Summary of Benefits and Coverage: What This Plan Covers & What You Pay for Covered Services Coverage Period: on or after 01/01/2019
. Preferred Blue® PPO Deductible with Coinsurance Coverage for: Individual and Family | Plan Type: PPO

A 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, see bluecrossma.com/connector.

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 bluecrossma.com/shcglossary or call 1-800-262-BLUE (2583) to request a copy.

Important Questions m Why This Matters:

$3,000 member / $6,000 family

What is the overall in-network: $6,000 member /

ible?
deductible $13,000 family out-of-network.
Are there services Yes. In-network preventive and
covered before you meet | prenatal care; generic prescription
your deductible? drugs.

Are there other

deductibles for specific | No.

services?

$6,000 member / $12,000 family
in-network and $7,850 member /
$15,700 family out-of-network.
Premiums, balance-billing
charges, and health care this plan
doesn't cover.

Yes. See
bluecrossma.com/findadoctor or
call the Member Service number
on your ID card for a list of
network providers.

No.

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

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

Will you pay less if you
use a network provider?

Do you need a referral to
see a specialist?

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
https://www.healthcare.gov/coverage/preventive-care-benefits/.

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

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other family
members in this plan, 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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ﬂ ‘ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

Services You May Need

What You Will Pay
In-Network Out-of-Network
(You will pay the (You will pay the

Limitations, Exceptions, & Other
Important Information

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

If you have a test

If you need drugs to treat
your illness or condition
More information about
prescription drug coverage
is available at
bluecrossma.com/medicatio
ns

If you have outpatient
surgery

Primary care visit to treat an injury or illness

Specialist visit

Preventive care/screening/immunization

Diagnostic test (x-ray, blood work)

Imaging (CT/PET scans, MRIs)

Generic drugs

Preferred brand drugs

Non-preferred brand drugs

Specialty drugs

Facility fee (e.g., ambulatory surgery center)
Physician/surgeon fees

least) most)
30% coinsurance 50% coinsurance

30% coinsurance; 50% coinsurance;
30% coinsurance / 50% coinsurance /
chiropractor visit chiropractor visit

No charge 20% coinsurance

30% coinsurance 50% coinsurance

30% coinsurance 50% coinsurance

$25 / retail supply or
$50 / mail service
supply
$45 / retail supply or
$90 / mail service
supply
$90 / retail supply or
$270 / mail service

$50 / retail supply and
all charges for mail
service
$90 / retail supply and
all charges for mail
service
$180 / retail supply
and all charges for

supply mail service
Applicable cost share
(generic, preferred, Not covered

non-preferred)

50% coinsurance
50% coinsurance

30% coinsurance
30% coinsurance

Deductible applies first
Deductible applies first

Deductible applies first for out-of-
network; limited to age-based
schedule and / or frequency. You may
have to pay for services that aren't
preventive. Ask your provider if the
services needed are preventive. Then
check what your plan will pay for.

Deductible applies first; pre-
authorization may be required

Deductible applies first; pre-
authorization may be required

Deductible applies first except for
generic drugs; up to 30-day retail (90-
day mail service) supply; cost share
may be waived for certain covered
drugs and supplies; pre-authorization
required for certain drugs

Deductible applies first except for
generic drugs; when obtained from a
designated specialty pharmacy; pre-

authorization required for certain drugs
Deductible applies first
Deductible applies first
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Common
Medical Event

Services You May Need

In-Network
(You will pay the

What You Will Pay

Out-of-Network
(You will pay the

Limitations, Exceptions, & Other
Important Information

If you need immediate
medical attention

Emergency room care

least)

30% coinsurance

most)

30% coinsurance

In-network deductible applies first for
in-network and out-of-network services

Emergency medical transportation

30% coinsurance

30% coinsurance

In-network deductible applies first for
in-network and out-of-network services

Urgent care

30% coinsurance

50% coinsurance

Deductible applies first

If you have a hospital stay

Facility fee (e.g., hospital room)

30% coinsurance

50% coinsurance

Deductible applies first; pre-
authorization required

Physician/surgeon fees

30% coinsurance

50% coinsurance

Deductible applies first; pre-
authorization required

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

Deductible applies first; pre-

If you are pregnant

Outpatient services 30% coinsurance 50% coinsurance authorization required for certain
services
Deductible applies first; pre-
Inpatient services 30% coinsurance 50% coinsurance authorization required for certain
services
No charge for 20% coinsurance for Deductible applies first except for
Office visits prenatal care; 30% prenatal care; 50% in-network prenatal care; cost sharing

coinsurance for
postnatal care

coinsurance for
postnatal care

Childbirth/delivery professional services

30% coinsurance

50% coinsurance

Childbirth/delivery facility services

30% coinsurance

50% coinsurance

does not apply for in-network
preventive services; maternity care
may include tests and services
described elsewhere in the SBC
(i.e. ultrasound)
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Common
Medical Event

Services You May Need

In-Network

(You will pay the

What You Will Pay

Out-of-Network
(You will pay the

Limitations, Exceptions, & Other
Important Information

If you need help recovering
or have other special health
needs

Home health care

least)

30% coinsurance

most)

50% coinsurance

Deductible applies first; pre-
authorization required

Rehabilitation services

30% coinsurance

50% coinsurance

Deductible applies first; limited to 60
visits per calendar year (other than for
autism, home health care, and speech

therapy)

Habilitation services

30% coinsurance

50% coinsurance

Deductible applies first; limited to 60
visits per calendar year (other than for
autism, home health care, and speech

therapy); cost share and coverage

limits waived for early intervention

services for eligible children; pre-

authorization may be required for
certain services

Skilled nursing care

30% coinsurance

50% coinsurance

Deductible applies first; limited to 100
days per calendar year; pre-
authorization required

Durable medical equipment

30% coinsurance

50% coinsurance

Deductible applies first; in-network
cost share waived for one breast
pump per birth (20% coinsurance for
out-of-network)

Hospice services

30% coinsurance

50% coinsurance

Deductible applies first; pre-
authorization required for certain
services
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What You Will Pay

Common In-Network Out-of-Network Limitations, Exceptions, & Other

Services You May Need

Medical Event (You will pay the (You will pay the Important Information

least) most)

Deductible applies first for out-of-
network; limited to one exam every 12
months until the end of the month a
member turns age 19
Deductible applies first; limited to one

If your child needs dental or set of prescription lenses and / or
eye care Children’s glasses 35% coinsurance 55% coinsurance frames or contact lenses per calendar
year until the end of the month a
member turns age 19
Limited to twice per calendar year until
Children’s dental check-up No charge Not covered the end of the month a member turns

age 19

Children’s eye exam No charge 20% coinsurance

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 o Dental care (Adult) e Private-duty nursing
e Cosmetic surgery e Long-term care
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Abortion e Hearing aids ($2,000 per ear every 36 months ¢ Routine eye care - adult (one exam every 24 months)
o Bariatric surgery for members age 21 or younger) ¢ Routine foot care (only for patients with systemic
e Chiropractic care o Infertility treatment circulatory disease)

¢ Non-emergency care when traveling outside the e  Weight loss programs (three months in qualified

U.S. program(s) per contract per calendar year)

50f7



Your Rights to Continue Coverage:

If you have Individual health insurance:

There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: the Massachusetts Division of Insurance
at 1-877-563-4467 or www.mass.gov/doi. 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 possibly buying individual coverage
through the state marketplace, please contact the Massachusetts Health Connector at www.mahealthconnector.org. For more information on your rights to continue
coverage, you can contact the Member Service number listed on your ID card or call 1-800-262-BLUE (2583).

OR
If you have Group health coverage:
There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: the U.S. Department of Labor, Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform and the U.S. Department of Health and Human Services at 1-877-267-2323
x61565 or www.cciio.cms.gov. Your state insurance department might also be able to help. If you are a Massachusetts resident, you can contact the Massachusetts Division
of Insurance at 1-877-563-4467 or www.mass.gov/doi. 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 possibly buying
individual coverage through a state exchange, you can contact your state’s marketplace, if applicable. If you are a Massachusetts resident, contact the Massachusetts Health
Connector by visiting www.mahealthconnector.org. For more information on your rights to continue your employer coverage, contact your plan sponsor. (A plan sponsor is
usually the member’s employer or organization that provides group health coverage to the member.)

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact the
Member Service number listed on your ID card or contact your plan sponsor. (A plan sponsor is usually the member's employer or organization that provides group health
coverage to the member.) You may also contact The Office of Patient Protection at 1-800-436-7757 or www.mass.gov/hpc/opp.

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

Does this plan meet the Minimum Value Standards? [Yes]
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Disclaimer: This document contains only a partial description of the benefits, limitations, exclusions and other provisions of this health care plan. It is not a policy. Itis a
general overview only. It does not provide all the details of this coverage, including benefits, exclusions and policy limitations. In the event there are discrepancies between
this document and the policy, the terms and conditions of the policy will govern.

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

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different

Fi

A

Peg is Having a Baby
(9 months of in-network prenatal care and a hospital

Managing Joe's Type 2 Diabetes

(a year of routine in-network care of a well-controlled

depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might
pay under different health plans. Please note these coverage examples are based on self-only coverage.

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

delivery)
m The plan’s overall deductible $3,000
mDelivery fee coinsurance 30%
mFacility fee coinsurance 30%
mDiagnostic tests coinsurance 30%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

condition)
mThe plan’s overall deductible $3,000
m Specialist visit coinsurance 30%
mPrimary care visit coinsurance 30%
mDiagnostic tests coinsurance 30%

This EXAMPLE event includes services like:
Primary care physician office visits (including disease
education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

mThe plan’s overall deductible $3,000
m Specialist visit coinsurance 30%
mEmergency room coinsurance 30%
mAmbulance services coinsurance 30%

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 $12,713 Total Example Cost $7,389 Total Example Cost $1,925
In this example, Peg would pay: In this example, Joe would pay: In this example, Jacquie would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $3,000 Deductibles $3,000 Deductibles $1,925
Copayments $18 Copayments $1,429 Copayments $0
Coinsurance $2,948 Coinsurance $133 Coinsurance $0
What isn't covered What isn't covered What isn't covered
Limits or exclusions $60 Limits or exclusions $55 Limits or exclusions $0
The total Peg would pay is $6,026 The total Joe would pay is $4,617 The total Jacquie would pay is $1,925
The plan would be responsible for the other costs of these EXAMPLE covered services. 18S7ERCE 0030RCONLAI )

® Registered Marks of the Blue Cross and Blue Shield Association. © 2019 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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MCC Compliance

This health plan meets Minimum Creditable Coverage Standards
¢ for Massachusetts residents that went into effect January 1, 2014,
as part of the Massachusetts Health Care Reform Law.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross
and Blue Shield Association. © 2016 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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Nondiscrimination Notice

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil
rights laws and does not discriminate on the basis of race, color, national origin,
age, disability, sex, sexual orientation, or gender identity. It does not exclude
people or treat them differently because of race, color, national origin, age,
disability, sex, sexual orientation, or gender identity.

Blue Cross Blue Shield of Massachusetts provides:

* Free aids and services to people with disabilities to communicate effectively
with us, such as qualified sign language interpreters and written information in
other formats (large print or other formats).

e Free language services to people whose primary language is not English, such
as qualified interpreters and information written in other languages.

If you need these services, call Member Service at the number on your ID card.

If you believe that Blue Cross Blue Shield of Massachusetts has failed to provide
these services or discriminated in another way on the basis of race, color, national
origin, age, disability, sex, sexual orientation, or gender identity, you can file a
grievance with the Civil Rights Coordinator by mail at Civil Rights Coordinator,
Blue Cross Blue Shield of Massachusetts, One Enterprise Drive, Quincy, MA
02171-2126; phone at 1-800-472-2689 (TTY: 711); fax at 1-617-246-3616; or
email at civilrightscoordinator@bcbsma.com.

If you need help filing a grievance, the Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and
Human Services, Office for Civil Rights, online at ocrportal.hhs.gov; by mail at
U.S. Department of Health and Human Services, 200 Independence Avenue, SW
Room 509F, HHH Building, Washington, DC 20201; by phone at 1-800-368-1019
or 1-800-537-7697 (TDD).

Complaint forms are available at hhs.gov.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross
and Blue Shield Association. © 2016 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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Translation Resources

Proficiency of Language Assistance Services

Spanish/Espafiol: ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de
asistencia con el idioma. Llame al nimero de Servicio al Cliente que figura en
su tarjeta de identificacion (TTY: 711).

Este aviso tiene informacidén importante. Este aviso tiene informacion importante sobre su solicitud
0 su cobertura de Blue Cross Blue Shield of Massachusetts. Es posible que deba tomar medidas
antes de ciertas fechas limite para mantener su cobertura médica o recibir ayuda con los costos.
Tiene derecho a recibir esta informacion y ayuda en su idioma de manera gratuita. Llame al nimero de
Servicio al Cliente que figura en su tarjeta de identificacion (TTY: 711).

Portuguese/Portugués: ATENCAO: Se fala portugués, sdo-Ine disponibilizados gratuitamente
senvicos de assisténcia de idiomas. Telefone para os Servicos aos Membros, atravées do nimero no
seu cartéo ID (TTY: 711).

Este Aviso contém Informagao Importante. Este aviso contém informacgéo importante acerca do

seu pedido ou cobertura através da Blue Cross Blue Shield of Massachusetts. Podera ter de agir em
funcao de determinadas datas-limite para manter a sua cobertura de salde ou ajudar nos custos. Tem
o direito de obter esta informacéo e auxilio no seu idioma, sem qualquer custo. Telefone para o Servico
aos Membros, através do numero no seu cartao ID (TTY: 711).

Chmese/.m*ﬁ:ﬂlﬂl AR MREWHAFSL, BN EERFIRMESHEIRS. B%ITE D £L89
SHERSRRSE (TTY S45: 711) o

BB EEEEE. JH:L%I]@/\/’QEQ@LL Blue Cross Blue Shield of Massachusetts 123 HIH &
NEBHARBRSHNEERER . B eeEEAFEELL AReRETTs), RFENRERR,
%“H%ﬁﬁﬁﬁ?&ﬁ’]ﬂﬁﬂo EENEZIREGXLEEFER, REHRIESRENE . 1B5%ITE D LK
SHEKASRREE (TTY S8 711) o

Haitian Creole/KreybI Ayisyen: ATANSYON: Si ou pale kreyol ayisyen, sevis asistans nan lang, gratis
ap disponib pou ou. Rele nimewo Sevis Manm nan ki sou kat Idantitifkasyon w lan. 711).

Avi sa a gen Enfomasyon Enpotan ladann. Avi sa a gen enfomasyon enpotan osije demann
aplikasyon ou oswa pwoteksyon Blue Cross Blue Shield of Massachusetts bay. Ou gendwa bezwen
aji anvan seten dat limit pou kenbe pwoteksyon asirans ou oswa pou ede ak depans yo. Ou gen
dwa jwenn enfomasyon sa a ak asistans nan lang ou gratis. Rele nimewo Sevis Manm nan ki sou kat
ldantitifkasyon w lan. 711).

Vietnamese/Tiéng Viét: LUU Y: Néu quy vi noi Tiéng Viét, cac dich vu hd trg ngdn ngl dugc cung cap cho
quy vi mién phi. Goi cho Dich vu Hoéi vién theo s6 trén thé ID cda quy vi (TTY: 711).

Théng bdo nay c¢6 Théng tin Quan trong. Thong bdo nay cé théng tin quan trong vé don déng ky hodc
pham vi bao trd thong qua Blue Cross Blue Shield of Massachusetts. Quy vi co thé can cé hanh dong trudc
thai han nhét dinh dé duy tri pham vi bao trd y té hodc dugc trg gitp vé phi tén. Quy vi co quyén dugc
nhdan thong tin nay va dugc trg gitp bang ngdn ngl clia quy vi mién phi. Goi cho Dich vy Hoi vién theo s6
trén thé ID cla quy vi (TTY: 711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association



Russian/Pycckuin: BHMAHWE: ecnn Bbl roBopurTe no-pycckin, Bbl MoxeTe BOCMONb30BaTbCA 6ECMIATHLIMM
ycnyramv nepesofuvka. lNo3soHuTe B oTAeN 00CyXMBaHWA KIVEHTOB MO HOMEPY, YKazaHHOMY B Baluel
naeHTdUKaLuMoHHoOM KapTe (Tenetamn: 711).

B 3TOM yBegoMneHnm cogepxumTca BaxHaa nHGopmMauma. B 5Tom yBeJOMAEHNY COAEPKNTCA BaXKHaA
nHdopmMauma o Balem 3aABNeHNM Ha CTPaxoBaHWe WY CTPaxoBKe Npu y4acTun komnaHnm Blue Cross

Blue Shield of Massachusetts. YTobbl COXpaHNTb MeAULIMHCKYIO CTPAXOBKY MAN MNOAYYUTb MOMOLLb B CBA3M

C KakMMK-TO BbINAaTamK, Bam MoxeT noTpeboBaThbCA NpeanpuHATL Kakne-TO AeNCTBUA K OnpeaeneHHOMY
CPOKYy. Y Bac ecTb npaBo Ha becrnnatHble ycnyr nepesogyvka Ana noayyeHnsa 3Tom nHGopmMaLmm.
[MO3BOHMTE B OTAEN OOCNYKMBAHWA KNMEHTOB MO HOMEPY, yKa3aHHOMY B Ballen naeHTUOUKALMOHHON KapTe
(tenetann: 711).

Arabic/ .s:
sl Slez) gk Bl e 3529bl (3,01 e elactl Sloasy Jadl . deudls Blove dygalll Baslukl Gloas 351 oyl dalll Gty < 13] ol
(711 TTY SJls gall gatl

Blue Cross Blue Shield of &6 Jsts o clidass of clalusiul Jso doge Slaglae (e lasdl s gsio +doge Sloglno slail 1is okt
Jsasdl U 3oy S 3laty Lod Buslud] ALY of diomall clidatny BlatoW) dime 45l wuslse Jslow Lo 2,2 3151 ] s 8 Massachusetts
(711 5TTY (Sl all gatll syl Slaz) dhsh Bl s s52-sbl 031 s elas¥l Slodsy basl 4alS5 & 095 cliily aslukly Slaslell oda s
Mon-Khmer, Cambodian/igs: Mig8&nnis {paistigasuntwman ig
UNGSWMENRAARIE ANGIANMSNUHAT syugisiFiganununiamuine
1RGN sU NS g IV RSHA (TTY: 711)7
AN IS s NS AR SATN S ﬁmﬁmmnﬁ:smsﬁﬁmSﬁ}m'ssfsﬁmmﬁmﬁj
iﬁﬁji—in U““IiLnUuﬂﬂU“ﬁ%ﬁ[ﬁ Blue Cross Blue Shield IS Massachusetts“] i—inH‘lGLn
i“‘limnfmSMliLnEiMl E‘U‘UHG‘EE ﬂﬂnt’ﬂnﬂﬂnmm[uﬁjiqﬂ“ﬁi[’nﬁu I?Lﬂtiﬁjfu’

HA gmmsgmmsm’§mmgm;ﬁamm;ﬁjhﬂﬂ HAMSA§FGUMSARSIS:
ShfswmmeaniusHRINWHARARIGT eyvgiediFigarunomdamurugislings
ANEUEIZSIURIHA (TTY: 711)7

French/Fralillgais: ATTENTION : si vous parlez francais, des services d'assistance linguistique sont
disponibles gratuitement. Appelez le Service adhérents au numéro indiqué sur votre carte d'assuré

TTY : 711).

Cet avis contient des informations importantes. Cet avis contient des informations importantes
concernant votre demande ou votre couverture avec Blue Cross Blue Shield of Massachusetts. Il se
peut que vous deviez réagir avant certaines dates limites pour conserver votre couverture santé ou
recevoir une assistance concernant vos frais. Vous étes en droit d’obtenir gratuitement les présentes
informations et une assistance dans votre langue. Appelez le Service adhérents au numéro indiqué sur
votre carte d'assure (TTY : 711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association



Italian/Italiano: ATTENZIONE: se parlate italiano, sono disponibili per voi servizi gratuiti di assistenza
linguistica. Chiamate il Servizio per i membri al numero riportato sulla vostra scheda identificativa

(TTY: 711).

Il presente avviso contiene informazioni importanti. Il presente awiso contiene informazion
importanti riguardanti la vostra domanda o copertura Blue Cross Blue Shield of Massachusetts.
Potrebbe essere necessario agire entro precisi termini per non perdere la copertura sanitaria o ottenere
assistenza con i costi. Avete diritto a ricevere gratuitamente queste informazioni e assistenza nella
vostra lingua. Chiamate il Servizio per i membri al numero riportato sulla vostra scheda identificativa

(TTY: 711).
Korean/gt=301: =2/ 6%:}012 A}%EWE AL, 0| X MHIAZ 222 0|251A =
AZUECE #otel D It=0 U= HM=HS(TTY: 711)2 ARt 3|3 AMH[ A0 MatstiAlL,

= sXMolle 528 2L 7 AFHC 2 SAA 0= Blue Cross Blue Shield of

MassachusettsE &8+ #lote| 71 AE L= HEEZ 2et St MEIF BHA USLIC
oAM= S8 ot Z|et7tR] R2XIE F oA 0F HlE AL t‘O* Mgs UALL H|E A@S

= JE &5 Y=otd ?L];L] 222 XYS oAl 4~

—_

stoa = oslth Fsle fa=
ol Mel7t ASLITE 2okl D IH=0) AUs HsH SITY: 711)5 AL8si0f 3ig As] Ao
MEISMAI 2

Greek/A\nvika: NMPO>OXH: Eqv wiAdte EAANvIkd, SiaTiBevtal yia oag umnpeoieg YAwooIkn g Bonbelag,
dwpeav. Kahéote Tnv Yrnpeoia E¢unnpétnong Mehwv otov aplBuod tng kaptag péroug oag (ID Card)
(TTY:711).

H mapouoa Kolvomoinon TEPLEXEL ONUAVTIKEG TTANPOYOPIEC. H TapoUoa Kovoroinon MEPIEXEL ONUAVTIKES
TTANPOPOPIEC OXETIKA HE TNV alTnon 1 TNV KAALYry oag péow tng Blue Cross Blue Shield of Massachusetts.
Mrmopel va XpelaoTel va TTPOREITE O CUYKEKPIUEVEC EVEPYEIEG OE OUYKEKPIUEVEC TTPOBEOUIES, WOTE Va
dlatnpenoete TNV KAALPN TNG Lyeiag oag 1y va BonBrioste oto Béua Tou kdoToud. Exete To Sikaiwua va
AABETE QUTEC TIC MANPOoYOpPieg kal TN BonBela oTn YAWwooa oag Xwpic kooToc. Kahéote Tnv Ynpeaoia
Ecunmnpétnong MeAwv otov apiBud Tne k&ptag pérouc oac (ID Card) (TTY: 711).

Polish/Polski: UWAGA: Osoby postugujace sie jezykiem polskim mogga bezptatnie skorzysta¢ z pomocy
jezykowej. Nalezy zadzwoni¢ do Dziatu obstugi ubezpieczonych pod numer podany na identyfikatorze
(TTY:711).

To powiadomienie zawiera wazne informacje. To powiadomienie zawiera wazne informacje na

temat ztozonego wniosku lub ochrony ubezpieczeniowej zapewnianej przez Blue Cross Blue Shield of
Massachusetts. Konieczne moze by¢ podjecie pewnych dziatan w okreslonych terminach, by utrzymac
ochrone ubezpieczeniowg lub uzyska¢ pomoc w pokryciu kosztow. Ubezpieczonemu przystuguje prawo
do uzyskania tych informacji i pomocy w jego jezyku bez zadnych kosztéw. Nalezy zadzwoni¢ do Dziatu
obstugi ubezpieczonych pod numer podany na identyfikatorze (TTY: 711).

Hindi/fE4r: &1t & Ifg 3ma RRedr sord &, aF 8T §grar dard, A9 & fu foges
SUCISY | TETT AT BT TR HEE. FE W QT AT AT W HieT F @A 711).

sg Aifeqg & mtrﬂ‘r STTARRT B QQ-T AEH # Blue Cross Blue Shield of Massachusetts &
FTETH @ 3T dcT IT Halsl & IR & Fecayol STTHRY & 3U=T TAELY Fasl FeTT
wﬁmmﬁﬂaﬁmﬁasﬁmm fafaa gaa-demt & 3eT FeA 3=
HI HTTThdT & Tohdl &l T I ITg |o1||u—q"a4qc\31'q?ﬁ3wafrﬁramq1ﬁra:r
mﬁum@mﬁmmﬁ W BT a0 deR W Fa FL TS 711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association



Gujaratnlommm'l el UL 7L dH Asy=Uel BUAAL SL, Al dHe AMIERL AL AL (Al HSL Gudos, 6.
a2l oS 518 Uz BUAL 442 Uz Member Service 4 514 531 TTY: 711).

i lllzzami Hraddl Hilsdl 8. 2 izl Blue Cross Blue Shield of Massachusetts #izgd 4l 2122
5942, (A2 Herad] HUldl 69, dHA dHIZ 12192 592 AlG AL S WAL HeE HI2 2lssd vildH dAlvL -l
sALEL 52l 32 udl 65 dA dHIEL GUMIHI U HUGAL 247 Hee (el 4 Haaidl wiPIstz 9. duil wUsdl
513 U 2UUAL 4012 U2 Member Service < 514 52 (TTY: 711).

Tagalog/Tagalog: PAUNAWA: Kung nagsasalita ka ng wikang Tagalog, mayroon kang magagamit na
mga libreng serbisyo para sa tulong sa wika. Tawagan ang Mga Serbisyo sa Miyembro sa numerong
nasa iyong ID Card (TTY: 711).

Ang Paunawang ito ay naglalaman ng Mahalagang Impormasyon. Ang paunawang ito ay
naglalaman ng mahalagang impormasyon tungkol sa iyong aplikasyon o pagkakasaklaw sa Blue Cross
Blue Shield of Massachusetts. Maaaring kailanganin mong magsagawa ng mga pagkilos na aabot sa
mga deadline upang mapanatili ang iyong pagkakasaklaw sa kalusugan o upang matulungan ka sa
lyong mga gastusin. Karapatan mong matanggap ang impormasyong ito at matulungan ka sa iyong
wika nang libre. Tawagan ang Mga Serbisyo sa Miyembro sa numerong nasa iyong ID Card (TTY: 711).

Japanese/BAEE: PSS HABEPELICGESHIFEBHNDSEB VARZ VA —ERET
FMABWERITEY, DA—RICGRRHOEZESZFERAL AN\ —EXFTHEHELZTW
(TTY: 711),

COBHICISEELZBEROEZEHINTVET, <O@HICIEBlUe Cross Blue Shield of
Massachusetts COH 75 fc DERFERIRIE| LOL\T@ng‘Wﬁ%ﬁb\uaﬁk*ﬂTb\iﬁL TR IRPR A MEFT
A ERIEERICOWTEHZEZZ AL BBERE CIITEARIITRELNDIE T, b5 TIdH
EFEC.ZDEHRE AFL. EE%%’:%H%)*E%'J@%U ZHUCDWTERIED D E T A, IDA—RIC
HEHOEFEESEFARLTAYN——ERETHEETENTTY: 711),

German/Deutsch: ACHTUNG: Wenn Sie Deutsche sprechen, steht lhnen kostenlos fremdsprachliche
UnterstUtzung zur Verfugung. Rufen Sie den Mitgliederdienst unter der Nummer auf lhrer ID-Karte an

(TTY: 711).

Diese Mitteilung enthalt wichtige Informationen. Diese Mitteillung enthalt wichtige Informationen zu
Inrem Antrag oder zur Abdeckung durch Blue Cross Blue Shield of Massachusetts. Sie mussen unter
Umstéanden innerhalb gewisser Fristen bestimmte Handlungen ergreifen, damit Inr Gesundheitsschutz
bestehen bleibt oder Sie Kostenunterstltzung erhalten. Sie sind berechtigt, diese Informationen sowie
kostenlos Hilfe in Ihrer Muttersprache zu erhalten. Rufen Sie den Mitgliederdienst unter der Nummer auf
Inrer ID-Karte an (TTY: 711).

Persian/l\y:
&:))S ‘55)).! @JJ« L}USJL&J} Lj ,.5)5 w)\)b" L“‘:)L{;&\)'} O&\) C))y,a k..) &‘).)'&.SAS Qub LC'A.«'\ w)u Lé..i: QL});\ :Gﬁ:\'
. Y:711)m,§;u~LaS<<L.bc\aL~.\s.»ui>'uba,s.@Luu
Sl ede G 05¥ ilaldl u.!L., s\ &6 L @L«,s Olhisy Jab Sl Sl SO US.M w\ Shleld of l\/lassachusetts
G A g Gl lats b A8 b G s o g Jygb,ub@u.o\ ool ol STy 3 Las 3 el AE ekt
Vi 711) 2,88 ol <liac) Sleasr o bas plbs o)s

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association



Lao/w799290: 2001{5{%: 19cAcdWI9990l0, HNMMVINIVFOLDBNIVWIZI LU
toeUczogL. WMIEILDIMDTTLIBNOWBBIBCINIVESLE lG02e9uI (TTY: 711),

Ca9NIVVB2HVNFIEND. €AINIVIFFVLDB2HVFIHVTNFONUVNIVTLHV NNV VD
UrNDS98 0820029999 M9D Blue Cross Blue Shield 299 Massachusetts. 190970919909
CDVLNIVOIDLNINIOCOIITLCWIY cf:)8§5)§5‘7€)Q:71)€}1)€)8‘_)U$ﬁ1)2w282Ui‘)l)25 9 cWosSVdINI
q08cHecd9997(9978. 1IVDF0ldSLEYVLD oy ISLNIVFoBCTETIVWIZI LoBVCTLO.
NMIEILOINILIELIZNOIWBVIBCONIVISLE G029 (TTY: 711),

Navajo/Diné Bizaad: BAA AKOHWIINDZIN DOOIGI: Dii Diné, k’ehji yanitt’i’go saad bee yat’i> éi
t’a4jiik’e bee nikd’a’doowotgo bee ndhaz’g. Dii bee anitahigi ninaaltsoos bine’déé’ ndomba bikd’igiiji’
béésh bee hodiilnih (TTY: 711).

Dii bee ¢¢hozinigi t’aa iiyiisi baa dkoninizin doo. Dii bee ééhozninigi éi dii ninaaltsoos Blue Cross Blue
Shield of Massachusetts bii’ bee naa’ahayanigi éi bideet’i” do6 baa dkoninizin dooleet. Dii fa’ dadoo
iitkaahi dii naah’¢’¢1’inii bee na’ahoot’1’igi bidadéit’i’ d66 tahddo6 na bik’¢ ni’doolyéétgo at’é. Dii

bee ééhozinigi nich’y’ {ishjani dalzindoogo €1 bee nahaz’a d6o t’aa ninizaad k’ehji t’aa jiik’e bee nika’
a’doowol. Dii bee anitahigi ninaaltsoos bine’déé’ nbomba bika’igiiji” béésh bee hodiilnih (TTY: 711).
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