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HIPAA NOTICE TO COLLIN COUNTY PARTICIPANTS

Group health plans sponsored by state and local governmental employers must
generally comply with Federal law requirements in Title XXVII of the Public Health
Service Act. However, the law also permits Collin County to elect to exempt our
plan from these requirements because our plan is self-funded rather than fully
insured. Please use this letter as your notification that Collin County has elected to
exempt the Collin County Welfare Benefit Plan from the following requirements:

1. Standards relating to benefits for mothers and newborns.
2. Parity in the application of certain limits to mental health benefits.
3. Required coverage for reconstructive surgery following mastectomies.

Collin County’s election to exempt the plan from these requirements does not infer
that benefits equivalent or similar to these provisions will not be provided.

The exemption from these federal requirements will be in effect for the plan year
beginning January 1, 2026, and ending December 31, 2026. The election may be
renewed for subsequent plan years.

Collin County will meet the requirements to provide employees and dependents a
certificate of creditable coverage when they cease to be covered by the plan. The
certificate provides evidence that you were covered under this plan because if
you can establish your prior coverage, you may be entitled to certain rights if you
join another employer’s health plan or if you wish to purchase an individual health
insurance policy.
For questions regarding this information,
please contact: Angie Hoesing 972-548-4605
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Premium Assistance Under Medicaid and the
Children’s Health Insurance Program (CHIP)

If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your employer,
your state may have a premium assistance program that can help pay for coverage, using funds from their Medicaid or
CHIP programs. If you or your children aren’t eligible for Medicaid or CHIP, you won’t be eligible for these premium
assistance programs but you may be able to buy individual insurance coverage through the Health Insurance Marketplace.
For more information, visit www.healthcare.gov.

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact your
State Medicaid or CHIP office to find out if premium assistance is available.
If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your dependents

might be eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-877-KIDS NOW or
www.insurekidsnow.gov to find out how to apply. If you qualify, ask your state if it has a program that might help you
pay the premiums for an employer-sponsored plan.

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under your

employer plan, your employer must allow you to enroll in your employer plan if you aren’t already enrolled. This is
ployer p y ploy Y y ployer p Y Y

called a “special enrollment” opportunity, and you must request coverage within 60 days of being determined eligible
for premium assistance. If you have questions about enrolling in your employer plan, contact the Department of Labor
at www.askebsa.dol.gov or call 1-866-444-EBSA(3272) .

If you live in one of the following states, you may be eligible for assistance paying your employer health plan

premiums. The following list of states is current as of July 31, 2025. Contact your State for more information
on eligibility —

ALABAMA - Medicaid ALASKA — Medicaid
Website: http://myalhipp.com/ The AK Health Insurance Premium Payment Program
Phone: 1-855-692-5447 Website: http://myakhipp.com/

Phone: 1-866-251-4861

Email: CustomerServicec@MyAKHIPP.com
Medicaid Eligibility:
https://health.alaska.gov/dpa/Pages/default.aspx

ARKANSAS — Medicaid CALIFORNIA — Medicaid
Health Insurance premium raymen
Website: http://myarhipp.com/ ttp://dhcs.ca.gov/hipp
Phone: 1-855-MyARHIPP (855-692-7447) Phone: 916-445-8322

Fax: 916-440-5676
Email: hipp@dhcs.ca.gov

COLORADO — Health First Colorado FLORIDA — Medicaid
(Colorado’s Medicaid Program) & Child Health
Plan Plus (CHP+)
Health First Colorado Website: Website:
https://www.healthfirstcolorado.com/ https://www.flmedicaidtplrecovery.com/flmedicaidtplrecover
Health First Colorado Member Contact Center: y.com/hipp/index.html
1-800-221-3943/State Relay 711 Phone: 1-877-357-3268

CHP+: https://hcpf.colorado.gov/child-health-plan-plus
CHP+ Customer Service: 1-800-359-1991/State Relay 711
Health Insurance Buy-In Program (HIBI):
https://www.mycohibi.com/

HIBI Customer Service: 1-855-692-6442
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GEORGIA — Medicaid INDIANA — Medicaid

Heallh Insurance premium Payment Progra
GA HIPP Website: https://medicaid.georgia.gov/health- All other Medicaid
insurance-premium-payment-program-hipp Website: https://www.in.gov/medicaid/
Phone: 678-564-1162, Press 1 http://www.in.gov/fssa/dft/
GA CHIPRA Website: Family and Social Services Administration
https://medicaid.georgia.gov/programs/third-party- Phone: 1-800-403-0864
liability/childrens-health-insurance-program-reauthorization- Member Services Phone: 1-800-457-4584
act-2009-chipra
Phone: 678-564-1162, Press 2

IOWA — Medicaid and CHIP (Hawki) KANSAS — Medicaid

Medicaid Website: Website: https://www.kancare ks.gov/
Iowa Medicaid | Health & Human Services Phone: 1-800-792-4884

Medicaid Phone: 1-800-338-8366 HIPP Phone: 1-800-967-4660

Hawki Website:

Hawki - Healthy and Well Kids in Iowa | Health & Human

Services

Hawki Phone: 1-800-257-8563

HIPP Website: Health Insurance Premium Payment (HIPP) |
Health & Human Services (iowa.gov)

HIPP Phone: 1-888-346-9562

KENTUCKY — Medicaid LOUISIANA — Medicaid
Kentucky Integrated Health Insurance PremiumPayment Website: www.medicaid.la.gov or 1dh.1 lahi
Program (KI-HIPP) Website: Phone: 1-888-342-6207 (Medicaid hotline) or

https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx 1-855-618-5488 (LaHIPP)
Phone: 1-855-459-6328

Email: KIHIPP.PROGRAM@Kky.gov
KCHIP Website: https://kynect.ky.gov
Phone: 1-877-524-4718

Kentucky Medicaid Website:
https://chfs.ky.gov/agencies/dms

MAINE — Medicaid MASSACHUSETTS — Medicaid and CHIP

Enrollment Website: Website: https://www.mass.gov/masshealth/pa
https://www.mymaineconnection.gov/benefits/s/?language=en | Phone: 1-800-862-4840

_Us TTY: 711

Phone: 1-800-442-6003 Email: masspremassistance@accenture.com
TTY: Maine relay 711

Private Health Insurance Premium Webpage:
https://www.maine.gov/dhhs/ofi/applications-forms
Phone: 1-800-977-6740

TTY: Maine relay 711

MINNESOTA — Medicaid MISSOURI — Medicaid

Website: Website:
https://mn.gov/dhs/health-care-coverage/ http://www.dss.mo.gov/mhd/participants/pages/hipp.htm

Phone: 1-800-657-3672 Phone: 573-751-2005
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MONTANA — Medicaid

Website:

http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
Phone: 1-800-694-3084

Email: HHSHIPPProgram@mt.gov

NEVADA - Medicaid

Medicaid Website: http://dhcfp.nv.gov
Medicaid Phone: 1-800-992-0900

NEW JERSEY — Medicaid and CHIP

Medicaid Website:
http://www.state.nj.us/humanservices/
dmabhs/clients/medicaid/

Phone: 1-800-356-1561

CHIP Premium Assistance Phone: 609-631-2392

CHIP Website: http://www.njfamilycare.org/index.html
CHIP Phone: 1-800-701-0710 (TTY: 711)

NORTH CAROLINA — Medicaid

Website: https://medicaid.ncdhhs.gov/
Phone: 919-855-4100

OKLAHOMA - Medicaid and CHIP

Website: http://www.insureoklahoma.org
Phone: 1-888-365-3742

PENNSYLVANIA — Medicaid and CHIP

Website: ______ https://www.pa.gov/en/services/dhs/apply-for-
medicaid-health-insurance-premium-payment-program-
hipp.html Phone: 1-800-692-7462 CHIP Website: Children's
Health Insurance Program (CHIP) (pa.gov) CHIP Phone: 1-
800-986-KIDS (5437)

SOUTH CAROLINA - Medicaid

Website: https://www.scdhhs.gov
Phone: 1-888-549-0820

NEBRASKA - Medicaid

Website: http:/ www.ACCESSNebraska.ne.gov
Phone: 1-855-632-7633

Lincoln: 402-473-7000

Omaha: 402-595-1178

NEW HAMPSHIRE — Medicaid

Website: https://www.dhhs.nh.gov/programs-
services/medicaid/health-insurance-premium-program
Phone: 603-271-5218

Toll free number for the HIPP program: 1-800-852-3345, ext.
15218

Email: DHHS.ThirdPartyLiabi@dhhs.nh.gov

NEW YORK - Medicaid

Website: https://www.health.ny.gov/health care/medicaid/
Phone: 1-800-541-2831

NORTH DAKOTA — Medicaid

Website: https://www.hhs.nd.gov/healthcare
Phone: 1-844-854-4825

OREGON — Medicaid and CHIP

Website: http://healthcare.oregon.gov/Pages/index.aspx
Phone: 1-800-699-9075

RHODE ISLAND - Medicaid and CHIP

Website: http://www.eohhs.ri.gov/
Phone: 1-855-697-4347, or
401-462-0311 (Direct Rlte Share Line)

SOUTH DAKOTA - Medicaid

Website: http://dss.sd.gov
Phone: 1-888-828-0059
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TEXAS — Medicaid UTAH — Medicaid and CHIP

Website: Health Insurance Premium Payment (HIPP) Utah’s Premium Partnership for Health Insurance (UPP)
Program | Texas Health and Human Services Website: https://medicaid.utah.gov/upp/
Phone: 1-800-440-0493 Email: upp@utah.gov

Phone: 1-888-222-2542

Adult Expansion Website:
https://medicaid.utah.gov/expansion/

Utah Medicaid Buyout Program Website:
https://medicaid.utah.gov/buyout-program/
CHIP Website: https://chip.utah.gov/

VERMONT- Medicaid VIRGINIA - Medicaid and CHIP
Website: Health Insurance Premium Payment (HIPP) Program Websjte: htm@m&m&dma&ﬂrgim&gmdlcamlpmmmm-_
W &mam%%mmm_dmamgun&gﬂﬂﬁmﬁmmum
WASHINGTON - Medicaid WEST VIRGINIA - Medicaid and CHIP
Website: https:/www.hca.wa.gov/ Website: https:/dhhr.wy.gov/bms/
Phone: 1-800-562-3022 http:/mywvhipp.com/

Medicaid Phone: 304-558-1700
CHIP Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447)

WISCONSIN — Medicaid and CHIP WYOMING — Medicaid
Website: Website:
Phone: 1-800-362-3002 eligibility/

Phone: 1-800-251-1269

To see if any other states have added a premium assistance program since July 31, 2025, or for more information on
special enrollment rights, contact either:

U.S. Department of Labor U.S. Department of Health and Human Services
Employee Benefits Security Administration Centers for Medicare & Medicaid Services
www.dol.gov/agencies/ebsa www.cms.hhs.gov

1-866-444-EBSA (3272) 1-877-267-2323, Menu Option 4, Ext. 61565

Paperwork Reduction Act Statement

According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no persons are required to respond to a collection of
information unless such collection displays a valid Office of Management and Budget (OMB) control number. The Department notes
that a Federal agency cannot conduct or sponsor a collection of information unless it is approved by OMB under the PRA, and
displays a currently valid OMB control number, and the public is not required to respond to a collection of information unless it
displays a currently valid OMB control number. See 44 U.S.C. 3507. Also, notwithstanding any other provisions of law, no person
shall be subject to penalty for failing to comply with a collection of information if the collection of information does not display a
currently valid OMB control number. See 44 U.S.C. 3512.

The public reporting burden for this collection of information is estimated to average approximately seven minutes per respondent.

Interested parties are encouraged to send comments regarding the burden estimate or any other aspect of this collection of information,
including suggestions for reducing this burden, to the U.S. Department of Labor, Employee Benefits Security Administration, Office
of Policy and Research, Attention: PRA Clearance Officer, 200 Constitution Avenue, N.W., Room N-5718, Washington, DC 20210 or
email ebsa.opr@dol.gov and reference the OMB Control Number 1210-0137.

OMB Control Number 1210-0137 (expires 1/31/2026)
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overage Disclosure Notice

Important Notice from Collin County About
Your Prescription Drug Coverage and Medicare

Please read this notice carefully, and keep it where you can find it. This notice has information about your
current prescription drug coverage with Collin County and about your options under Medicare’s
prescription drug coverage. This information can help you decide whether or not you want to join a
Medicare drug plan. If you are considering joining, you should compare your current coverage, including
what drugs are covered at what cost, with the coverage and costs of the plans offering Medicare
prescription drug coverage in your area. Information about where you can get help to make decisions
about your prescription drug coverage is at the end of this notice.

There are two important things you need to know about your current coverage and Medicare’s
prescription drug coverage:

1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You can
get this coverage if you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan (like
an HMO or PPO?that offers prescription drug coverage. All Medicare prescription drug plans provide at
least a standard level of coverage set by Medicare. Some plans may also offer more coverage for a
higher monthly premium.

2. Collin County has determined that the prescription drug coverage currently offered by Collin County
and administered by UnitedHealthcare is, on average for all plan participants, expected to pay out as
much as standard Medicare prescription drug coverage pays and is therefore considered Creditable
Coverage. Because your existing coverage is Creditable Coverage, you can keep this coverage and not
pay a higher premium (a penalty) if you later decide to join a Medicare drug plan.

When Can You Join A Medicare Drug Plan?

You can join a Medicare drug plan when you first become eligible for Medicare and each year from
October 15th through December 7th.

However, if you lose your current creditable prescription drug coverage, through no fault of your own, you
will also be eligible for a two (2) month Special Enroliment Period (SEP) to join a Medicare drug plan.

What Happens To Your Current Coverage If You Decide To Join A Medicare Drug Plan?

If you decide to join a Medicare drug plan, your current Collin County coverage will not be affected. If you
decide you do not want to enroll in a Medicare drug plan, your Collin County coverage will remain in
effect.

If you do decide to join a Medicare drug plan and drop your current Collin County coverage, be aware
that you and your dependents may not be able to get this coverage back.
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When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug Plan?

You should also know that if you drop or lose your current coverage with Collin County
and do not join a Medicare drug plan within 63 continuous days after your current
coverage ends, you may pay a higher premium (a penalty) to join a Medicare drug plan
later.

If you go 63 continuous days or longer without creditable prescription drug coverage, your
monthly premium may go up by at least 1% of the Medicare base beneficiary premium per
month for every month that you did not have that coverage. For example, if you go
nineteen months without creditable coverage, your premium may consistently be at least
19% higher than the Medicare base beneficiary premium. You may have to pay this higher
premium (a penalty) as long as you have Medicare prescription drug coverage. In
addition, you may have to wait until the following October to join.

For More Information About This Notice Or Your Current Prescription Drug Coverage

You may contact Angie Hoesing for further information at 972-548-4605. This notice is
also available online on the Human Resources intranet page.

NOTE: You will get this notice each year. You may also request a copy of this notice at any
time.

For More Information About Your Options Under Medicare Prescription Drug Coverage

More detailed information about Medicare plans that offer prescription drug coverage is in
the “Medicare & You” handbook. You'll get a copy of the handbook in the mail every year
from Medicare. You may also be contacted directly by Medicare drug plans.

For more information about Medicare prescription drug coverage:

* Visit www.medicare.gov

- Call your State Health Insurance Assistance Program (see the inside back cover of your
copy of the “Medicare & You” handbook for their telephone number) for personalized help
« Call 1-800-MEDICARE (1-800-633-4227), TTY users should call 1-877-486-2048

If you have limited income and resources, extra help paying for Medicare prescription
drug coverage is available. For information about this extra help, visit Social Security on
the web at www.socialsecurity.gov, or call them at 1-800-772-1213 (TTY 1-800-325-0778).
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This notice has important information about your right to COBRA continuation coverage,
which is a temporary extension of coverage under the Plan. This notice explains COBRA
continuation coverage, when it may become available to you and your family, and what
you need to do to protect your right to get it. When you become eligible for COBRA, you
may also become eligible for other coverage options that may cost less than COBRA
continuation coverage.

The right to COBRA continuation coverage was created by a federal law, the Consolidated
Omnibus Budget Reconciliation Act of 1985 (COBRA). COBRA continuation coverage can
become available to you and other members of your family when group health coverage
would otherwise end. For more information about your rights and obligations under the
Plan and under federal law, you should review the Plan’s Summary Plan Description or
contact the Plan Administrator.

You may have other options available to you when you lose group health coverage. For
example, you may be eligible to buy an individual plan through the Health Insurance
Marketplace. By enrolling in coverage through the Marketplace, you may qualify for lower
costs on your monthly premiums and lower out-of-pocket costs. Additionally, you may
qualify for a 30-day special enrollment period for another group health plan for which you
are eligible (such as a spouse’s plan), even if that plan generally doesn’t accept late
enrollees.

What is COBRA continuation coverage?

COBRA continuation coverage is a continuation of Plan coverage when it would otherwise
end because of a life event.This is also called a “qualifying event.” Specific qualifying
events are listed later in this notice. After a qualifying event, COBRA continuation coverage
must be offered to each person who is a “qualified beneficiary.” You, your spouse, and your
dependent children could become qualified beneficiaries if coverage under the Plan is lost
because of the qualifying event. Under the Plan, qualified beneficiaries who elect COBRA
continuation coverage [choose and enter appropriate information: must pay or aren’t
required to pay] for COBRA continuation coverage.

If you're an employee, you'll become a qualified beneficiary if you lose your coverage
under the Plan because of the following qualifying events:

‘Your hours of employment are reduced, or
‘Your employment ends for any reason other than your gross misconduct.

If you're the spouse of an employee, you'll become a qualified beneficiary if you lose your
coverage under the Plan because of the following qualifying events:

‘Your spouse dies;

‘Your spouse’s hours of employment are reduced;
‘Your spouse’s employment ends for any reason other than his or her gross misconduct;
‘Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or
‘You become divorced or legally separated from your spouse.
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Your dependent children will become qualified beneficiaries if they lose coverage under
the Plan because of the following qualifying events:

‘The parent-employee dies;

‘The parent-employee’s hours of employment are reduced;

‘The parent-employee’s employment ends for any reason other than his or her gross
misconduct;

‘The parent-employee becomes entitled to Medicare benefits (Part A, Part B, or both);
‘The parents become divorced or legally separated; or

‘The child stops being eligible for coverage under the Plan as a “dependent child.”

Sometimes, filing a proceeding in bankruptcy under title 11 of the United States Code can
be a qualifying event. If a proceeding in bankruptcy is filed with respect to Collin County
and that bankruptcy results in the loss of coverage of any retired employee covered under
the Plan, the retired employee will become a qualified beneficiary. The retired employee’s
spouse, surviving spouse, and dependent children will also become qualified beneficiaries
if bankruptcy results in the loss of their coverage under the Plan.

When is COBRA continuation coverage available?

The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the
Plan Administrator has been notified that a qualifying event has occurred. The employer
must notify the Plan Administrator of the following qualifying events:

‘The end of employment or reduction of hours of employment;

-Death of the employee;

-Commencement of a proceeding in bankruptcy with respect to the employer or

‘The employee’s becoming entitled to Medicare benefits Funder Part A, Part B, or both).

For all other qualifying events (divorce or legal separation of the employee and spouse
or a dependent child’s losing eligibility for coverage as a dependent child), you must
notify the Plan Administrator within 60 days after the qualifying event occurs. You must
provide this notice to Human Resources Benefits.

How is COBRA continuation coverage provided?

Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA
continuation coverage will be offered to each of the qualified beneficiaries. Each qualified
beneficiary will have an independent right to elect COBRA continuation coverage. Covered
employees may elect COBRA continuation coverage on behalf of their spouses, and
parents may elect COBRA continuation coverage on behalf of their children.

COBRA continuation coverage is a temporary continuation of coverage that generally
lasts for 18 months due to employment termination or reduction of hours of work. Certain
qualifying events, or a second qualifying event during the initial period of coverage, may
permit a beneficiary to receive a maximum of 36 months of coverage.
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There are also ways in which this 18-month period of COBRA continuation coverage can
be extended:

Disability extension of 18-month period of COBRA continuation coverage

If you or anyone in your family covered under the Plan is determined by Social Security to
be disabled and you notify the Plan Administrator in a timely fashion, you and your entire
family may be entitled to get up to an additional 11 months of COBRA continuation
coverage, for a maximum of 29 months. The disability would have to have started at
some time before the 60th day of COBRA continuation coverage and must last at least
until the end of the 18-month period of COBRA continuation coverage.

Second qualifying event extension of 18-month period of continuation coverage

If your family experiences another qualifying event during the 18 months of COBRA
continuation coverage, the spouse and dependent children in your family can get up to
18 additional months of COBRA continuation coverage, for a maximum of 36 months, if
the Plan is properly notified about the second qualifying event. This extension may be
available to the spouse and any dependent children getting COBRA continuation
coverage if the employee or former employee dies; becomes entitled to Medicare
benefits (under Part A, Part B, or both); gets divorced or legally separated; or if the
dependent child stops being eligible under the Plan as a dependent child. This extension
is only available if the second qualifying event would have caused the spouse or
dependent child to lose coverage under the Plan had the first qualifying event not
occurred.

Are there other coverage options besides COBRA Continuation Coverage?

Yes. Instead of enrolling in COBRA continuation coverage, there may be other coverage
options for you and your family through the Health Insurance Marketplace, Medicare,
Medicaid, Children’s Health Insurance Program (CHIP), or other group health plan
coverage options (such as a spouse’s pldn) through what is called a "special enroliment
period.” Some of these options may cost less than COBRA continuation coverage. You can
learn more about many of these options at www.healthcare.gov.

Can | enroll in Medicare instead of COBRA continuation coverage after my group health
plan coverage ends?

In general, if you dont enroll in Medicare Part A or B when you are first eligible because
you are still employed, after the Medicare initial enrollment period, you have an 8-month
special enroliment period to sign up for Medicare Part A or B, beginning in the earlier of

e The month after your employment ends; or
e The month after your group health plan coverage based on your current employment
ends.
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If you don't enroll in Medicare and elect COBRA continuation coverage instead, you may
have to pay a Part B late enroliment penalty and you may have a gap in coverage if you
decide you want Part B later. If you elect COBRA continuation coverage and later enroll in
Medicare Part A or B before the COBRA continuation coverage ends, the Plan may
terminate your continuation coverage. However, if Medicare Part A or B is effective on or
before the date of the COBRA election, COBRA coverage may not be discontinued on
account of Medicare entitlement, even if you enroll in the other part of Medicare after the
date of the election of COBRA coverage.

If you are enrolled in both COBRA continuation coverage and Medicare, Medicare will
generally pay first (primary payer) and COBRA continuation coverage will pay second.
Certain plans may pay as if secondary to Medicare, even if you are not enrolled in
Medicare.

For more information visit https://www.medicqre.govlmedicare-and—you.

If you have questions

Questions concerning your Plan or your COBRA continuation coverage rights should be
addressed to the contact or contacts identified below. For more information about your
rights under the Employee Retirement Income Security Act (ERISA), including COBRA, the
Patient Protection and Affordable Care Act, and other laws affecting group health plans,
contact the nearest Regional or District Office of the U.S. Department of Labor's Employee
Benefits Security Administration (EBSA) in your area or visit www.dol.gov/ebsa.
(Addresses and phone numbers of Regional and District EBSA Offices are available
through EBSA’s website.)

For more information about the Marketplace, visit www.HealthCare.gov.

Keep your Plan informed of address changes

To protect your family’s rights, let the Plan Administrator know about any changes in the
addresses of family members. You should also keep a copy, for your records, of any
notices you send to the Plan Administrator.
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THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY

If you have any questions about this Notice please contact: Cynthia Jacobson by calling
972-548-4606.

We are required by law to maintain the privacy of protected health information and to
provide patients with notice of our legal duties and privacy practices with respect to
protected health information. This Notice of Privacy Practices describes how we may use
and disclose your protected health information to carry out treatment, payment or health
care operations and for other purposes that are permitted or required by law. It also
describes your rights to access and control your protected health information. “Protected
health information” is information about you, including demographic information, that may
identify you and that relates to your past, present or future physical or mental health or
condition and related health care services

We are required to abide by the terms of this Notice of Privacy Practices. We may change
the terms of our notice, at any time. The new notice will be effective for all protected health
information that we maintain at that time. Upon your request, we will provide you with any
revised Notice of Privacy Practices by either mailing the revised Notice to an address you
provide or by delivering a revised Notice to you at our office.

1. USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION

Uses and Disclosures of Protected Health Information for Treatment, Payment and Health
Care Operations

We are permitted to use and disclose your protected health information for treatment,
payment and health care operations as described in this Section 1. Your protected health
information may be used and disclosed by us and others outside of our office that are
involved in your care and treatment for the purpose of providing health care services to
you. Your protected health information may also be used and disclosed to facilitate
payment of your health care bills and to support our operations.

Following are examples of the types of uses and disclosures of your protected health care
information that we are permitted to make. These examples are not meant to be
exhaustive, but to describe the types of uses and disclosures that may be made by our
office.
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Treatment: We will use and disclose your protected health information to provide,
coordinate, or manage your health care and any related services. This includes the
coordination or management of your health care with a third party that has already
obtained your permission to have access to your protected health information. For example,
we would disclose your protected health information, as necessary, to a home health
agency that provides care to you. We will also disclose protected health information to
other physicians and health care providers who may be treating you. For example, your
protected health information may be provided to a physician to whom you have been
referred to ensure that the physician has the necessary information to diagnose or treat
you.

In addition, we may disclose your protected health information from time-to-time to
another physician or health care provider (e.g., a specialist or laboratory) who, at our
request, becomes involved in your care by providing assistance with your health care
diagnosis or treatment.

Payment: Your protected health information may be used, as needed, to obtain payment
for your health care services. This may include certain activities that a payor (whether a
governmental entity or private insurance or other health plan) may undertake before it
approves or pays for the health care services we recommend for you, such as making a
determination of eligibility or coverage for insurance benefits, reviewing services provided
to you for medical necessity, and undertaking utilization review activities.

Healthcare Operations: We may use or disclose, as-needed, your protected health
information in order to support the business activities of our office. These activities include,
but are not limited to: quality assessment activities; employee review activities; training of
medical students, other practitioners, or non-health care professionals; accreditation;
certification; licensing; credentialing; and conducting or arranging for other business
activities.For example, we may use and disclose your protected health information when
training and reviewing our staff.

We may use or disclose your protected health information, as necessary, to contact you to
remind you of upcoming appointments.

We will share your protected health information with third party “business associates” that
perform various activities (e.g., auditing, legal) for us. Whenever an arrangement between
our office and a business associate involves the use or disclosure of your protected health
information, we will have a written contract that contains terms that will protect the privacy
of your protected health information. This requirement will not apply if the business
associate is a “health care component” designated by our governing body.

We may use or disclose your protected health information, as necessary, to provide you
with information about treatment alternatives or other health-related benefits and services
we offer that may be of interest to you. You may contact our Privacy Official to request that
these materials not be sent to you.
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Emergencies: We may use or disclose your protected health information in an emergency
treatment situation.

Other Uses and Disclosures of Protected Health Information Based upon Your Written
Authorization

Other uses and disclosures of your protected health information will be made only with your
written authorization, unless otherwise permitted or required by law as described below. You
may revoke this authorization, at any time, in writing, except to the extent that we have
taken an action in reliance on the use or disclosure indicated in the authorization.

Other Permitted Uses and Disclosures to Which You May Agree or Object

We may use and disclose your protected health information in the following instances. You
have the opportunity to agree or object to the use or disclosure of all or part of your
protected health information. If you are not present or able to agree or object to the use or
disclosure of the protected health information, then we may, using professional judgment,
determine whether the disclosure is in your best interest. In this case, only the protected
health information that is relevant to your health care will be disclosed.

Others Involved in Your Healthcare: Unless you object, we may disclose to a member of
your family, a relative, a close friend or any other person you identify, your protected health
information that dlrectly relates to that person’s involvement in your health care. If you are
not present or unable to agree or object to such a disclosure because of your incapacity or
an emergency circumstance, we may disclose such information as necessary if we
determine that it is in your best interest based on our professional judgment. We may use
or disclose protected health information to notify or assist in notifying a family member,
personal representative or any other person that is responsible for your care of your
location, general condition or death. Finally, we may use or disclose your protected health
information to an authorized public or private entity to assist in disaster relief efforts and to
coordinate uses and disclosures to family or other individuals involved in your health care.
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Other Permitted and Required Uses and Disclosures That May Be Made Without Your
Consent, Authorization or Opportunity to Object

We may use or disclose your protected health information in the following situations
without your consent or authorization. These situations include:

Required By Law: We may use or disclose your protected health information to the extent
that the use or disclosure is required by law. The use or disclosure will be made in
compliance with the law and will be limited to the relevant requirements of the law. If
required by law, you will be notified of any such uses or disclosures.

Public Health: We may disclose your protected health information for public health
activities and purposes to a public health authority that is permitted by law to collect or
receive the information. The disclosure will be made for the purpose of controlling disease,
injury or disability. We may also disclose your protected health information, if directed by
the public health authority, to a foreign government agency that is collaborating with the
public health authority.

Communicable Diseases: We may disclose your protected health information, if authorized
by law, to a person who may have been exposed to a communicable disease or may
otherwise be at risk of contracting or spreading the disease or condition.

Abuse or Neglect: We may disclose your protected health information to a public health
authority or other government authority that is authorized by law to receive reports of child
abuse or neglect. In addition, if we believe that you have been a victim of abuse, neglect or
domestic violence we may disclose your protected health information to the governmental
entity or agency authorized to receive such information. In this case, the disclosure will be
made consistent with the requirements of applicable federal and state laws.

Health Oversight: We may disclose protected health information to a health oversight
agency for activities authorized by law, such as audits, investigations, and inspections.
Oversight agencies seeking this information include government agencies that oversee the
health care system, government benefit programs, other government regulatory programs
and civil rights laws.

Food and Drug Administration: We may disclose your protected health information to a
person or company required by the Food and Drug Administration to report adverse events,
product defects or problems, biological product deviations; to track products; to enable
product recalls; to make repairs or replacements; or to conduct post marketing
surveillance, as required.
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Legal Proceedings: We may disclose protected health information in the course of any
judicial or administrative proceeding in response to an order of a court or administrative
tribunal (to the extent such disclosure is expressly authorized), and in response to a
subpoena, discovery request or other lawful process as permitted by law.

Law Enforcement: We may disclose protected health information, so long as applicable
legal requirements are met, for law enforcement purposes. Such disclosures include (1) the
reporting of certain physical injuries; (2) responding to legal processes; (3) providing
limited information for identification and location purposes, (4) providing law enforcement
officials with information pertaining to victims of a crime; (5) reporting deaths possibly
resulting from criminal conduct; (6 reporting a crime that occurs on our premises; and (7)
reporting criminal activity outside our premises that results in emergency medical services.

Coroners, Funeral Directors, and Organ Donation: We may disclose protected health
information to a coroner or medical examiner for identification purposes, determining cause
of death or for the coroner or medical examiner to perform other duties authorized by law.
We may also disclose protected health information to a funeral director, as authorized by
law, in order to permit the funeral director to carry out his/her duties. We may disclose such
information in reasonable anticipation of death. Protected health information may be used
and disclosed for cadaveric organ, eye or tissue donation purposes.

Research: We may disclose your protected health information to researchers when their
research has been approved by an institutional review board that has reviewed the
research proposal and established protocols to ensure the privacy of your protected health
information.

Serious Threat to Health or Safety: Consistent with applicable federal and state laws, we
may disclose your protected health information if we believe that the use or disclosure is
necessary to prevent or lessen a serious and imminent threat to the health or safety of a
person or the public. We may also disclose protected health information if it is necessary for
law enforcement authorities to identify or apprehend an individual.

Military Activity and National Security: When the appropriate conditions apply, we may use
or disclose protected health information of individuals who are Armed Forces personnel (1
for activities deemed necessary by appropriate military command authorities; (2) for the
purpose of a determination by the Department of Veterans Affairs of your eligibility for
benefits, or (3) to foreign military authority if you are a member of that foreign military
services. We may also disclose your protected health information to authorized federal
officials for conducting national security and intelligence activities, including for the
provision of protective services to the President or certain other individuals.
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Inmates: We may use or disclose your protected health information if you are an inmate of
a correctional facility and we created or received your protected health information in the
course of providing care to you.

Workers’ Compensation: Your protected health information may be disclosed by us as
authorized to comply with workers’ compensation laws and other similar legally-
established programs.

Required Uses and Disclosures: Under the law, we must make disclosures to you and when
required by the Secretary of the Department of Health and Human Services to investigate or
determine our compliance with the requirements of Title 45, Code of Federal Regulations,
Parts 160 and 164.

2. YOUR RIGHTS

Following is a statement of your rights with respect to your protected health information
and a brief description of how you may exercise these rights.

You have the right to request a restriction of your protected health information. This
means you may ask us not to use or disclose any part of your protected health information
for the purposes of treatment, payment or healthcare operations. You may also request
that any part of your protected health information not be disclosed to family members or
friends who may be involved in your care or for notification purposes as described in this
Notice of Privacy Practices. Your request must state the specific restriction requested and to
whom you want the restriction to apply.

We are not required to agree to a restriction that you may request. If we believe it is in your
best interest to permit use and disclosure of your protected health information, your
protected health information will not be restricted. If we agree to the requested restriction,
we may not use or disclose your protected health information in violation of that restriction
unless it is needed to provide emergency treatment. With this in mind, please discuss any
restriction you wish to request with your health care provider. You may request a restriction
by completing a “Restriction of use and Disclosures Request Form,” which you may obtain
from our Privacy Official.
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You have the right to request to receive confidential communications from us by
alternative means or at an alternative location. We will accommodate reasonable
requests. We may also condition this accommodation by asking you for information as to
how payment will be handled or specification of an alternative address or other method of
contact. We will not request an explanation from you as to the basis for the request. Please
make this request in writing to our Privacy Official.

You have the right to inspect and copy your protected health information. This means you
may inspect and obtain a copy of protected health information about you that is contained
in a designated record set for as long as we maintain the protected health information. A
“designated record set” contains medical and billing records and any other records that we
use for making decisions about you.

Under federal law, however, you may not inspect or copy the following records:
psychotherapy notes; information compiled in reasonable anticipation of, or use in, a civil,
criminal, or administrative action or proceeding; and protected health information that is
subject to any law that prohibits access to protected health information. Depending on the
circumstances, a decision to deny access may be reviewable. Please contact our Privacy
Official if you have questions about access to your medical record.

You may have the right to have us amend your protected health information. This means
you may request an amendment of protected health information about you in a designated
record set for as long as we maintain this information. Requests for amendment must be in
writing and must provide a reason to support each requested amendment. In certain cases,
we may deny your request for an amendment. If we deny your request for amendment, you
have the right to file a statement of disagreement with us and we may prepare a rebuttal to
your statement and will provide you with a copy of any such rebuttal. Please contact our
Privacy Official if you have questions about amending your protected health information.

You have the right to receive an accounting of certain disclosures we have made, if any,
of your protected health information. This right applies to disclosures for purposes other
than treatment, payment or healthcare operations as described in this Notice of Privacy
Practices. It excludes disclosures we may have made to you, to family members or friends
involved in your care, for notification purposes, and for other purposes, as permitted by law.
You have the right to receive specific information regarding these disclosures that occurred
after April 14, 2003 and during the six years prior to your request. You may request a shorter
timeframe. The right to receive this information is subject to certain exceptions, restrictions
and limitations.

You have the right to obtain a paper copy of this notice from us, upon request, even if you
have agreed to accept this notice electronically.




3. Complaints

You may complain to us or to the Secretary of Health and Human Services if you believe
your privacy rights have been violated by us. You may file a complaint with us by notifying
the person hamed below of your complaint. We will not retaliate against you for filing a
complaint.

For further information about the complaint process, or to file a complaint, contact:

Cynthia Jacobson

2300 Bloomdale, Suite 4117
McKinney, TX 75071

Phone 972-548-4606

Fax 972-547-5735

For further information about filing a complaint with the Secretary of Health and Human
Servers, or to file a complaint, contact:

U.S. Department of Health and Human Services, Office for Civil Rights
Medical Privacy, Complaint Division

200 Independence Avenue, SW

HHH Building, Room 509H

Washington, D.C. 20201

Phone: 866-627-7748

TTY: 886-788-4989
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SPECIAL

ENROLLMENT

If you are declining enrollment for yourself or your dependents

(including your spouse) because of other health insurance or group health
plan coverage, you may be able to enroll yourself and your dependents in
this plan if you or your dependents lose eligibility for that other coverage
(or if the employer stops contributing toward your or your dependents’
other coverage).

However, you must request enroliment within 30 days after your
or your dependents’ other coverage ends (or after the employer stops
contributing toward the other coverage).

In addition, if you have a new dependent as a result of marriage, birth,
adoption, or placement for adoption, you may be able to enroll yourself

and your dependents. However, you must request enroliment within 30 days
after the marriage, birth, adoption, or placement for adoption.

If you need to remove a spouse due to divorce you must notify Benefits within
60 days.

To request special enroliment or obtain more information, contact
Benefits at 972-548-4667.
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Glossary of Health Coverage and Medical Terms

e This glossary defines many commonly used terms, but isn't a full list. These glossary terms and definitions are
intended to be educational and may be different from the terms and definitions in your plan or health insurance
policy. Some of these terms also might not have exactly the same meaning when used in your policy or plan, and in

any case, the policy or plan governs. (See your Summary of Benefits and Coverage for information on how to get a

copy of your policy or plan document.)

e Underlined text indicates a term defined in this Glossary.

See page 6 for an example showing how deductibles, coinsurance and out-of-pocket limits work together in a real

life situation.

Allowed Amount

This is the maximum payment the plan will pay for a
covered health care service. May also be called "eligible
expense", "payment allowance", or "negotiated rate".

Appeal

A request that your health insurer or plan review a
decision that denies a benefit or payment (either in whole
or in part).

Balance Billing

When a provider bills you for the balance remaining on
the bill that your plan doesn’t cover. This amount is the
difference between the actual billed amount and the
allowed amount. For example, if the provider’s charge is
$200 and the allowed amount is $110, the provider may
bill you for the remaining $90. This happens most often

when you see an out-of-network provider (non-preferred

provider). A network provider (preferred provider) may

not bill you for covered services.

Claim

A request for a benefit (including reimbursement of a
health care expense) made by you or your health care
provider to your health insurer or plan for items or

services you think are covered.

Coinsurance
Your share of the costs
of a covered health care

service, calculated as a —_—

percentage (for —
example, 20%) of the A

Jane pays Her plan pays

20% 80%

allowed amount for the
service. You generally
pay coinsurance plus
any deductibles you owe. (For example, if the health
insurance or plan’s allowed amount for an office visit is

$100 and you've met your deductible, your coinsurance
payment of 20% would be $20. The health insurance or
plan pays the rest of the allowed amount.)

(See page 6 for a detailed example.)

Complications of Pregnancy

Conditions due to pregnancy, labor, and delivery that
require medical care to prevent serious harm to the health
of the mother or the fetus. Morning sickness and a non-
emergency caesarean section generally aren’t
complications of pregnancy.

Copayment

A fixed amount (for example, $15) you pay for a covered
health care service, usually when you receive the service.
The amount can vary by the type of covered health care

service.

Cost Sharing

Your share of costs for services that a plan covers that
you must pay out of your own pocket (sometimes called
“out-of-pocket costs”). Some examples of cost sharing
are copayments, deductibles, and coinsurance. Family
cost sharing is the share of cost for deductibles and out-

of-pocket costs you and your spouse and/ or child(ren)
must pay out of your own pocket. Other costs, including
your premiums, penalties you may have to pay, or the
cost of care a plan doesn’t cover usually aren’t considered
cost sharing.

Cost-sharing Reductions

Discounts that reduce the amount you pay for certain
services covered by an individual plan you buy through
the Marketplace. You may get a discount if your income
is below a certain level, and you choose a Silver level
health plan or if you're a member of a federally-
recognized tribe, which includes being a shareholder in an
Alaska Native Claims Settlement Act corporation.
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Deductible

An amount you could owe

during a coverage period

(usually one year) for
covered health care
services before your plan

begins to pay. An overall

deductible applies to all or Jane pays Her plan pays

100% 0%
(See page 6 for a detailed

almost all covered items
and services. A plan with
an overall deductible may example.)

also have separate deductibles that apply to specific
services or groups of services. A plan may also have only
separate deductibles. (For example, if your deductible is
$1000, your plan won’t pay anything until you've met
your $1000 deductible for covered health care services
subject to the deductible.)

Diagnostic Test

Tests to figure out what your health problem is. For
example, an x-ray can be a diagnostic test to see if you
have a broken bone.

Durable Medical Equipment (DME)

Equipment and supplies ordered by a health care provider
for everyday or extended use. DME may include: oxygen

equipment, wheelchairs, and crutches.

Emergency Medical Condition

An illness, injury, symptom (including severe pain), or
condition severe enough to risk serious danger to your
health if you didn’t get medical attention right away. If
you didn’t get immediate medical attention you could
reasonably expect one of the following: 1)) Your health
would be put in serious danger; or 2) You would have
serious problems with your bodily functions; or 3) You
would have serious damage to any part or organ of your

body.

Emergency Medical Transportation

Ambulance services for an emergency medical condition.

Types of emergency medical transportation may include
transportation by air, land, or sea. Your plan may not
cover all types of emergency medical transportation, or
may pay less for certain types.

Emergency Room Care / Emergency Services

Services to check for an emergency medical condition and

treat you to keep an emergency medical condition from

getting worse. These services may be provided in a
licensed hospital's emergency room or other place that

provides care for emergency medical conditions.

Excluded Services
Health care services that your plan doesn’t pay for or
cover.

Formulary

A list of drugs your plan covers. A formulary may
include how much your share of the cost is for each drug.
Your plan may put drugs in different cost sharing levels
or tiers. For example, a formulary may include generic
drug and brand name drug tiers and different cost sharing

amounts will apply to each tier.

Grievance
A complaint that you communicate to your health insurer

or plan.

Habilitation Services

Health care services that help a person keep, learn or
improve skills and functioning for daily living. Examples
include therapy for a child who isn’t walking or talking at
the expected age. These services may include physical
and occupational therapy, speech-language pathology,

and other services for people with disabilities in a variety

of inpatient and/or outpatient settings.

Health Insurance

A contract that requires a health insurer to pay some or
all of your health care costs in exchange for a premium.
A health insurance contract may also be called a “policy”

“ b2l
or “plan”.

Home Health Care

Health care services and supplies you get in your home
under your doctor’s orders. Services may be provided by
nurses, therapists, social workers, or other licensed health
care providers. Home health care usually doesn’t include
help with non-medical tasks, such as cooking, cleaning, or
driving.

Hospice Services
Services to provide comfort and support for persons in
the last stages of a terminal illness and their families.

Hospitalization

Care in a hospital that requires admission as an inpatient
and usually requires an overnight stay. Some plans may
consider an overnight stay for observation as outpatient
care instead of inpatient care.

Hospital Outpatient Care
Care in a hospital that usually doesn’t require an
overnight stay.

Glossary of Health Coverage and Medical Terms
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Individual Responsibility Requirement
Sometimes called the “individual mandate”, the duty you
may have to be enrolled in health coverage that provides

minimum essential coverage. If you don’t have minimum

essential coverage, you may have to pay a penalty when
you file your federal income tax return unless you qualify
for a health coverage exemption.

In-network Coinsurance

Your share (for example, 20%) of the allowed amount
for covered healthcare services. Your share is usually
lower for in-network covered services.

In-network Copayment
A fixed amount (for example, $15) you pay for covered

health care services to providers who contract with your

health insurance or plan. In-network copayments usually
are less than out-of-network copayments.

Marketplace

A marketplace for health insurance where individuals,
families and small businesses can learn about their plan
options; compare plans based on costs, benefits and other
important features; apply for and receive financial help
with premiums and cost sharing based on income; and

choose a plan and enroll in coverage. Also known as an
“Exchange”. The Marketplace is run by the state in some
states and by the federal government in others. In some
states, the Marketplace also helps eligible consumers
enroll in other programs, including Medicaid and the
Children’s Health Insurance Program (CHIP). Available

online, by phone, and in-person.

Maximum Out-of-pocket Limit

Yearly amount the federal government sets as the most
each individual or family can be required to pay in cost
sharing during the plan year for covered, in-network
services. Applies to most types of health plans and

insurance. This amount may be higher than the out-of-

pocket limits stated for your plan.

Medically Necessatry

Health care services or supplies needed to prevent,
diagnose, or treat an illness, injury, condition, disease, or
its symptoms, including habilitation, and that meet
accepted standards of medicine.

Minimum Essential Coverage

Health coverage that will meet the individual
responsibilitv requirement, Minimum essential coverage

generally includes plans, health insurance available

through the Marketplace or other individual market
policies, Medicare, Medicaid, CHIP, TRICARE, and

certain other coverage.

Minimum Value Standard

A basic standard to measure the percent of permitted
costs the plan covers. If you're offered an employer plan
that pays for at least 60% of the total allowed costs of
benefits, the plan offers minimum value and you may not

qualify for premium tax credits and cost sharing

reductions to buy a plan from the Marketplace.

Network

The facilities, providers and suppliers your health insurer
or plan has contracted with to provide health care
services.

Network Provider (Preferred Provider)

A provider who has a contract with your health insurer or
plan who has agreed to provide services to members of a
plan. You will pay less if you see a provider in the
network. Also called “preferred provider” or
“participating provider.”

Orthotics and Prosthetics

Leg, arm, back and neck braces, artificial legs, arms, and
eyes, and external breast prostheses after a mastectomy.
These services include: adjustment, repairs, and
replacements required because of breakage, wear, loss, or
a change in the patient’s physical condition.

Out-of-network Coinsurance

Your share (for example, 40%) of the allowed amount
for covered health care services to providers who don’t
contract with your health insurance or plan. Out-of-

network coinsurance usually costs you more than in-
network coinsurance.

Out-of-network Copayment

A fixed amount (for example, $30) you pay for covered
health care services from providers who do not contract
with your health insurance or plan. Out-of-network

copayments usually are more than in-network

co pa}gments.
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Out-of-network Provider (Non-Preferred

Provider)
A provider who doesn’t have a contract with your plan to

provide services. If your plan covers out-of-network
services, you'll usually pay more to see an out-of-network
provider than a preferred provider. Your policy will

explain what those costs may be. May also be called
“non-preferred” or “non-particiapting” instead of “out-
of-network provider”.

Out-of-pocket Limit
The most you could

pay during a coverage

period (usually one year)

for your share of the

costs of covered

Jane pays Her plan pays
0% 100%

(See page 6 for a detailed example.)

services. After you
meet this limit the
plan will usually pay
100% of the
allowed amount. This limit helps you plan for health
care costs. This limit never includes your premium,
balance-billed charges or health care your plan doesn’t
cover. Some plans don't count all of your copayments,

deductibles, coinsurance payments, out-of-network

payments, or other expenses toward this limit.

Physician Setvices
Health care services a licensed medical physician,
including an M.D. (Medical Doctor) or D.O. (Doctor of

Osteopathic Medicine), provides or coordinates.

Plan

Health coverage issued to you directly (individual plan)
or through an employer, union or other group sponsor
(employer group plan) that provides coverage for certain
health care costs. Also called "health insurance plan",

"policy", "health insurance policy" or "health
insurance".

Preauthorization
A decision by your health insurer or plan that a health

care service, treatment plan, prescription drug or durable

medical equipment (DME) is medically necessary.

Sometimes called prior authorization, prior approval or

precertification. Your health insurance or plan may
require preauthorization for certain services before you
receive them, except in an emergency. Preauthorization
isn’t a promise your health insurance or plan will cover
the cost.

Premium
The amount that must be paid for your health insurance

or plan. You and/or your employer usually pay it
monthly, quarterly, or yearly.

Premium Tax Credits

Financial help that lowers your taxes to help you and
your family pay for private health insurance. You can get
this help if you get health insurance through the
Marketplace and your income is below a certain level.
Advance payments of the tax credit can be used right
away to lower your monthly premium costs.

Prescription Drug Coverage

Coverage under a plan that helps pay for prescription
drugs. If the plan’s formulary uses “tiers” (levels),
prescription drugs are grouped together by type or cost.
The amount you'll pay in cost sharing will be different

for each "tier" of covered prescription drugs.

Prescription Drugs

Drugs and medications that by law require a prescription.

Preventive Care (Preventive Service)

Routine health care, including screenings, check-ups, and
patient counseling, to prevent or discover illness, disease,
or other health problems.

Primary Care Physician
A physician, including an M.D. (Medical Doctor) or
D.O. (Doctor of Osteopathic Medicine), who provides

or coordinates a range of health care services for you.

Primary Care Provider

A physician, including an M.D. (Medical Doctor) or
D.O. (Doctor of Osteopathic Medicine), nurse
practitioner, clinical nurse specialist, or physician
assistant, as allowed under state law and the terms of the
plan, who provides, coordinates, or helps you access a
range of health care services.

Provider

An individual or facility that provides health care services.
Some examples of a provider include a doctor, nurse,
chiropractor, physician assistant, hospital, surgical center,
skilled nursing facility, and rehabilitation center. The
plan may require the provider to be licensed, certified, or
accredited as required by state law.
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Reconstructive Surgery

Surgery and follow-up treatment needed to correct or
improve a part of the body because of birth defects,
accidents, injuries, or medical conditions.

Referral

A written order from your primary care provider for you

to see a specialist or get certain health care services. In
many health maintenance organizations (HMOs), you
need to get a referral before you can get health care

services from anyone except your primary care provider.
If you don't get a referral first, the plan may not pay for

the services.

Rehabilitation Services

Health care services that help a person keep, get back, or
improve skills and functioning for daily living that have
been lost or impaired because a person was sick, hurt, or
disabled. These services may include physical and
occupational therapy, speech-language pathology, and

psychiatric rehabilitation services in a variety of inpatient

and/or outpatient settings.

Screening

A type of preventive care that includes tests or exams to
detect the presence of something, usually performed
when you have no symptoms, signs, or prevailing medical
history of a disease or condition.

Skilled Nursing Care

Services performed or supervised by licensed nurses in
your home or in a nursing home. Skilled nursing care is
not the same as “skilled care services”, which are services
performed by therapists or technicians (rather than
licensed nurses) in your home or in a nursing home.

Specialist
A provider focusing on a specific area of medicine or a

group of patients to diagnose, manage, prevent, or treat
certain types of symptoms and conditions.

Specialty Drug

A type of prescription drug that, in general, requires

special handling or ongoing monitoring and assessment
by a health care professional, or is relatively difficult to
dispense. Generally, specialty drugs are the most
expensive drugs on a formulary.

UCR (Usual, Customaty and Reasonable)

The amount paid for a medical service in a geographic
area based on what providers in the area usually charge
for the same or similar medical service. The UCR
amount sometimes is used to determine the allowed
amount.

Utrgent Care
Care for an illness, injury, or condition serious enough
that a reasonable person would seek care right away, but

not so severe as to require emergency room care.

Glossary of Health Coverage and Medical Terms

59



How You and Your Insurer Share Costs - Example

Jane’s Plan Deductible: $1,500

Coinsurance: 20%

Out-of-Pocket Limit: $5,000

[
January 1%t
Beginning of Coverage Period

=

Jane pays Her plan pays
100% 0%

6ane hasn’t reached her \
$1,500 deductible yet
Her plan doesn’t pay any of the costs.
Office visit costs: $125
Jane pays: $125
Her plan pays: $0

N /

#

more
costs

®

Jane pays Her plan pays
20% 80%

Jane reaches her $1,500 \
deductible, coinsurance begins
Jane has seen a doctor several times and
paid $1,500 in total, reaching her
deductible. So her plan pays some of the

costs for her next visit.

Office visit costs: $125

Jane pays: 20% of $125 = $25

\Her plan pays: 80% of $125 = $10y

December 31
End of Coverage Period

}

more
costs

Jane pays Her plan pays
0% 100%

B

@ne reaches her $5,000 \
out-of-pocket limit

Jane has seen the doctor often and paid
$5,000 in total. Her plan pays the full

cost of her covered health care services

for the rest of the year.
Office visit costs: $125
Jane pays: $0
K Her plan pays: $125

/

Glossary of Health Coverage and Medical Terms
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

lJJ UnitedHealthcare

Choice Plus Advantage Plan

Coverage Period: 01/01/2026 —12/31/2026
Coverage for: Family | Plan Type: PS1

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, call 1-844-669-0741.or visit
welcometouhc.com. 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.healthcare. gov/sbc-glossaw or call 1-866-487-2365 to request a copy.

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

Network: $750 Individual / $1,500 Family
Out-of-Network: $1,250 Individual / $2,500 Family
Per calendar year.

Yes. Preventive care and categories with a copay
are covered before you meet your deductible.

No.

Network: $4,000 Individual / $8,000 Family

limit for this plan?

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

Will you pay less if you use
a network provider?

Do you need a referral to
see a specialist?

Out-of-Network: Not Applicable Individual / Not
Applicable Family

Per calendar year.

Premiums, balance-billing charges, health care this
plan doesn’t cover and penalties for failure to obtain
prenotification for services.

Yes. See myuhc.com or call 1-844-669-0741 for a
list of network providers.

No.

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
plan, each family member must meet their own individual deductible until the
total amount of deductible expenses paid by all family members meets the
overall family deductible.

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

You can see the specialist you choose without a referral.



http://www.welcometouhc.com/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/coverage/preventive-care-benefits/
http://www.myuhc.com/

B

A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
What You Will Pay '

Me(;?(';r;lnt Services You May Need ' Network Provider Out-of-Network Provider | Limitations, Exceptions, & Other Important Information '
(You will pay the least) | (You will pay the most)
If you visit a health | Primary care visit o treat Virtual visits - $25 copay per visit by a Designated Virtual
care provider’s an injury or illness Network Provider, deductible does not apply. No virtual
office or clinic $20 copay per visit, coverage out-of-network
Not Covered
deductible does not apply. If you receive services in addition to office visit, additional
copays, deductibles or coinsurance may apply e.g.
surgery.
Specialist visit . If you receive services in addition to office visit, additional
$50. copay per visit Not Covered copays, deductibles or coinsurance may apply e.g.
deductible does not apply. SUrgery.
Preventive No Charge Not Covered You may have to pay for services that aren’t preventive.
care/screening/ Ask your provider if the services needed are preventive.
immunization Then check what your plan will pay for. No coverage out-
of-network
eI e —g—agog?/vsélri;%t (x-ray, 20% coinsurance Not Covered None
:\TR?I%I)ng (BTN sers; 20% coinsurance Not Covered None

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com. 62
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Common
Medical Event

Services You May Need |

What You Will Pay

Network Provider
(You will pay the least)

Out-of-Network Provider |

(You will pay the most)

Limitations, Exceptions, & Other Important Information

If you need drugs
to treat your illness
or condition

More information

about prescription

drug coverage is
available at

welcometouhc.com

Tier 1 — Your Lowest
Cost Option

Retail:

20% coinsurance,
deductible does not apply.
Up to 31 day supply:
with a $10 copay
maximum
Up to 61 day supply:
with a $20 copay
maximum
Up to 90 day supply:
with a $30 copay
maximum
Mail-Order:
20% coinsurance,
deductible does not apply.
Up to 31 day supply:
with a $20 copay
maximum
Up to 61 day supply:
with a $30 copay
maximum
Up to 90 day supply:
with a $40 copay
maximum

Not Covered

Provider means pharmacy for purposes of this section.
Retail: Up to a 90 day supply.

Mail-Order: Up to a 90 day supply. $10 mailing fee, which
increases the maximum by $10.

You may need to obtain certain drugs, including certain
specialty drugs, from a pharmacy designated by us.
Certain drugs may have a Prenotification requirement or
may result in a higher cost.

If you use a non-network pharmacy (including a mail order
pharmacy), you may be responsible for any amount over
the allowed amount.

Certain preventive medications (including certain
contraceptives) are covered at No Charge.

See the website listed for information on drugs covered by
your plan. Not all drugs are covered.

You may be required to use a lower-cost drug(s) prior to
benefits under your policy being available for certain
prescribed drugs.

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com. 63
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Common What You Will Pay | _
Medical Event Services You May Need Network Provider Out-of-Network Provider | Limitations, Exceptions, & Other Important Information

Tier 2 - Your Mid-Range Retail: Not Covered
Cost Option 30% coinsurance,
deductible does not apply.
Up to 31 day supply:
with a $75 copay
maximum
Up to 61 day supply:
with a $150 copay
maximum
Up to 90 day supply:
with a $225 copay
maximum
Mail-Order:
30% coinsurance,
deductible does not apply.
Up to 31 day supply: with
a $85 copay maximum
Up to 61 day supply:
with a $160 copay
maximum
Up to 90 day supply:
With a $235 copay
maximum
Tier 3 - Your Mid-Range Retail: Not Covered
Cost Option 40% coinsurance,
deductible does not apply.
Up to 31 day supply: with
a $200 copay maximum
Up to 61 day supply: with
a $400 copay maximum
Up to 90 day supply: with
a $600 copay maximum

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com. 64
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What You Will Pay | _
Network Provider Out-of-Network Provider | Limitations, Exceptions, & Other Important Information

Common .
Medical Event Services You May Need

Mail-Order:

40% coinsurance
deductible does not apply.
Up to 31 day supply: with

a $210 copay maximum
Up to 61 day supply: with
a $410 copay maximum
Up to 90 day supply:

With a $610 copay

maximum

Tier 4 — Your Highest

Not Applicable

Not Applicable

attention

Cost Option
If you have Facility fee (e.g.,
outpatient surgery | ambulatory surgery 20% coinsurance Not Covered None
center)
Physician/surgeon fees 20% coinsurance Not Covered None
If you need Emergency room care $750 copay per visit, $750 copay per visit, None
immediate medical deductible does not apply. | deductible does not apply.

Emergency medical
transportation

20% coinsurance

*20% coinsurance

*Network deductible applies

Urgent care

If you receive services in addition to Urgent care visit,

$25 copay per visit, " ; .
deductible does not apply. Not Covered gddltlonal copays, deductibles, or coinsurance may apply
— .g. surgery.
i you [EVEE FEElIED (. hoEpal 20% coinsurance Not Covered None
hospital stay room)
Physician/surgeon fees 20% coinsurance Not Covered None

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com.
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c What You Will Pay
™ d(i)gilnE(:IZnt Services You May Need Network Provider Out-of-Network Provider | Limitations, Exceptions, & Other Important Information
(You will pay the least) | (You will pay the most)

Ifyouneed mental | Outpatient services $15 copay per visit, $15 copay per visit, Prenotification is required out-of-network for certain
health, behavioral deductible does not apply. | deductible does notapply. | services or benefit reduces to 50% of allowed amount.
health, or Inpatient services
substance abuse 20% coinsurance Not Covered None
services
If you are pregnant | Office visits No Charge after initial Not Covered Cost sharing does not apply for preventive services.
copay of $20 Depending on the type of service a copayment,
Childbirth/delivery coinsurance or deductible may apply. Maternity care may
professional services 20% coinsurance Not Covered include tests and services described elsewhere in the SBC
(i.e. ultrasound.)
Childbirth/delivery facility Inpatient prenotification applies out-of-network if stay
services 20% coinsurance Not Covered exceeds 48 hours (C-Section: 96 hours) or benefit reduces
to 50% of allowed amount.
If you need help Home health care 20% coinsurance Not Covered Limited to 60 visits per calendar year.

recovering or have = Rehabilitation services Outpatient rehabilitation services are unlimited per
other special health calendar year.
needs Habilitative services 20% coinsurance Not Covered Services are provided under Rehabilitation Services above.

Skilled nursing care Limited to 60 days per calendar year (combined with

20% coinsurance Not Covered

20% coinsurance Not Covered inpatient rehabilitation).
E—ﬁ W 20% coinsurance Not Covered None
Hospice services 20% coinsurance Not Covered Limited to 180 days per calendar year.
If your child needs | Children’s eye exam $1Q copay per visit, Reimbursed upto $40 | Limited to 1 exam every year.
dental or eye care deductible does not apply.
Children’s glasses $25 copay per visit, Single focus lenses up to | Limited to 1 pair of lenses every year, 1 pair of frames

deductible does notapply. | $40, bifocal lenses up to | every 2 years, contact lenses (in lieu of eyeglasses) every
$60, trifocal and lenticular | year.
lenses up to $80. Frames
up to $45. Contact lenses
up to $200.

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com. 66
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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 Acupuncture

e Bariatric surgery
e Cosmetic surgery
e Dental care

Long-term care

Non-emergency care when travelling outside -
the U.S.

e Private duty nursing

¢ Routine foot care — Except as covered for
Diabetes

o Weight loss programs

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

r plan document.)

e Chiropractic (Manipulative care)

Hearing aids
Infertility treatment — limited to $20,000 per
lifetime.

e Routine eye care (adult) - 1 exam per year
o (Glasses

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:

U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, 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.

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com.
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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 on how 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 Member Service number listed on the back of your ID card or myuhc.com.

Additionally, a consumer assistance program may help you file your appeal. Contact dol.gov/ebsa/healthreform.

Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

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 1-844-669-0741.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-844-669-0741.

Chinese (HP): INRFZhPHIFLENFIRITIX N ST 1-844-669-0741.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-844-669-0741.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com.
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About these Coverage Examples:

on self-only coverage.

This is not a cost estimator. The examples below are for illustrative purposes only and do not reflect actual costs. 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). Use
this information to compare the portion of costs you might pay under different health plans. Please note these coverage examples are based

Meg is Having a Baby
(10 months of in-network pre-natal care and a

hospital delivery)

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

Mia’s Simple Fracture
(in-network emergency room visit and
follow up care)

B The plan’s overall deductible $750

B Specialist copay per visit $50

M Hospital (facility) coinsurance 20%

B Other coinsurance 20%
This EXAMPLE event includes services like:
Specialist office visits (pre-natal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and bloodwork)

Total Example Cost $12,700
In this example, Meg would pay:

Cost Sharing

Deductibles $750

Copayments $500

Coinsurance $2,290

What isn’t covered
Limits or exclusions $60
The total Meg would pay is $3,600

B The plan’s overall deductible $750
B PCP or Specialist copay per visit $0
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Basic Primary Care Physician or Specialist office
visits (diabetes related visits)

Diagnostic tests (bloodwork)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $750

Copayments $0

Coinsurance $970

What isn’t covered
Limits or exclusions $30
The total Joe would pay is $1,750

B The plan’s overall deductible $750
B Emergency Room Visit copay $750
B Other coinsurance 20%

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 $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $750
Copayments $750
Coinsurance $260

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,760

The plan would be responsible for the other costs of these EXAMPLE covered services. 69




We do not treat members differently because of sex, age, race, color, disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a complaint to the Civil
Rights Coordinator.

Online: UHC Civil Rights@uhc.com

Mail: Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt Lake City, UTAH 84130

You must send the complaint within 60 days of when you found out about it. A decision will be sent to you within 30 days. If you disagree with
the decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free number listed within this Summary of Benefits and Coverage (SBC), TTY 711,
Monday through Friday, 8 a.m. to 8 p.m.

You can also file a complaint with the U.S. Dept. of Health and Human Services.

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C. 20201

We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or, you can ask for an interpreter. To
ask for help, please call the number contained within this Summary of Benefits and Coverage (SBC), TTY 711, Monday through Friday, 8 a.m. to
8 p.m.

ATENCION: Si habla espaiiol (Spanish), hav servicios de asistencia deidiomas, sin cargo, a su disposicion. Llame al niimero gratuito que
aparece en este Resumen de Beneficios v Cobertura (Summarv of Benefits and Coverage, SBC).

EAE  MREEFR DI (Chinese) , ZFISEBLAERUES BB, FEBTEAEAMBR B E(Summary of Benefits and Coverage.
SBC) AP 5 M & BEFEMRE,

XINLUU Y: Néu quy vi néi tiéng Viét (Vietnamese), quy vi s& dwoc cung cip dich vu tro giip vé ngén ngiFmién phi Vui léng goi sé dién
thoai mien phi ghi trong ban Tém hroc vé quvén loi va dai tho bao hiém (Summary of Benefits and Coverage, SBC) nav.
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ot 2!l t=0{(Korean)= AFE st Al B2 210 XIH MHIAE FE2 0l85H Al £ U&Lich 2 51= 2 B & 2 %A (Summary of
Benefits and Coverage. SBC)0ll 7| E F 2Tt E 2 T3 6t AMAI2.

PAUNAWA: Kung nagsasalita ka ng Tagalog (Tagaleg). may makukuha kang mga libreng serbisvo ng tulong sa wika. Pakitawagan ang
toll-free na numerong nakalista sa Buod na ito ng Mga Benepisvo at Saklaw (Summary of Benefits and Coverage o SBC).

BHHUMAHHE: 6ecniiatarie VCIVIH NepeBo,da JOCTVIIHEI 114 TOoAeH, 9eil poJHoil 26k gBagercs pycckoM (Russian). [Tozponnte o
OecIiIaTHOMY HoMepV TeiaedoHa, YKazagHOMY B JaHHOM «O030pe I6roT B nokpureEa» (Summary of Benefits and Coverage, SBC).

ALty Uil salie Jate 2 ad) el (ol 350 JLadY) o) @Udaliediladd Asall socliadl clas 43 (Arabic) Asall Juadi So€ 1Y 4y
A% (Summary of Benefits and Coverage: SBC)

ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab benefisve sévis ki gratis pou ede w nan lang pa w. Tanpri rele nimewo
gratis ki nan Rezime avantaj ak pwoteksyon sa a (Summary of Benefits and Coverage, SBC).

ATTENTION : Si vous parlez francais (French). des services d’aide linguistique vous sont proposés gratuitement. Veuillez appeler le
numéro sans frais figurant dans ce Sommaire des prestations et dela couverture (Summary of Benefits and Coverage, SBC).

UWAGA: Jezeli méwisz po polsku (Polish), udostepnilismy darmowe ustugi thimacza. Prosimy zadzwonié pod bezplatny numer podany w
niniejszym Zestawieniu swiadczen 1 refundacji (Summary of Benefits and Coverage, SBC).

ATENGAO: Se vocé fala portagués (Portuguese). contate o servico de assisténcia de idiomas gratuito. Ligue para o nimero gratuito listado
neste Resumo de Beneficios e Cobertura (Summary of Benefits and Coverage - SBC).

ATTENZIONE:in caso la lingua parlata sia I'italiano (Italian). sono disponibili servizi di assistenza linguistica gratuiti. Chiamate il numero
verde indicato all'interno di questo Sommario dei Benefit e della Copertura (Summary of Benefits and Coverage, SBC).

ACHTUNG:Falls Sie Deutsch (German) sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Bitte rufen Sie
die in dieser Zusammenfassung der Leistungen und Kosteniibemahmen (Summary of Benefits and Coverage, SBC) angegebene gebiihrenfreie
Rufnummer an.

EEEE - HAESE (Japanese) 353 AigE. BRIOSHEXTET - RE JHHEWELETET,
AR TEES K UFGTOMIE ] (Summary of Benefits and Coverage, SBC)lZE0& &SN TV 57 1) —
HA PRI THEEL ZEW,
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~u 80 wld (Summary of Benefits and Coverage: SBC)

=T & G 3T RE Hindi) 1o 8, 3T AT FerIar €0, fol:gesdh 39ee &1 o 3R Halsl (Summary of Benefits
and Coverage, SBC) & & TRM & sy ﬁﬂﬂﬁﬁf& giel T FJaX 9X Fidd HL|

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu rau tus xov tooj hu dawb teev muaj
nvob ntawm Tsab Ntaww Nthuav Qhia Cov Txiaj Ntsim Zoo thiab Kev Kam Them Ngi (Summarv of Benefits and Coverage, SBC)no.
GAMUMIYAN: diasynSunwmeanig (Khmer) hSSWMANMWARANE Fnsanign-

o
-2

rugIRIgIsTiuERMGMIG innsAnisigl iwtHauRAEINES Suminuiiim (Summary of Benefits and
Coverage, SBC)18:1
PAKDAAEFE: Nu saritaem ti Illocano (Ilocano), ti serbisvo para ti baddang tilengguahe nga awanan bavadna, ket sidadaan para kenvam.

Maidawat nga awagan ti awan bavad na nu tawagan nga numero nga nakalista iti uneg na davtovnga Dagup dagiti Benipisvo ken

Pannakasalup (Summarv of Benefits and Coverage, SBC).

DIl BAA'AKONINIZIN: Diné (Navajo) bizaad bee vanikti'go. saad bee dka'anida'awo'igii. t'44 jiik'eh. bee na'ahé6t'i'. T'44 shoodi Naaltsoos
Bee 'Aa'ahavani doo Bee 'Ak'é'asti’ Bee Baa Hane'it (Summarv of Benefits and Coverage, SBC) bivi' t'aa jiik'ehgo beesh bee hane'i bika'igii
bee hodiilnih.

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegvadataageeradalugadda, oo bilaash ah, avaad heli kartaa. Fadlan wac lambarka
bilaashka ah ee ku wvaalla Soo-koobitaanka Dheefaha ivo Cavmiska (Summarv of Benefits and Coverage, SBC).
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

lJJ UnitedHealthcare

Choice Plus Advantage Plus Plan

Coverage Period: 01/01/2026 —12/31/2026
Coverage for: Family | Plan Type: PS1

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, call 1-844-669-0741.or visit
welcometouhc.com. 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.healthcare. gov/sbc-glossaw or call 1-866-487-2365 to request a copy.

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

Network: $250 Individual / $500 Family
Out-of-Network: $500 Individual / $1,000 Family
Per calendar year.

Yes. Preventive care is covered before you meet
your deductible.

No.

Network: $3,000 Individual / $6,000 Family

limit for this plan?

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

Will you pay less if you use
a network provider?

Do you need a referral to
see a specialist?

Out-of-Network: Not Applicable Individual / Not
Applicable Family

Per calendar year.

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

Yes. See myuhc.com or call 1-844-669-0741 for a
list of network providers.

No.

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
plan, each family member must meet their own individual deductible until the
total amount of deductible expenses paid by all family members meets the
overall family deductible.

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

You can see the specialist you choose without a referral.
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B

A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
What You Will Pay '

Me(;?(';r;lnt Services You May Need Network Provider Out-of-Network Provider | Limitations, Exceptions, & Other Important Information
(You will pay the least) | (You will pay the most)
If you visit a health | Primary care visit o treat Virtual visits - $25 copay per visit by a Designated Virtual
care provider’s an injury or illness Network Provider, deductible does not apply. No virtual
office or clinic $15 copay per visit, Not Covered coverage out-of-network
deductible does not apply. If you receive services in addition to office visit, additional
copays, deductibles or coinsurance may apply e.g.
surgery.
Specialist visit . If you receive services in addition to office visit, additional
q $40. copay per visit Not Covered copays, deductibles or coinsurance may apply e.g.
eductible does not apply. SUrgery.
Preventive No Charge Not Covered You may have to pay for services that aren’t preventive.
care/screening/ Ask your provider if the services needed are preventive.
immunization Then check what your plan will pay for. No coverage out-
of-network
TR e a s —g—tl?lfog?/vsélri;%t (xray, 25% coinsurance Not Covered None
:\TR?I%I)ng (ETIAEI e, 25% coinsurance Not Covered Nei2

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com. 74



http://www.welcometouhc.com/

Common
Medical Event

Services You May Need |

What You Will Pay

Network Provider
(You will pay the least)

Out-of-Network Provider
(You will pay the most)

Limitations, Exceptions, & Other Important Information

If you need drugs
to treat your illness
or condition

More information

about prescription

drug coverage is
available at

welcometouhc.com

Tier 1 —Your Lowest
Cost Option

Retail:

20% coinsurance,
deductible does not apply.
Up to 31 day supply:
with a $10 copay
maximum
Up to 61 day supply:
with a $20 copay
maximum
Up to 90 day supply:
with a $30 copay
maximum
Mail-Order:
20% coinsurance,
deductible does not apply.
Up to 31 day supply:
with a $20 copay
maximum
Up to 61 day supply:
with a $30 copay
maximum
Up to 90 day supply:
with a $40 copay
maximum

Not Covered

Provider means pharmacy for purposes of this section.
Retail: Up to a 90 day supply.

Mail-Order: Up to a 90 day supply. $10 mailing fee, which
increases the maximum by $10.

You may need to obtain certain drugs, including certain
specialty drugs, from a pharmacy designated by us.
Certain drugs may have a Prenotification requirement or
may result in a higher cost.

If you use a non-network pharmacy (including a mail order
pharmacy), you may be responsible for any amount over
the allowed amount.

Certain preventive medications (including certain
contraceptives) are covered at No Charge.

See the website listed for information on drugs covered by
your plan. Not all drugs are covered.

You may be required to use a lower-cost drug(s) prior to
benefits under your policy being available for certain
prescribed drugs.

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com. 75
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Common What You Will Pay
. Services You May Need Network Provider Out-of-Network Provider | Limitations, Exceptions, & Other Important Information
Medical Event . .
You will pay the least

Tier 2 - Your Mid-Range Retail: Not Covered
Cost Option 30% coinsurance,
deductible does not apply.
Up to 31 day supply:
with a $75 copay
maximum
Up to 61 day supply:
with a $150 copay
maximum
Up to 90 day supply:
with a $225 copay
maximum
Mail-Order:
30% coinsurance,
deductible does not apply.
Up to 31 day supply: with
a $85 copay maximum
Up to 61 day supply:
with a $160 copay
maximum
Up to 90 day supply:
With a $235 copay
maximum
Tier 3 - Your Mid-Range Retail: Not Covered
Cost Option 40% coinsurance,
deductible does not apply.
Up to 31 day supply: with
a $200 copay maximum
Up to 61 day supply:
with a $400 copay
maximum
Up to 90 day supply:
with a $600 copay
maximum
Mail-Order:

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com. 76
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Common .
Medical Event Services You May Need

What You Will Pay

40% coinsurance,

Out-of-Network Provider

Network Provider
You will pay the least i

Limitations, Exceptions, & Other Important Information

deductible does not apply.
Up to 31 day supply:
with a $210 copay
maximum
Up to 61 day supp
with a $410 copay
maximum
Up to 90 day supply:
With a $610 copay
maximum
Tier 4 — Your Highest Not Applicable Not Applicable
Cost Option
If you have Facility fee (e.g., None
outpatient surgery | ambulatory surgery 0% coinsurance Not Covered
center)
Physician/surgeon fees 25% coinsurance Not Covered None
If you need Emergency room care $750 copay per visit, $750 copay per visit, None
immediate medical deductible does not apply. | deductible does not apply.
attention tIEr;r:]eSrqct)agact\i/owed|cal 259% coinsurance “25% coinsurance Network deductible applies
Urgent care $25 - If you receive services in addition to Urgent care visit,
copay per visit, iy . .
deductible does not apply. Not Covered additional copays, deductibles, or coinsurance may apply
— e.g. surgery.
If you have a Facility fee (e.g., hospital | $100 copay per day, up to
hospital stay room) a maximum of $500 per Not Covered None
admission
Physician/surgeon fees 25% coinsurance Not Covered None

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com.
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Common .
Medical Event Services You May Need

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

If your child needs
dental or eye care

Outpatient services

Inpatient services

Office visits

Childbirth/delivery
professional services

Childbirth/delivery facility
services

Home health care
Rehabilitation services

Habilitative services
Skilled nursing care

Durable medical
equipment
Hospice services

Children’s eye exam

Children’s glasses

$15 copay per visit,
deductible does not apply.

25% coinsurance

No Charge after initial
copay of $15 (PCP) or
$40 per (Specialist).

25% coinsurance

$100 copay per day, up to
a maximum of $500 per
admission

0% coinsurance

25% coinsurance

25% coinsurance

25% coinsurance

25% coinsurance

0% coinsurance
$25 deductible per visit,
then 50% coinsurance.
$25 deductible per visit,
then 50% coinsurance.

What You Will Pay

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

$15 copay per visit,
deductible does not apply.

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered
Not Covered
Not Covered

Not Covered

Limitations, Exceptions, & Other Important Information

Prenotification is required out-of-network for certain
services or benefit reduces to 50% of allowed amount.
None

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

Inpatient prenotification applies out-of-network if stay
exceeds 48 hours (C-Section: 96 hours) or benefit reduces
to 50% of allowed amount.

Limited to 60 visits per calendar year.

Outpatient rehabilitation services are unlimited per
calendar year.

Services are provided under Rehabilitation Services above.

Limited to 60 days per calendar year (combined with
inpatient rehabilitation).

None

Limited to 180 days per calendar year

Limited to 1 exam every year.

Limited to 1 pair of lenses every year, 1 pair of frames
every year, contact lenses (in lieu of eyeglasses) every
year. Benefits are limited to $500 per year.

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com. 78
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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 Acupuncture e Lona-term care e Private duty nursing
e Bariatric surgery g , . e Routine foot care — Except as covered for
e Cosmetic surge o Non-emergency care when travelling outside - Diabetes
gery the U.S, ;
e Dental care e Weight loss programs

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

e Hearing aids
e  Chiropractic (Manipulative care) e |Infertility treatment - limited to $20,000 per
lifetime.

e Routine eye care (adult) - 1 exam per year
e (lasses

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:
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, 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 on how 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 Member Service number listed on the back of your ID card or myuhc.com.

Additionally, a consumer assistance program may help you file your appeal. Contact dol.gov/ebsa/healthreform.

Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com. 79
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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 1-844-669-0741.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-844-669-0741.
Chinese (HP): MNRFZEHPHIFL BN IFIRITIX N ST 1-844-669-0741.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-844-669-0741.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com.
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About these Coverage Examples:

on self-only coverage.

This is not a cost estimator. The examples below are for illustrative purposes only and do not reflect actual costs. 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). Use
this information to compare the portion of costs you might pay under different health plans. Please note these coverage examples are based

Meg is Having a Baby

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

hospital delivery)

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

Mia’s Simple Fracture
(in-network emergency room visit and
follow up care)

B The plan’s overall deductible $250
B Specialist copay per visit $40
W Hospital (facility) copay per day $100
M Other coinsurance 25%
This EXAMPLE event includes services like:
Specialist office visits (pre-natal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and bloodwork)
Total Example Cost $12,700
In this example, Meg would pay:
Cost Sharing
Deductibles $250
Copayments $600
Coinsurance $2,963
What isn’t covered
Limits or exclusions $60
The total Meg would pay is $3,060*

*Met out-of-pocket maximum of $3,000

B The plan’s overall deductible $250
B PCP or Specialist copay per visit $0
M Hospital (facility) copay per day $100
B Other coinsurance 25%

This EXAMPLE event includes services like:
Basic Primary Care Physician or Specialist office
visits (diabetes related visits)

Diagnostic tests (bloodwork)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $250

Copayments $100

Coinsurance $1,313

What isn’t covered
Limits or exclusions $30
The total Joe would pay is $1,693

M The plan’s overall deductible

B Emergency Room Visit copay
Bl Other coinsurance

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 $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $250
Copayments $750
Coinsurance $450

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,450

The plan would be responsible for the other costs of these EXAMPLE covered services. 81
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We do not treat members differently because of sex, age, race, color, disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a complaint to the Civil
Rights Coordinator.

Online: UHC Civil Rights@uhc.com

Mail: Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt Lake City, UTAH 84130

You must send the complaint within 60 days of when you found out about it. A decision will be sent to you within 30 days. If you disagree with
the decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free number listed within this Summary of Benefits and Coverage (SBC), TTY 711,
Monday through Friday, 8 a.m. to 8 p.m.

You can also file a complaint with the U.S. Dept. of Health and Human Services.

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C. 20201

We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or, you can ask for an interpreter. To
ask for help, please call the number contained within this Summary of Benefits and Coverage (SBC), TTY 711, Monday through Friday, 8 a.m. to
8 p.m.

ATENCION: Si habla espaiiol (Spanish), hav servicios de asistencia deidiomas, sin cargo, a su disposicion. Llame al niimero gratuito que
aparece en este Resumen de Beneficios v Cobertura (Summarv of Benefits and Coverage, SBC).

EAE  MREEFR DI (Chinese) , ZFISEBLAERUES BB, FEBTEAEAMBR B E(Summary of Benefits and Coverage.
SBC) AP 5 M & BEFEMRE,

XINLUU Y: Néu quy vi néi tiéng Viét (Vietnamese), quy vi s& dwoc cung cip dich vu tro giip vé ngén ngiFmién phi Vui léng goi sé dién
thoai mien phi ghi trong ban Tém hroc vé quvén loi va dai tho bao hiém (Summary of Benefits and Coverage, SBC) nav.
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o3l st =2 0{(Korean)= AIS5tAlE B2 2o] X|H AMBIASE T2 2 0l85tAl = AUsLCt 2 5l 2 B3 2 9 A(Summary of
Benefits and Coverage, SBC)0ll 7| E FE2XFHE 2 T3}stAlA|2.

PAUNAWA : Kung nagsasalita ka ng Tagalog (Tagalog). may makukuha kang mga libreng serbisvo ng tulong sa wika. Pakitawagan ang
toll-free na numerong nakalista sa Buod na ito ng Mga Benepisyvo at Saklaw (Summary of Benefits and Coverage o SBC).

BHHUMAHHMHE: decriiaTanie VCIVITH NepeBoAa JOCTYIHEL 414 HoJdei, 9eil pogHoH a3k sBiagercs pyceckes (Ruassian). [Tozsonmte no
OecIL1aTHOMY HOMepY TeiledoHa, VKazaHHoMY B JaHHoM «O030pe 16ro1 H noxprrrusy» (Summary of Benefits and Coverage, SBC).

lailly Uigal palia Jily 7 s0d) lsal Caflgh 50 JLai o SHasladgilaal 4all soacluadlclass 13 .(Arabic) dx s Sus i€ 1Y -aui
A» (Summary of Benefits and Coverage: SBC)

ATANSYON: Si wpale Kreyol ayisyen (Haitian Creole). ou kapab benefisye sevis ki gratis pou ede w nan lang pa w. Tanpn rele nimewo
gratis ki nan Rezime avantaj ak pwoteksvon sa a (Summary of Benefits and Coverage, SBC).

ATTENTION : Si vous parlez francais (French). des services d’aide linguistique vous sont proposés gratuitement. Veuillez appeler le
numéro sans frais figurant dans ce Sommaire des prestations et dela couverture (Summary of Benefits and Coverage. SBC).

UWAGA : Jezeli mowisz po polsku (Polish), udostepnilismy darmowe ustugi thumacza. Prosimy zadzwonic pod bezplatny numer podany w
niniejszym Zestawieniu swiadczen i refundacji (Summary of Benefits and Coverage. SBC).

ATENCAO: Se vocé fala portugués (Portuguese). contate o servigo de assisténcia deidiomas gratuito. Ligue para o mimero gratuito listado
neste Resumo de Beneficios e Cobertura (Summary of Benefits and Coverage - SBC).

ATTENZIONE: in caso la lingua parlata sia I'italiano (Italian). sono disponibili servizi di assistenza linguistica gratuiti. Chiamate il numero
verde indicato all'inteno di questo Sommario dei Benefit e della Copertura (Summary of Benefits and Coverage. SBC).

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Bitte rufen Sie
die in dieser Zusammenfassung der Leistungen und Kosteniibernahmen (Summary of Benefits and Coverage, SBC) angegebene gebiihrenfreie
Rufnummer an.

EE =18 . HAESS (Japanese) AN 215E. BRIOSEXREY - RE ZFIAWU LT,
R MEREB X UFG(TORIE ] (Summary of Benefits and Coverage, SBC)IZEE&# I TWAH T —
HA LT HEEL v,
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ORIy 5 W eaada o asad LS 80 oilis jlas Lkl sy aled Hla) o JB01) Hshads ) dad Slas (Zaal (Farsi) e Les ) S as 5
2,83 ,4 (Summary of Benefits and Coverage. SBC)

e & IfE 39 R MHindi) S @, HIHT 19T FeRIaT AT, f3:9edh Iuerar g1 om¥ HR Ha¥T (Summary of Benefits
and Coverage, SBC) & 51 ARTY & iaX Ffag el T A« X &iel |

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu rau tus xov tooj hu dawb teev muaj
nyob ntawm Tsab Ntawv Nthuav Qhia Cov Txiaj Ntsim Zoo thiab Kev Kam Them Nqi (Summary of Benefits and Coverage, SBC) no.

GAMUIIEN: syrdunwmanigs (Khmer) sohSgwmanihwanfniyg funsamnisn4
ABGIAINISTIUSRMGEIG THUMSARISIAY INCRARUHAIIIUNGS SHMINULR (Summary of Benefits and
Coverage, SBC) 18:4

PAKDAAR: Nu saritaem ti llocano (Ilocano), ti serbisyo para ti baddang ti lengguahe nga awanan bayadna. ket sidadaan para kenyam.
Maidawat nga awagan ti awan bayad na nu tawagan nga numero nga nakalista iti uneg na daytoy nga Dagup dagiti Benipisyo ken
Pannakasakup (Summary of Benefits and Coverage, SBC).

DIi BAA'AKONINIZIN: Diné (Navajo) bizaad bee yanilti'go, saad bee dka'anida'awo'igii. t'44 jiik'eh. bee nd'ahé6t'i'. T'aa shoodi Naaltsoos
Bee 'Aa'dhayani doo Bee 'Ak'é'asti’' Bee Baa Hane't (Summary of Benefits and Coverage, SBC) biyi' t'aa jitk'ehgo béésh bee hane'i bikd'igii
bee hodiilnih.

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada taageeradaluqadda, oo bilaash ah, ayaad heli kartaa. Fadlan wac lambarka
bilaashka ah ee ku yaalla Soo-koobitaanka Dheefaha iyo Caymiska (Summary of Benefits and Coverage, SBC).
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