthcare.gov/coverage/preventive-care-benefits/.

%Are ther(_e _other —Qeductlbles No. You don't have to meet deductibles for specific services.

or specific services?
In-network: $2,500 individual / $5,000 family per

What is the out-of-pocket calendar year.

limit for this plan? Out-of-network: $10,000 individual / $20,000
family per calendar year.

What is not included in the Premiums, balance-billed charges, and health

out-of-pocket limit? care this plan doesn't cover.

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, they have to meet their own out-of-pocket
limits until the overall family out-of-pocket limit has been 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
Will you pay less if you use a | Yes. See regence.com/PreferredOregon or call 1 | receive a bill from a provider for the difference between the provider's charge and
network provider? (888) 367-2116 for a list of network providers. what your plan pays (balance billing). Be aware, your network provider might use an
out-of-network provider for some services (such as lab work). Check with your
provider before you get services.

Do you need a referral to see
a specialist?

No. You can see the specialist you choose without a referral.
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Common Medical
Event

Services You May Need

What You Will Pa

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

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

If you have a test

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available at
regence.com/formulary/
2017/6tierEssential.

If you have outpatient
surgery

Primary care visit to treat
an injury or illness

Specialist visit

Preventive

care/screening/
immunization

Diagnostic test (x-ray,
blood work)

Imaging (CT/PET scans,
MRIs)

Generic drugs (preferred
& non-preferred)

Preferred brand drugs

Non-preferred brand
drugs

Specialty drugs (preferred
& non-preferred)

Facility fee (e.g.,
ambulatory surgery

In-network Provider Out-of-network Provider
You will pay the least You will pay the most
$20 copay / visit, deductible

does not apply; other
services 10% coinsurance

50% coinsurance

$30 copay / visit, deductible
does not apply; other
services 10% coinsurance

50% coinsurance

No charge 50% coinsurance
No charge for the first $400
/ year, then 10%
coinsurance

No charge for the first $400
| year, then 50%
coinsurance

10% coinsurance 50% coinsurance

$4 copay* / preferred retail prescription
$8 copay / preferred mail order prescription
25% coinsurance* / non-preferred retail prescription
20% coinsurance / non-preferred mail order prescription
$25 copay* / retail prescription
$50 copay / mail order prescription
50% coinsurance* / retail prescription
45% coinsurance / mail order prescription

20% coinsurance / preferred retail prescription
50% coinsurance / non-preferred retail prescription

5% coinsurance for

.| 50% coinsurance
ambulatory surgery center;

Copayment applies to each in-network office visit only.
All other services are covered at the coinsurance
specified, after deductible.

Coverage for complementary care (acupuncture and
chiropractic spinal manipulations) is subject to $25
copayment / visit, deductible waived. Limited to $1,500
| year for all complementary care services combined.

You may have to pay for services that aren't
preventive. Ask your provider if the services needed
are preventive. Then check what your plan will pay for.

No charge for the first $400 / year for upfront outpatient
diagnostic tests. The $400 / year limit is a combined in-
network and out-of-network limit. Once the limit has
been met and for all inpatient services, services are
covered at the coinsurance specified, after deductible.
No coverage for prescription drugs not on the Essential
Formulary.

No coverage for prescription drugs from an out-of-
network pharmacy.

Limited to a 90-day supply retail (1 copayment per 30-
day supply), 90-day supply mail order or 30-day supply
injectable, self-administrable cancer chemotherapy and
specialty drugs.

Deductible waived for all prescription drugs.

The first fill for specialty drugs may be provided at a
retail pharmacy, additional refills and any fills for
specialty self-administrable cancer chemotherapy
drugs must be provided at a specialty pharmacy.
Coverage for self-administrable cancer chemotherapy
drugs is 10% coinsurance.

*$5 off copayment or 5% off coinsurance discount
when filled at a preferred pharmacy

None
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What You Will Pa

Services You May Need In-network Provider Out-of-network Provider
You will pay the least You will pay the most

Common Medical

Limitations, Exceptions, & Other Important

Event Information

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

If you need help
recovering or have
other special health
needs

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

Childbirth/delivery facility
services

Home health care
Rehabilitation services

Habilitation services

10% coinsurance for all
other facilities

5% coinsurance for
ambulatory surgery center
physicians;

10% coinsurance for all
other physicians

$250 copay / visit

10% coinsurance

$30 copay / visit, deductible
does not apply; other
services 10% coinsurance

10% coinsurance
10% coinsurance

$20 copay / visit, deductible
does not apply; other
services 10% coinsurance

10% coinsurance

10% coinsurance

10% coinsurance

10% coinsurance

10% coinsurance
10% coinsurance

10% coinsurance

50% coinsurance

$250 copay / visit

10% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance
50% coinsurance

50% coinsurance

None

Copayment applies to the facility charge for each visit
(waived if admitted), whether or not the in-network
deductible has been met.

In-network deductible applies to in-network and out-of-
network services.

Copayment applies to each in-network office visit only.
All other services are covered at the coinsurance
specified, after deductible.

Limited to $2,500 / day for inpatient non-emergency
admission in non-participating facilities.

None

Copayment applies to each in-network outpatient
therapy visit only. All other outpatient testing and non-
therapy services are covered at the coinsurance
specified, after deductible.

Limited to $2,500 / day for inpatient non-emergency
admission in non-participating facilities.

Cost sharing does not apply to certain preventive
services. Depending on the type of services, a
coinsurance or deductible may apply. Maternity care
may include tests and services described elsewhere in
the SBC (i.e. ultrasound).

Limited to $2,500 / day for inpatient non-emergency
admission in non-participating facilities.

None

Limited to 30 inpatient days (up to 60 days for head or
spinal cord injury) and 30 outpatient visits each for
rehabilitation and habilitation services / year. Includes
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What You Will Pa

Common Medical Services You Mav Need I « Provid S « Provid Limitations, Exceptions, & Other Important
B y n-net.wor rovider ut-o -r.1etwor rovider Information
You will pay the least You will pay the most

physical therapy, speech therapy, and occupational
therapy.

Limited to $2,500 / day for inpatient non-emergency
admission in non-participating facilities.

Skilled nursing care 10% coinsurance 50% coinsurance Limited to 60 inpatient days / year.
. Limited to 1 synthetic wig / year and 1 pair of glasses
Durable medical : , : :
pyr—— 10% coinsurance 50% coinsurance or contacts / year due to severe medical or surgical
equipment problem other than refractive procedures.
Limited to 30 inpatient or outpatient respite days /
Hospice services 10% coinsurance 50% coinsurance lifetime (limited to @ maximum of 5 consecutive respite
days at a time).
Children's eye exam No charge No charge I;lgzltleg to 1 routine exam / year for individuals under
Children's alasses 50% coinsurance, 50% coinsurance, Limited to 1 pair of lenses (2 lenses) and 1 standard
If your child needs g deductible does not apply deductible does not apply | frame / year for individuals under age 19.
dental or eye care Limited to 2 cleanings and 2 preventive oral
Children’s dental check- examinations / year for individuals under age 19.
No charge No charge o ; . i :
up Additional coverage is provided for basic and major

pediatric dental services.

Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Bariatric surgery o Infertility treatment e Routine eye care, including vision hardware (Adult)
e Cosmetic surgery, except for certain situations e lLong-term care e Routine foot care, except for diabetic patients
e Dental care (Adult) e Private-duty nursing e Weight loss programs, unless required by law

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Abortion e Chiropractic care, spinal manipulations only e Non-emergency care when traveling outside the
U.sS.

e Acupuncture e Hearing aids

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: the U.S. Department of Labor, Employee Benefits Security Administration at 1 (866) 444-3272 or dol.gov/ebsa/healthreform, or the U.S. Department of Health and
Human Services, Center for Consumer Information and Insurance Oversight at 1 (877) 267-2323 x61565 or cciio.cms.gov or your state insurance department. You may
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also contact the plan at 1 (888) 367-2116. 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 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 assistance,
contact the plan at 1 (888) 367-2116 or visit regence.com or the U.S. Department of Labor, Employee Benefits Security Administration at 1 (866) 444-3272 or
dol.gov/ebsa/healthreform. You may also contact the Division of Financial Regulation by calling (503) 947-7984 or the toll free message line at 1 (888) 877-4894; by
writing to the Division of Financial Regulation, Consumer Advocacy Unit, P.O. Box 14480, Salem, OR 97309-0405; through the Internet at:
oregon.gov/DCBS/insurance/gethelp/Pages/fileacomplaint.aspx; or by E-mail at: cp.ins@state.or.us.

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 plan meet the Minimum Value Standards? 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 Espafiol, llame al 1 (888) 367-2116.
To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

Peg is Having a Baby

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

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

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

hospital delivery)

® The plan’s overall deductible $500
B Specialist copayment $30
M Hospital (facility) coinsurance 10%
B Other coinsurance 10%

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 $12,800
In this example, Peg would pay:
Cost Sharing

Deductibles $500

Copayments $16

Coinsurance $1,131

What isn't covered
Limits or exclusions $60
The total Peg would pay is $1,707

The plan would be responsible for the other costs of these EXAMPLE covered services.

controlled condition)

® The plan’s overall deductible $500
B Specialist copayment $30
M Hospital (facility) coinsurance 10%
B Other coinsurance 10%

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 $7,400
In this example, Joe would pay:
Cost Sharing

Deductibles $0

Copayments $1,253

Coinsurance $0

What isn't covered
Limits or exclusions $255
The total Joe would pay is $1,508

up care)
® The plan’s overall deductible $500
B Specialist copayment $30
B Hospital (facility) coinsurance 10%
B Other coinsurance 10%

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 $500
Copayments $400
Coinsurance $82
What isn't covered
Limits or exclusions $0
The total Mia would pay is $982
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Regence
DISCRIMINATION IS AGAINST THE LAW

This Notice has Important Information. Regence complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex. This notice has important information about your application or coverage.
Look for 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 other information about your application or coverage, in your own language at no cost.
Call 888-344-6347. (TTY: 711)

HELP IN OTHER LANGUAGES

The following translations help people who do not read English understand their rights and responsibilities and who to call for help.
Including these translations is a federal requirement for all health plans sold on the state or federal marketplaces.

Spanish: Este aviso tiene informacién importante. Regence cumple con las leyes de derechos civiles federales aplicables y no
discrimina sobre la base de raza, color, nacionalidad, edad, discapacidad o sexo. Este aviso tiene informacion importante sobre su
solicitud o cobertura. Busque las fechas importantes en este aviso. Es posible que tenga que tomar alguna accién en un determinado
plazo para mantener su cobertura de salud o ayuda con los costos. Usted tiene derecho a obtener esta informacién y otra informacién
sobre su solicitud o cobertura, en su propio idioma y sin costo. Llame al 888-344-6347. (TTY: 711)

Chinese Traditional: Z;BHEHEEEEA, Regence L#iﬁﬁﬁZHﬁ%?KE&ﬁEE}i TEREKR. ER. RIRHERE. FH. B0E
ﬁii:‘ili;‘:‘:ﬂﬂ’]’l’ﬂﬁ'ﬁ%ld%ﬂﬂﬁﬁ ABEMEEERCHERETRENEESES, FEERAENMANEZHH. FEHIRZITRRITE,
L RIGNBERRESHEIRFER, ..,\7!51%%3&@%1335%:.%%H@Ei‘ﬁﬁnﬂ LR ERIEGHREBERRKROBRAEN ., T 888-344-
6347 &E, (FEMEHER : 711)

Vietnamese: Thong bao nay co Thong tin Quan trong. Regence tuan thu luét phap Lién bang vé quyén cong dan hién hanh va
khong phan biét dbi x&r theo chiing téc, mau da, ngudn gbc québc gia, d6 tudi, khuyét tat hodc gidi tinh. Théng béao nay co thong tin
quan trong vé don dang ky hodc bao hiém cta quy vi. Tim nhi*rng ngay chinh trong thdng bao nay. Quy vi c6 thé can hanh doéng truéc
mot so thoi han dé duy tri bao hiém strc khde ctia minh hodc dworc giup d& c6 tinh phi. Quy vi ¢ quyen l4y théng tin nay va théng tin
khac vé don ddng ky hodc bao hiém, bang ngdn ngir cia minh mién phi. Goi s6 888-344-6347. (TTY: 711)

Korean: Ol Xl Atgt0ll= S LIt 0 USLICH Regence2 ofE A DIAHS & SM A 20 A ZHOH,
T= S0 Cet XFE6HRI 2SLICH 0l SX AE M= e AEA CEE NE HAN 28 S R Ct. Ol SXI Atetel
TR EME 0t BHAIR. oY Y BES OUHZ RASHAL HIES XN 2oHdH EF I8
R0 HHE 2 dEL Y AEAN T=2& S0 CHSt DIEt ’SE% fI2 EE & Us A
B AIR. (TTY: 711)

| ZXIE FotMH0F &LICH Hot=
Jb JUELICH 888-344-63472
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Russian: B paHHOM YBegoMneHUu coaepxuTca BaxkHaa uHdopmauus. Regence HeceT oba3atenscTea no cobnogeHmto
NPUMEHNMbIX HOPM doeZiepanbHOro 3akoHo4aTenbCTBa O rpaXKaaHCKUX npasax 1 He JornycKaeT ANCKPUMUHALUKM Mo NpU3HaKy pachl,
uBeTa KOXM1, HaLMoHarbHOro NPpoMCcXoxXaeHus, Bo3pacra, ctatyca MHBanmgHocT unuv nona. B gaHHoMm yBegomMneHnn cogepxurca
BaXKHast MHOpMaLMs O BalLeM 3asBIEHMM UM CTPAXOBOM NOKPbITUKN. OBpaTuTe BHMUMaHWE Ha KroYeBble AaThbl, yKa3aHHble B JaHHOM
yBeoMNeHnn. BoaMOXHO, BaM HYXXHO MPeanpuHATL HEKOTOpble AENCTBUA K onpeaerieHHOMY CPOKY, YTOO COXpaHUTb CTpaxoBoe
NOKpbITUE UIN MOMYYNTb MOMOLLb C pacxogamu. Bel nmeeTe npaso NonyynTb AaHHYHO, a Takke NpoYvyro MHopMaL Mo O Ballem
3a8BNEHUN NN CTPAXOBOM MOKPLITUM Ha POAHOM s3blke 6ecnnaTHo. Mo3BoHUTEe No Homepy 888-344-6347. (TTY: 711)

Tagalog: Ang Abiso na ito ay may Mahalagang Impormasyon. Ang Regence ay sumusunod sa mga naaangkop na Pederal na
batas sa mga karapatang sibil at hindi nagdidiskrimina batay sa lahi, kulay, bansang pinagmulan, edad, kapansanan, o kasarian. Ang
abiso na ito ay may mahalagang impormasyon tungkol sa iyong aplikasyon o coverage. Hanapin ang mga importanteng petsa sa abiso
na ito. Maaaring kailangan mong gumawa ng hakbang hanggang sa mga partikular na takdang araw upang mapanatili mo ang iyong
coverage sa kalusugan o tulong sa mga gastusin. May karapatan kang makuha ang impormasyong ito, at iba pang impormasyon
tungkol sa iyong aplikasyon o coverage, sa iyong sariling wika nang walang bayad. Tumawag sa 888-344-6347. (TTY: 711)

Ukrainian: Lle noBiaoOMneHHsA MiCTUTb BaXXnuey iHcpopmauito. Regence 4OTpUMYETLCS 3aCTOCOBHOrO heaepanbHOro
3aKoHOAABCTBa NPO rPOMasHChLKi NpaBa Ta He NPOBOANUTL MNONITUKY ANCKPUMIHALIT 3@ paCoOBOK NPUHANEXHICTIO, KOSTbOPOM LLKIpW,
NOXOAXKEHHSAM, BiKOM, iHBanigHICTIO Ta CTaTEBO O3HAKO. Lle NoBigoMneHHs MiCTUTb BaXknMBY iHpOpMaLito Npo NOB’A3aHy 3 Bamu
nporpamMmy abo cTpaxoBe MOKPUTTS. 3BEPHITb yBary Ha Krnto4oBi aTu B LibOMY noBigoMieHHi. o6 36epertu 3a coboro nnaH MeguyHoro
CTpaxyBaHHS abo npaBo OTPMMyBaTW FPOLLOBY JONOMOrY, MOXIIMBO, BaM NOTPIGHO Byae BXMTK BiANOBIAHI 3axoaun, ANs SKUX
YCTaHOBIEHO NEBHI YacoBi 0bMexeHHsA. Bu maeTe npaBo Ha 6e3KOLWTOBHE OTPUMAaHHS PigHOK MOBO SK Liel iHdhopmauil, Tak i 6yab-
SIKOT iHLLOI, NOB’sA3aHOI 3 NPOrpamMoto Ym CTPaxoBmuM NOKpUTTAM. TenedoHynTe 3a Takum Homepom: 888-344-6347 (tenetann: 711).

Mon-Khmer, Cambodian: thftiﬁiﬁs NS SASLISA2E 9 Regence HSIMHIQ‘]FﬁHGﬁUIUﬁJmmmsmmﬁJQF’]EUJH
wBsSuSMNTUIARGIM: mm’mms nafnge] NEEY M MmN gtﬁgtgjm y

IUGANSEAINS: msmﬁmsmasmﬁmmﬁgm gﬁwmsmummemmumﬁﬁ 1 UBEIMIBUMUUNGSIS1SIERINGS
&’Swﬂﬂhls y HﬁmGLﬁimﬁimsmz@JmsLﬁamm‘t_mf:agf‘—mnﬁ mqm@mssﬁmzm@nummamm
‘gi:nsgSmﬁwmmtrjmmmnmmiﬁidmmammzumﬁﬁ y H‘Fﬁ:ﬂSfﬁ‘QSSEUCﬂSL"]ﬁI:ﬂSIS sSwrsmsgis Aams
UMt SINUIR SMNIUNES SNz ugsus ieh m’asmrjumpﬁﬁ"iqm 1 WTIEMIUS 888-344-6347 4 (HHOIcnsanU
ygricnsSunwisuns TTY wsiuTigmius : 711)
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Japanese: COBMLBICEREEELRIFRIETENTLET, Regence [F. BRAINZETFNARIEEZEZESTL. ANE. L0E, HBE. £#. &
AKEE. HAICEIEERNELEEAN. COBHOBICRRIZEDBEBCERICETIEELGRBMNEENTVET, COSHLBICREINTIVBEELA
FHESFELZS ) BERRERACERE X RS EREZTIENHICEMUIBETICFHRELTODLENBIET . HBEICEOB o EHLUHR
RCRIREAICRET 2 Z20MtDFFRICONT. BENOBEZE CHBIEFNHNET  CH0FTHEEEIZSL): 888-344-6347, (TTY: 711)
Ambharic: ev TAaLe mPo, aolF eHA:: Regence N7 1040+ 94,844 AL a>F vt OHCE NPATPE NevmNt NBCE ALE PANA 14T ORI° £
av e K0,0419°:: TAN(LLD- (A “IPANF PTG 147 MPTL 9PL8 AAD-:: (IHY 1AL AL BAT PGTTT LAAT:: NTONT PoPen.LA PG T MG Né1+ AL DRI°

POERT LG AT8.PTA WlIPE ao@OL POLAIA:: LUTY a28 W18.0-9° NTIaANFP T MLI° 114+ AL AT 79 avlBP T NP7 €18 PAIPII® WGP 0o1 T
a1t Aot 888-344-6347 Lem-vi: (1hPe:- 711)

Cushite/Oromo: Beeksisni kun odeeffannoo barbaachisaa gabatee jira. Regence Ulaagaa seera mirga Siivilii Federaalaa kan
guutuu fi sanyii, bifa, lammummaa, umrii, miidhama qaamaa ykn saala irratti hundaa’ee addaan hinqoodne dha. Beeksisni kun
iyyannoo ykn haguuggii kara keessan irratti odeeffannoo barbaachisaa gabatee jira. Guyyoota furtuu beeksisa kana keessa jiran
ilaalaa. Haguuggii fayyaa ykn gargaarsa keessan eeggachuuf hanga dhuma yeroo ta’eetti tarkanfii ta’e gatii bastanii fudhachuu gabdu.
Odeeffannoo kana fi waa’ee iyyannoo ykn haguuggii keessanii kaffaltii tokko malee afaan keessaniin argachuuf mirga qabdu. Bilbilaa
888-344-6347. (TTY: 711)

Arabic:

S omdl S asfll Ja¥) sl 51 Gl Gl e aal) Gl Y L J el 001l daall 35880 01l 8 ) Regence Jiici Aaga claglaa o jUaRY) 138 (5 siag
de) sall (any i Le ol ya) Al ) pling 388 Uad) 138 4 )l Gyl sill e Canl el Aalad) ddasil) o allal) (e dage Claslen Ao JUadY) 138 (5 ging | uind) 5l d8le )
el dalal) ddaxil) o callally dileiall 5 Y1 Cila slaall 5 e slaall 238 o J gl 8 Ball clal IS (a pead sacbue Al ) el dalad) Ll ksl Lo Laliall 4l

(711 :pall 32d 0 4U<)1) 888-344-6347 8,1 Juail Ul linly
Punjabi: fer &fer fSg HI3=UTs Arearat 31 Regence B 2338 NG wiiard’ € a6a © wiggd I W3 A3, 41, IHSS ¥, 83,
WUTfar3T, 7 841 © worg ‘3 3€9e adl ader| foR &fer €9 3973 S63-U39 w3 HIftmr 519 HI3<Yds Aeardt I for ofcr ffg iy
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German: Diese Mitteilung enthalt wichtige Informationen. Regence halt die Grundrechte der USA ein und es finden keine
Diskriminierungen aufgrund von Rasse, Hautfarbe, nationaler Herkunft, Alter, Behinderung oder Geschlecht statt. Diese Mitteilung
enthalt wichtige Informationen Uber lhren Antrag oder die entsprechende Versicherungsdeckung. Beachten Sie wichtige Fristen in
dieser Mitteilung. Sie mussen unter Umstanden MalRnahmen innerhalb bestimmter Fristen ergreifen, um lhren
Krankenversicherungsschutz zu erhalten oder eine Kostenerstattung zu erhalten. Sie haben das Recht, diese Informationen und
andere Informationen tber Ihren Antrag oder Ihren Versicherungsschutz kostenlos in lhrer Sprache zu erhalten. Rufen Sie folgende
Nummer an 888-344-6347. (Fernschreiber: 711)
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