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UnitedHealthcare and EPC want to help you take control and make the most of your health care benefits. That's why we provide convenient

services to get your health care questions answered quickly and accurately:

. myuhc.com® - Take advantage of easy, time-saving online tools. You can check your eligibility, benefits, claims, claim payments, search for a doctor
and hospital and much, much more.

. 24-hour nurse support — A nurse is a phone call away and you have other health resources available 24-hours a day, 7 days a week to provide you
with information that can help you make informed decisions. Just call the number on the back of your ID card.

e  Customer Care telephone support — Need more help? Call a customer care professional using the toll-free number on the back of your ID card. Get
answers to your benefit questions or receive help looking for a doctor or hospital.

The Benefit Summary is intended only to highlight your Benefits and should not be relied upon to fully determine your coverage. If this Benefit Summary
conflicts in any way with the Summary Plan Description (SPD), the SPD shall prevail. It is recommended that you review your SPD for an exact description
of the services and supplies that are covered, those which are excluded or limited, and other terms and conditions of coverage.

PLAN HIGHLIGHTS

Types of Coverage Network Benefits Non-Network Benefits

Annual Deductible

Individual Deductible $500 per year $1000 per year

Family Deductible $1000 per year $2000 per year
. Member Copayments do not accumulate towards the Deductible

Out-of-Pocket Maximum

Individual Out-of-Pocket Maximum $1500 per year $3000 per year

Family Out-of-Pocket Maximum $3000 per year $6000 per year

Member Copayments, Co-insurance and deductibledo accumulate towards the Out-of-Pocket Maximum.
Benefit Plan Coinsurance — The Amount the Plan Pays
90% after Deductible has been met for most services | 70% after Deductible has been met for most

services
The maximum amount the Plan will pay during Unlimited
the entire period of time you are enrolled under
the Plan

Prescription Drug Benefits

. Prescription drug benefits are shown under separate cover.
Information of Pre-service Notification
*Pre-service Notification is required for certain services.
**Pre-service Notification is required for Equipment in excess of $1,000.
Information on Benefit Limits
e  The Annual Deductible, Out-of-Pocket Maximum and Benefit limits are calculated on a calendar year basis.
o All Benefits are reimbursed based on Eligible Expenses. For a definition of Eligible Expenses, please refer to your Summary Plan Description.
e When Benefit limits apply, the limit refers to any combination of Network and Non-Network Benefits unless specifically stated in the Benefit category.

BENEFITS

Types of Coverage Network Benefits Non-Network Benefits

Ambulance Services — Emergency and Non-Emergency

* 80% * 80% after Network Deductible has been met

Dental Services — Accident Only

Durable Medical Equipment (DME)
Benefits are limited as follows: 80% ** 50% after Deductible has been met
Benefits are limited to a single purchase of a
type of Durable Medical Equipment (including

repair and replacement) every three years.

THIS MATERIAL IS PROVIDED ON THE RECIPIENT'S AGREEMENT THAT IT WILL ONLY BE USED FOR THE PURPOSE OF DESCRIBING UNITEDHEALTHCARE'S PRODUCTS AND
SERVICES TO THE RECIPIENT. ANY OTHER USE, COPYING OR DISTRIBUTION WITHOUT THE EXPRESS WRITTEN PERMISSION OF UNITEDHEALTHCARE IS PROHIBITED.
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BENEFITS

Types of Coverage Network Benefits Non-Network Benefits

Emergency Health Services - Outpatient

100% after you pay a $75 Copayment per visit. If * 100% after you pay a $75 Copayment per
you are admitted as an inpatient to a Network visit

Hospital directly from the Emergency room, you
will not have to pay this Copayment. The Benefits
for an Inpatient Stay in a Network Hospital will
apply instead.

Home Health Care
Benefits are limited as follows: 90%
60 visits per year
Hospice Care

- 9% | *70%after Deductible has been met

* 70% after Deductible has been met

Hospital — Inpatient Stay

100% after you pay a $250 Copayment per visit. * 70% after Deductible has been met
Lab, X-Ray and Diagnostics - Outpatient
For Preventive Lab, X-Ray and Diagnostics, refer | 90% 70% after Deductible has been met

to the Preventive Care Services category. re-Service Notification is required sleep studies

Lab, X-Ray and Major Diagnostics — CT, PET, MRI and Nuclear Medicine - Outpatient

70% after Deductible has been met
re-Service Notification is required

Mental Health and Substance Abuse Services — Inpatient and Intermediate
*100% after you pay a $250 Copayment per visit. * 70% after Deductible has been met

Mental Health and Substance Abuse Services — Outpatient

* 100% after you pay a $20 Copayment per visit * 70% after Deductible has been met
50% after Deductible has been met
70% after Deductible has been met

100% after you pay a $20 Copayment per visit 70% after Deductible has been met

Ostomy Supplies

Physician Fees for Surgical and Medical Services

Physician’s Office Services — Sickness and Injury
Primary Physician Office Visit

Specialist Physician Office Visit 100% after you pay a $20 Copayment per visit 70% after Deductible has been met

No copayment applies if physician’s charge is not assessed.

In addition to the visit Copayment, the applicable Copayment and any Deductible/Coinsurance applies when these services are done: Pharmaceutical
Products

Pregnancy — Maternity Services

Depending upon where the Covered Health Service is provided, Benefits will be the same as those
stated under each covered Health Service category in this Benefit Summary

For services provided in the Physician’s Office, a Copayment will only Pre-service Notification is required if Inpatient Stay exceeds 48
apply to the initial office visit. hours following a normal vaginal delivery or 96 hours following
cesarean section delivery.

Preventive Care Services
Covered Health Services include but are not

limited to:
Primary Physician Office Visit 100% Non-Network Benefits are not available
Specialist Physician Office Visit 100%

Lab, X-Ray or other preventive tests 100%
Prosthetic Devices

70% 50% after Deductible has been met
re-Service Notification is required for Prosthetic
Device in excess of $1000

Reconstructive Procedures

Depending upon where the Covered Health Service is provided, Benefits will be the same as those
stated under each Covered Health Service category in this Benefit Summary
Pre-service Notification is required for certain services.

Rehabilitation Services — Outpatient Therapy and Chiropractic Treatment
Benefits are limited as follows: 100% after you pay a $20 Copayment per visit * 70% after Deductible has been met
Network and Non-Network benefits are limited to
a combined total of 90 visits per calendar year for | Benefits for Habilitative Services are provided under and

any combination of the following: as part of Rehabilitation Services-Outpatient Therpay and
Chiropractic treatment Manipulative Treatment and are subject to the limits as
Physical therapy stated under Rehab Services

Occupational therapy

Speech therapy

Pulmonary rehabilitation

Cardiac rehabilitation
Post-Cochlear implant aural therapy
Vision therapy

Scopic Procedures — Outpatient Diagnostic and Therapeutic
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BENEFITS

Types of Coverage Network Benefits Non-Network Benefits

Diagnostic scopic procedures include, but are not | 90% 70% after Deductible has been met
limited to: Colonoscopy; Sigmoidoscopy;

Endoscopy

For Preventive Scopic Procedures, refer to the
Preventive Care Services category.

Skilled Nursing Facility / Inpatient Rehabilitation Facility Services
Benefits are limited as follows: 90% * 70% after Deductible has been met
300 days per year. Facility Services are limited to
120 days per incident.

Surgery — Outpatient

- %% _____________________________| 70%after Deductible has been met

Therapeutic Services ‘

- %% ____________________________| 70%after Deductible has been met

Transplantation Services

* 80% * Non-Network Benefits are not available

For Network Benefits, services must be received at
a Designated Facility.

100% after you pay a $35 Copayment per visit 70% after Deductible has been met
In addition to the visit Copayment, the applicable Copayment and any Deductible/Coinsurance applies when these services are done: Pharrmaceutical
Product
Vision Examinations
Benefits are limited as follows: 100% after you pay a $20 Copayment per visit
1 exam every year

Non-Network Benefits are not available

[ MEDICAL EXCLUSIONS

It is recommended that you review your SPD for an exact description of the services and supplies that are covered, those which are excluded or limited, and other terms and conditions of coverage.

Alternative Treatments

Acupressure; aromatherapy; hypnotism; massage therapy; rolfing (holistic tissue massage); art, music, dance, horseback therapy; and other forms of alternative treatment as defined by the National Center for

Complementary and Alternative Medicine (NCCAM) of the National Institutes of Health. This exclusion does not apply to Chiropractic Treatment and osteopathic care for which Benefits are provided as described in the

SPD.

Dental

Dental care (which includes dental X-rays, supplies and appliances and all associated expenses, including hospitalizations and anesthesia). This exclusion does not apply to dental care (oral examination, X-rays,

extractions and non-surgical elimination of oral infection) required for the direct treatment of a medical condition for which Benefits are available under the Plan as described in the SPD. Dental care that is required to

treat the effects of a medical condition, but that is not necessary to directly treat the medical condition, is excluded. Examples include treatment of dental caries resulting from dry mouth after radiation treatment or as a

result of medication. Endodontics, periodontal surgery and restorative treatment are excluded. Diagnosis or treatment of or related to the teeth, jawbones or gums. Examples include: extraction (including wisdom teeth),

restoration, and replacement of teeth; medical or surgical treatment of dental conditions; and services to improve dental clinical outcomes. This exclusion does not apply to accidental-related dental services for which

Benefits are provided as described under Dental Services — Accidental Only in the SPD. Dental implants, bone grafts and other implant-related procedures. This exclusion does not apply to accident-related dental

services for which Benefits are provided as described under Dental Services — Accident Only in the SPD. Dental braces (orthodontics). Congenital Anomaly such as cleft lip or cleft palate.

Devices, Appliances and Prosthetics

Devices used specifically as safety items or to affect performance in sports-related activities. Orthotic appliances that straighten or re-shape a body part. Examples include foot orthotics, cranial banding and some types

of braces, including over-the-counter orthotic braces. The following items are excluded, even if prescribed by a Physician: blood pressure cuff/monitor; enuresis alarm; home coagulation testing equipment; non-wearable

external defibrillator; trusses; ultrasonic nebulizers; and ventricular assist devices. Devices and computers to assist in communication and speech except for speech aid prosthetics and tracheo-esophogeal voice

prosthetics. Oral appliances for snoring. Repair and replacement prosthetic devices when damaged due to misuse, malicious damage or gross neglect. Prosthetic devices. This exclusion does not apply to breast
rosthesis, mastectomy bras and lymphedema stockings for which Benefits are provided as described under Reconstructive Procedures in the SPD.

The exclusions listed below apply to the medical portion of the Plan only. Prescription Drug coverage is excluded under the medical plan because it is a separate benefit. Coverage may be available under the

Prescription Drug portion of the Plan. See the SPD for coverage details and exclusions.

Prescription drugs for outpatient use that are filled by a prescription order or refill. Self-injectable medications. This exclusion does not apply to medications which, due to their characteristics (as determined by

UnitedHealthcare), must typically be administered or directly supervised by a qualified provider or licensed/certified health professional in an outpatient setting. Non-injectable medications given in a Physician's office.

This exclusion does not apply to non-injectable medications that are required in an Emergency and consumed in the Physician’s office. Over-the-counter drugs and treatments. Growth hormone therapy.

Experimental or Investigational or Unproven Services

Experimental or Investigational or Unproven Services, unless the Plan has agreed to cover them as defined in the SPD. This exclusion applies even if Experimental or Investigational Services or Unproven Services,

treatments, devices or pharmacological regimens are the only available treatment options for your condition. This exclusion does not apply to Covered Health Services provided during a clinical trial for which Benefits are
rovided as described under Clinical Trials in the SPD.

Routine foot care. Examples include the cutting or removal of corns and calluses. This exclusion does not apply to preventive foot care for Covered Persons with diabetes for which Benefits are provided as described
under Diabetes Services in the SPD or when needed for severe systemic disease. Cutting or removal of corns and calluses. Nail trimming, cutting, or debriding. Hygienic and preventive maintenance foot care; and other
services that are performed when there is not a localized Sickness, Injury or symptom involving the foot. Examples include: cleaning and soaking the feet; applying skin creams in order to maintain skin tone. This
exclusion does not apply to preventive foot care for Covered Persons who are at risk of neurological or vascular disease arising from diseases such as diabetes. Treatment of flat feet. Shoes (standard or custom), lifts
and wedges; shoe orthotics; shoe inserts and arch supports
Medical Supplies and Equipment
Prescribed or non-prescribed medical supplies and disposable supplies. Examples include: elastic stockings, ace bandages, diabetic strips, and syringes; urinary catheters. This exclusion does not apply to:

. Disposable supplies necessary for the effective use of Durable Medical Equipment for which Benefits are provided as described under Durable Medical Equipment in the SPD.

. Diabetic supplies for which Benefits are provided as described under Diabetes Services in the SPD.

. Ostomy bags and related supplies for which Benefits are provided as described under Ostomy Supplies in the SPD.
Tubings, nasal cannulas, connectors and masks, [except when used with Durable Medical Equipment as described under Durable Medical Equipment as described in the SPD. The repair and replacement of Durable
Medical Equipment when damaged due to misuse, malicious breakage or gross neglect and deodorants, filters, lubricants, tape, appliance clears, adhesive, adhesive remover or other items that are not specifically
identified in the SPD
Mental Health / Substance Abuse
Inpatient, intermediate or outpatient care services that were not pre-authorized by the Mental Health/Substance Abuse (MH/SA) Administrator; Services performed in connection with conditions not classified in the
current edition of the American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders.
Mental Health Services and Substance Abuse Services that extend beyond the period necessary for short-term evaluation, diagnosis, treatment, or crisis intervention. Mental Health Services as treatment for insomnia
and other sleep disorders, neurological disorders and other disorders with a known physical basis. Treatment for conduct and impulse control disorders, personality disorders, paraphilias (sexual behavior that is
considered deviant or abnormal) and other Mental llinesses that will not substantially improve beyond the current level of functioning, or that are not subject to favorable modification or management according to
prevailing national standards of clinical practice, as reasonably determined by the Mental Health/Substance Abuse Administrator. Services utilizing methadone, L.A.A.M. (1-Alpha-Acetyl-Methadol), Cyclazocine, or their
equivalents as maintenance treatment for drug addiction. Treatment provided in connection with involuntary commitments, police detentions and other similar arrangements ,unless authorized by the Mental
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Health/Substance Abuse Administrator. Residential treatment services. Routine use of psychological testing without specific authorization; pastoral counseling. Services or supplies for the diagnosis or treatment of
Mental lliness, alcoholism or substance abuse disorders that, in the reasonable judgment of the Mental Health/Substance Abuse Administrator, typically do not result in outcomes demonstrably better than other available
treatment alternatives that are less intensive or more cost effective, or are not consistent with:

. Prevailing national standards of clinical practice for the treatment of such conditions.

. Prevailing professional research demonstrating that the services or supplies will have a measurable and beneficial health outcome.

. The Mental Health/Substance Abuse Administrator’s level of care guidelines as modified from time to time.
The Mental Health/Substance Abuse Administrator may consult with professional clinical consultants, peer review committees or other appropriate sources for recommendations and information regarding whether a
service or supply meets any of these criteria.

MEDICAL EXCLUSIONS Continued

Nutritional or cosmetic therapy using high dose or mega quantities of vitamins, minerals or elements, and other nutrition based therapy. Nutritional counseling for either individuals or groups except as defined under
Nutritional Counseling in the SPD. Food of any kind. Foods that are not covered include: enteral feedings and other nutritional and electrolyte formulas, including infant formula and donor breast milk unless they are the
only source of nutrition or unless they are specifically created to treat inborn errors of metabolism such as phenylketonuria (PKU) - infant formula available over the counter is always excluded; foods to control weight,
treat obesity (including liquid diets), lower cholesterol or control diabetes; oral vitamins and minerals; meals you can order from a menu, for an additional charge, during an Inpatient Stay, and other dietary and electrolyte
supplements; and health education classes unless offered by UnitedHealthcare or its affiliates, including but not limited to asthma, smoking cessation, and weight control classes.
Personal Care, Comfort or Convenience

Television; telephone; beauty/barber service; guest service. Supplies, equipment and similar incidental services and supplies for personal comfort. Examples include: air conditioners, air purifiers and filters, dehumidifiers
and humidifiers; batteries and battery chargers; breast pumps; car seats; chairs, bath chairs, feeding chairs, toddler chairs, chair lifts, recliners; electric scooters; exercise equipment and treadmills; home modifications to
accommodate a health need such as ramps, swimming pools, elevators, handrails and stair glides; hot tubs; Jacuzzis, saunas and whirlpools; ergonomically correct chairs, non-Hospital beds, comfort beds, mattresses;
medical alert systems; motorized beds; music devices; personal computers, pillows; power-operated vehicles; radios; saunas; strollers; safety equipment; vehicle modifications such as van lifts; and video players.

Physical Appearance
Cosmetic Procedures. See the definition in the SPD. Examples include: pharmacological regimens, nutritional procedures or treatments; Scar or tattoo removal or revision procedures (such as salabrasion, chemosurgery
and other such skin abrasion procedures); Skin abrasion procedures performed as a treatment for acne; treatment of hair loss; varicose vein treatment of the lower extremities, when it is considered cosmetic; Liposuction
or removal of fat deposits considered undesirable, including fat accumulation under the male breast and nipple; Treatment for skin wrinkles or any treatment to improve the appearance of the skin; Treatment for spider
veins; Hair removal or replacement by any means. Replacement of an existing intact breast implant if the earlier breast implant was performed as a Cosmetic Procedure. Treatment of benign gynecomastia (abnormal
breast enlargement in males). Breast reduction except as coverage is required by the Women’s Health and Cancer Right's Act of 1998 for which Benefits are described under Reconstructive Procedures in the SPD.
Physical conditioning programs such as athletic training, body-building, exercise, fitness, flexibility, health club memberships and programs, spa treatments and diversion or general motivation. Weight loss programs
whether or not they are under medical supervision. Weight loss programs for medical reasons are also excluded, even if for morbid obesity. Wigs regardless of the reason for the hair loss ,expect for temporary loss of
hair resulting from treatment of a malignancy.
Procedure or surgery to remove fatty tissue such as panniculectomy, abdominoplasty, thighplasty, brachioplasty, or mastopexy. Excision or elimination of hanging skin on any part of the body. Examples include plastic
surgery procedures called abdominoplasty or abdominal panniculectomy, and brachioplasty. Medical and surgical treatment of excessive sweating (hyperhidrosis). Medical and surgical treatment for snoring, except when
provided as a part of treatment for documented obstructive sleep apnea. Speech therapy except as required for treatment of a speech impediment or speech dysfunction that results from Injury, stroke, cancer,
Congenital Anomaly, or autism spectrum disorders. Speech therapy to treat stuttering, stammering or other articulation disorders. Psychosurgery. Sex transformation operations. Physiological modalities and procedures
that result in similar or redundant therapeutic effects when performed on the same body region during the same visit or office encounter. Biofeedback. Chiropractic treatment to treat a condition unrelated to spinal
manipulation and ancillary physiologic treatment rendered to restore/improve motion, reduce pain and improve function, such as asthma or allergies. Chiropractic treatment (the therapeutic application of chiropractic
manipulative treatment with or without ancillary physiologic treatment and/or rehabilitative methods rendered to restore/improve motion, reduce pain and improve function). Services for the evaluation and treatment of
temporomandibular joint syndrome (TMJ), whether the services are considered to be dental in nature, including oral appliances: surface electromyography; Doppler analysis; vibration analysis; computerized mandibular
scan or jaw tracking; craniosacral therapy; orthodontics; occlusal adjustment; dental restorations. Upper and lower jawbone surgery except as required for direct treatment of acute traumatic Injury, dislocation, tumors or
cancer. Diagnosis or treatment of the jawbones, including Orthognathic surgery, and jaw alignment, except as a treatment of obstructive sleep apnea. Non-surgical treatment of obesity even if for morbid obesity. Surgical

treatment of obesity. Treatment of tobacco dependency. Chelation therapy, except to treat heavy metal poisoning.
Providers

Services performed by a provider who is a family member by birth or marriage. Examples include a spouse, brother, sister, parent or child. This includes any service the provider may perform on himself or herself.
Services performed by a provider with your same legal residence. Services ordered or delivered by a Christian Science practitioner. Services performed by an unlicensed provider or a provider who is operating outside of
the scope of his/her license. Services provided at a free-standing or Hospital-based diagnostic facility without an order written by a Physician or other provider. Services which are self-directed to a free-standing or
Hospital-based diagnostic facility. Services ordered by a Physician or other provider who is an employee or representative of a free-standing or Hospital-based diagnostic facility, when that Physician or other provider has
not been actively involved in your medical care prior to ordering the service, or is not actively involved in your medical care after the service is received. This exclusion does not apply to mammography. Foreign language
and sign language interpreters.

Reproduction

Health services and associated expenses for infertility treatments, including assisted reproductive technology,

regardless of the reason for the treatment. This exclusion does not apply to services required to treat or correct underlying causes of infertility. The following infertility treatment-related services: cryo-preservation and
other forms of preservation of reproductive materials, long-term storage of reproductive materials such as sperm, eggs, embryos, ovarian tissue, and testicular tissue, donor services. Surrogate parenting, donor eggs,
donor sperm and host uterus. Storage and retrieval of all reproductive materials. Examples include eggs, sperm, testicular tissue and ovarian tissue. The reversal of voluntary sterilization. Health services and associated
expenses for elective surgical, non-surgical, or drug-induced Pregnancy termination. This exclusion does not apply to treatment of a molar Pregnancy, ectopic Pregnancy, or missed abortion (commonly known as a
miscarriage). Services provided by a doula (labor aide); and parenting, prenatal or birthing classes. Artificial reproduction treatments done for genetic or eugenic.
Services Provided under Another Plan
Health services for which other coverage is available under another plan, except for Eligible Expenses payable as described in the SPD. Examples include coverage required by workers’ compensation, no-fault auto
insurance, or similar legislation. If coverage under workers’ compensation, no-fault automobile coverage or similar legislation is optional for you because you could elect it, or could have it elected for you. Health services
for treatment of military service-related disabilities, when you are legally entitled to other coverage and facilities are reasonably available to you. Health services while on active military duty.

Transplants

Health services for organ and tissue transplants, except as identified under Transplantation Services in the SPD. Mechanical or animal organ transplants, except services related to the implant or removal of a circulatory
assist device (a device that supports the heart while the patient waits for a suitable donor heart to become available); and donor costs for organ or tissue transplantation to another person (these contest may be payable
through the recipient's benefit plan).

Travel or transportation expenses, even if ordered by a Physician, except as identified under Travel and Lodging in the SPD. Additional travel expenses related to Covered Health Services received from a Designated
Facility or Designated Physician may be reimbursed at the Plan’s discretion.

Types of Care
Multi-disciplinary pain management programs provided on an inpatient basis. Custodial care; domiciliary care. Private duty nursing. Respite care; rest cures; services of personal care attendants. Work hardening

Vision and Hearing

Purchase cost and associated fitting charge for eye glasses and contact lenses. Implantable lenses used only to correct a refractive error (such as Intacs corneal implants). Purchase cost and associated fitting and
testing charges for hearing aids, Bone Anchor Hearing Aids (BAHA) and all other hearing assistive devices. Eye exercise therapy. Surgery and other related treatment that is intended to correct nearsightedness,
farsightedness, presbyopia and astigmatism including, but not limited to, procedures such as laser and other refractive eye surgery and radial keratotomy.

All Other Exclusions

Health services and supplies that do not meet the definition of a Covered Health Service — see the definition of Covered Health Services in the Glossary in the SPD. Physical, psychiatric or psychological exams, testing,
vaccinations, immunizations or treatments when: required solely for purposes of career, education, school, sports or camp, travel, employment, insurance, marriage or adoption; or as a result of incarceration; related to
judicial or administrative proceedings or orders; conducted for purposes of medical research; required to obtain or maintain a license of any type. Health services received as a result of war or any act of war, whether
declared or undeclared or caused during service in the armed forces of any country. Health services received after the date your coverage under the Plan ends. This applies to all health services, even if the health
service is required to treat a medical condition that arose before the date your coverage under the Plan ended. Health services for which you have no legal responsibility to pay, or for which a charge would not ordinarily
be made in the absence of coverage under the Plan. Charges that exceed Eligible Expenses or any specified limitation in the SPD. Health services when a provider waives the Copay, Annual Deductible or Coinsurance
amounts. Autopsies and other coroner services and transportation services for a corpse. Charges for: missed appointments; room or facility reservations; completion of claim forms; or record processing. Charges
prohibited by federal anti-kickback or self-referral status. Diagnostic tests that are: delivered in other than a Physician’s office or health care facility; and self-administered home diagnostic tests, including but not limited to
HIV and pregnancy tests. Vision therapy when rendered in connection with behavioral health disorders, including but not limited to: learning and reading disabilities; attention deficit/hyperactively disorder; TBI; or dyslexia
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w UnitedHealthcare
Addendum to the Medical Benefit

Summary for Self-Funded Groups

Choice Plus
Oakwood City Schools

These Benefits are available to you in addition to the benefits located on the Benefit Summary.

ADDITIONAL CORE BENEFITS

Types of Coverage Network Benefits Non-Network Benefits
Mental Health Services

Partial Hospitalization/Intensive 90% after deductible for Partial 70% after Deductible has been met per
Outpatient Treatment: Hospitalization /Intensive session for Partial Hospitalization
Outpatient Treatment. /Intensive Outpatient Treatment.

Prior Authorization is required for certain
services.

Partial Hospitalization/Intensive 90% after deductiblefor Partial 70% after Deductible has been met per
Outpatient Treatment: Hospitalization/Intensive session for Partial Hospitalization
Outpatient Treatment. /Intensive Outpatient Treatment.

Prior Authorization is required for certain
services.

Substance Use Disorder Services

Partial Hospitalization/Intensive 90% after deductible for Partial 70% after Deductible has been met per
Outpatient Treatment: Hospitalization /Intensive session for Partial Hospitalization
Outpatient Treatment. /Intensive Outpatient Treatment.

Prior Authorization is required for certain

services.
Virtual Visits
Network Benefits are available 100% after vou pay a $20 Copayment
only when services are delivered per visit. Deductible does not apply. Non-Network Benefits are not available.

through a Designated Virtual Visit
Network Provider. Find a
Designated Virtual Visit Network
Provider Group at myuhc.com or
by calling Customer Care at the
telephone number on your ID
card. Access to Virtual Visits and
prescription services may not be
available in all states or for all
groups.

UnitedHealthcare Insurance Company



This replaces the Mental Health exclusion section on the Benefit Summary:
Services performed in connection with conditions not classified in the current edition of the Diagnostic and Statistical
Manual of the American Psychiatric Association. Mental Health Services as treatments for R & T code conditions as
listed within the current edition of the Diagnostic and Statistical Manual of the American Psychiatric Association. Mental
Health Services as treatment for a primary diagnosis of insomnia and other sleep-wake disorders, feeding disorders,
binge eating disorders, sexual dysfunction, communication disorders, motor disorders, neurological disorders and other
disorders with a known physical basis. Treatments for the primary diagnoses of learning disabilities, conduct and impulse
control disorders, personality disorders and paraphilic disorder. Educational services that are focused on primarily
building skills and capabilities in communication, social interaction and learning. Tuition for or services that are school-
based for children and adolescents under the Individuals with Disabilities Education Act. Motor disorders and primary
communication disorders as defined in the current edition of the Diagnostic and Statistical Manual of the American
Psychiatric Association. Intellectual disabilities as a primary diagnosis defined in the current edition of the Diagnostic and
Statistical Manual of the American Psychiatric Association. Autism spectrum disorder as a primary diagnosis defined in
the current edition of the Diagnostic and Statistical Manual of the American Psychiatric Association. Benefits for autism
spectrum disorder as a primary diagnosis are described under Neurobiological Disorders - Autism Spectrum Disorder
Services in Section 1 of the COC. Mental Health Services as a treatment for other conditions that may be a focus of
clinical attention as listed in the current edition of the Diagnostic and Statistical Manual of the American Psychiatric
Association. All unspecified disorders in the current edition of the Diagnostic and Statistical Manual of the American
Psychiatric Association. Health services and supplies that do not meet the definition of a Covered Health Service — see
the definition in Section 9 of the COC. Covered Health Services are those health services, including services, supplies,
or Pharmaceutical Products, which we determine to be all of the following:

e Medically Necessary.

e Described as a Covered Health Service in Section 1 of the COC and in the Schedule of Benefits.

¢ Not otherwise excluded in Section 2 of the COC.
This replaces the Neurobiological Disorders-Autism Spectrum Disorder exclusion section on the Benefit
Summary:
Any treatments or other specialized services designed for Autism Spectrum Disorder that are not backed by credible
research demonstrating that the services or supplies have a measurable and beneficial health outcome and therefore
considered Experimental or Investigational or Unproven Services. Intellectual disability as the primary diagnosis defined
in the current edition of the Diagnostic and Statistical Manual of the American Psychiatric Association. Tuition for or
services that are school-based for children and adolescents under the Individuals with Disabilities Education Act.
Learning, motor disorders and communication disorders as defined in the current edition of the Diagnostic and Statistical
Manual of the American Psychiatric Association and which are not a part of Autism Spectrum Disorder. Treatments for
the primary diagnoses of learning disabilities, conduct and impulse control disorders, personality disorders and paraphilic
disorder. All unspecified disorders in the current edition of the Diagnostic and Statistical Manual of the American
Psychiatric Association. Intensive behavioral therapies such as applied behavioral analysis for Autism Spectrum
Disorder.
Health services and supplies that do not meet the definition of a Covered Health Service — see the definition in Section 9
of the COC. Covered Health Services are those health services, including services, supplies, or Pharmaceutical
Products, which we determine to be all of the following:

e Medically Necessary.

e Described as a Covered Health Service in Section 1 of the COC and in the Schedule of Benefits.

¢ Not otherwise excluded in Section 2 of the COC.
This replaces the Substance Use Disorders exclusion section on the Benefit Summary:
Services performed in connection with conditions not classified in the current edition of the Diagnostic and Statistical
Manual of the American Psychiatric Association. Methadone treatment as maintenance, L.A.A.M. (1-Alpha-Acetyl-
Methadol), Cyclazocine, or their equivalents. Educational services that are focused on primarily building skills and
capabilities in communication, social interaction and learning. Substance-induced sexual dysfunction disorders and
substance-induced sleep disorders. Gambling disorders. All unspecified disorders in the current edition of the Diagnostic
and Statistical Manual of the American Psychiatric Association. Health services and supplies that do not meet the
definition of a Covered Health Service — see the definition in Section 9 of the COC. Covered Health Services are those
health services, including services, supplies, or Pharmaceutical Products, which we determine to be all of the following:

e Medically Necessary.

e Described as a Covered Health Service in Section 1 of the COC and in the Schedule of Benefits.

¢ Not otherwise excluded in Section 2 of the COC.

UnitedHealthcare Insurance Company



Here’s an overview of your CVS Caremark benefits.
Oakwood PPO 1/1/2020

If you have any questions about your prescription plan or costs, call us at 1-888-202-1654. We can help any time

after your plan starts. For TDD assistance, please call 1-800-863-5488.

Short-Term Medicines Long-Term Medicines
CVS Caremark Retail CVS Caremark Mail Service or
Pharmacy Network CVS Pharmacy locations (up to a
(Up to a 30-day supply) 90-day supply)
Generic Medicines $10 for a generic medicine $20 for a generic medicine
Always ask your doctor if there’s a
generic option available. It could
save you money.
Preferred Brand-Name 25% ($15 min / $35 max) for a 25% ($30 min / $70 max) for a
Medicines preferred brand-name medicine preferred brand-name medicine
If a generic is not available or
appropriate, ask your doctor to
prescribe from your plan’s
preferred drug list.
Non-Preferred $45 for a non-preferred $90 for a non-preferred
Brand-Name Medicines brand-name medicine brand-name medicine
Drugs that aren’t on your plan’s
preferred list will cost more.
Refill Limit None None
Maximum Out-of-Pocket $3,000 per individual / $6,000 per family

) o Certain medications may require prior authorization. Please contact
Prior Authorization Customer Care toll-free at 1-888-202-1654 or visit www.caremark.com
for verification of prior authorization requirements.

Specialty medications are required to be filled through CVS Specialty
Mail Order Pharmacy or at a retail CVS/pharmacy. Please contact
Customer Care toll-free at 1-888-202-1654 for questions or to get
started today.

Specialty Medicines

Copayment, copay or coinsurance means the amount a plan member is required to pay for a prescription in accordance with a Plan which
may be a deductible, a percentage of the prescription price, a fixed amount or other charge, with the balance, if any, paid by a Plan.

Your feedback is important as it helps us improve our service. Please contact us with any questions or concerns at 1-888-202-1654.

Your privacy is important to us. Our employees are trained regarding the appropriate way to handle private health information.

7471-WKL-MCHOICE_MOOP_SP_CUSTOM-0718

2016 CVS Caremark. All rights reserved. 106-38008D 070116



Notice of Nondiscrimination

Federal civil rights laws prohibit certain health programs and activities from discriminating on the basis of race,
color, national origin, age, disability, or sex. The laws apply to health programs and activities that receive funding
from the Federal government, are administered by a Federal agency or are offered on a public Health Insurance
Marketplace. Health plans that are subject to the laws include Medicare Part D plans, Medicaid plans, health plans
offered by issuers on Health Insurance Marketplaces, and certain employee health benefit plans. If you have
questions about whether these Federal civil rights laws apply to your plan, please contact your health plan at the
number in your benefit plan materials.

If your health plan is subject to these Federal civil rights laws, it complies with the laws and does not discriminate
on the basis of race, color, national origin, age, disability, or sex and does not exclude people or treat them
differently because of race, color, national origin, age, disability, or sex.

Your health plan:

* Provides appropriate aids and services, free of charge, when necessary to ensure that people with disabilities
have an equal opportunity to communicate effectively with us, such as:
» Auxiliary aids and services
» Written information in other formats (large print, audio, accessible electronic formats, other formats)

* Provides language assistance services, free of charge, when necessary to provide meaningful access to people
whose primary language is not English, such as:
* Qualified interpreters
» Information written in other languages

If you need these services, call Customer Care at the phone number on your benefit ID card.

If you believe these services have not been appropriately provided to you or you have been discriminated against
on the basis of race, color, national origin, age, disability, or sex, you can file a grievance by mail, fax, or email
with your health plan’s Civil Rights Coordinator.

You may also contact Customer Care and we will direct your grievance to your health plan’s Civil Rights
Coordinator:

Nondiscrimination Grievance Coordinator

PO BOX 6590, Lee’s Summit, MO 64064-6590
Phone: 1-866-526-4075

TTY: 1-800-863-5488

Fax: 1-855-245-2135

Email: nondiscrimination@cvscaremark.com

If you need additional help filing a grievance, your health plan’s 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 electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, DC 20201

1-800-368-1019, 1-800-537-7697 (TDD)

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

106-39432A 120516



ATTENTION: If you speak [insert language], language assistance services,
free of charge, are available to you. Call Customer Care at the number on
your benefit ID card (TTY: 711).

Espaiiol ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica.
Llame a Servicio al cliente al nimero telefénico que aparece en su tarjeta de identificacion de
beneficios (TTY: 711).

h A WERZREPRX - BolUERRERNES H
(Benefit ID Card) EHIEFETRES (TTY: 711) MEBERP/D -

Tieng Viét | CHU Y: Néu ban no6i Tiéng Viét, ching td1 c6 cung cap cac dich vu ho tro ngén ngir mieén phi danh
cho ban. Hay goi cho Ban Cham Séc Khach Hang theo s6 dién thoai c6 trén thé nhan dang phuc loi
cua ban (TTY: 711).

SFEOT | e @05 AFESIAE A, oo AW Au[=E YEE o[Fed % dF L
wQlo] &8 D Fheol FAE 7 A HepH T ® A= FA7] B Y Y (TTY: 711).

Tagalog PAUNAWA: Kung nagsasalita ka ng Tagalog, makakakuha ka ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa Customer Care sa numero ng telepono na nasa iyong ID card ng
benepisyo (TTY: 711).

Pycckuin BHMMAHMUE! Ecnu Bbl TOBOPUTE Ha PYCCKOM SI3bIKE, TO BaM JIOCTYITHbI O€CIUIaTHBIE YCIYyTH
nepeBoja. Cesoxurech ¢ OTIe7I0M 00CITy)KUBaHUS KIIMEHTOB 110 HOMEPY TenedoHa, yKazaHHOMY Ha
Balllel MHIMBUIYAJIbHOM KapTe JIJIsl COIMANIbHBIX BhITLIAT (Teseraum: 711).

ay =l 2> 8,8y Jail .olxall Al 965 dyg2lll daclumall wloas (b9 dw o)l axis wuS 13] :dbg=ls

(711 : 02l TTY le> 09)) .ay =il @Sl Je 39>60ll p9,J1 e cMasll

Haitian ATANSYON: Si w pale Haitian Creole, gen sévis €d pou lang ki disponib gratis pou ou. Rele Sevis

Creole Kliyan nan nimewo telefon ki sou kat ID avantajou an (TTY: 711).

Francais ATTENTION : si vous parlez frangais, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le Service client au numéro de téléphone figurant sur votre carte de
prestations (ATS : 711).

Polski UWAGA: Jezeli mowisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy w tym jezyku.
Zadzwon do Biura Obstugi Klienta, korzystajac z numeru podanego na Twojej karcie
identyfikacyjnej (TTY: 711).

Portugués ATENCAQO: se voceé fala portugués, também pode obter informagdes sobre os servigos de assisténcia
nesse idioma, sem nenhum custo adicional. Ligue para o Atendimento ao Cliente usando o niimero de
telefone no seu cartdo de beneficiario (TTY: 711).

Italiano ATTENZIONE: Nel caso in cui la lingua parlata sia l'italiano, sono disponibili gratuitamente servizi
di assistenza linguistica. Contattare I’ Assistenza Clienti al numero che compare sulla propria tessera
dei benefit identificativa (TTY: 711).

Deutsch ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen
zur Verfligung. Rufen Sie die Kundenbetreuung unter der Rufnummer auf Ihrer Versicherungskarte
an (TTY: 711).

BAGE T AR COREZmES N5 01E, BROSHGEZ ZAHHWIEIZT £, R
— FIZE#HEN WL I A E~—F 7 OFEGFHEG(TTY: TIDABHWEDOE L E I,

8 Ol e jlad 1 pk Ol e aal i Ladi )y U801 O sy (0 ) bt (S e S )l Gl 4 ST ida gl

. R — (TTY: 7€|1T1) 3B il ub):;ﬂ Sl i b (8 bl 3e sebgﬁ SIS sy g eddz

Bal e & ERIEREIER EIREAEL S IEIGEHENEEIEEEE HIEREEIGIET
a@éﬁﬂéwﬁgﬂﬂzm qﬁﬁwgﬁmﬁ(ﬂvﬂm

Zuygkipku NhcU NP E3NRL. Bpl jununid tp huybpkt, wyw dkq jupnn b mpudwnpdty; |
punpqUuish Swpwnipnitubp: Qwiuquhwpbp Zwdwhinppubph vywuwpdwt pudh
Abip tyywuwnubph wthuwwnwlwt (ID) pupunh ypw trodwd hinwpinuwhwdwnpny (TTY: 711).

JAcll YUoll: B AH IAAAL Gllcicll &8l, cdl [o1:Es UM USLL A UMl AHRL HIZ Buctou 8.
AHRL Acl(g2 S| 518 GURall Slot ololR UR $:2HR ¥al Sl 5 (TTY: 711).

Hmoob MLOOG ZOO: Yog koj hais lus Hmoob, peb muaj neeg txhais lus, pub dawb rau koj. Hu rau Cov
Neeg Pab Qhua Lag Luam ntawm tus xov tooj nyob hauv koj daim ID siv ghov kev pab no (Rau cov
neeg hais tsis tau lus thiab tsis nov lus siv tus xov tooj (TTY: 711).

95l ol weaio sl -Gy wliwd Lo was oloas S wigles S Ol oS ol o5« dos 950l ;,__,._IJfIh:JbJp;
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1@3 WR™GHaSmRN™: IUE‘IJSTI’(]EE—E?%SLUWUJ manigl, Iﬁjﬁﬁiaiﬁ%tﬁlgﬁﬁ‘lﬁﬂ

NS SASSIEESEUSSONUIMN ALY
wygimsiigAissinasssmuiuegrinisiuivn ID HEUNRSIUNES
(TTY: 711)*




Udardl

g =f5: 7 3T UdTdt 8¢ J, 3T 3773 BT He3 2d ITHT AT 3T ALl GUBIY I&| MIUS Salela
et gz Gug ©f3 a1 IreHd amd 2 26 &89 ‘3 I 93 (TTY: 711)1

JieaT T FAs A I IRAT ST FT IO NEA, SR [ ATEN OF] TRITOT
AR ToTd | FPONT (FAE (B I AFAT (JAHE ARG FNE (T3
(TTY: 711) 99 AL

YIT'X V917 HREON 7D 7D DYONIWVO "]‘7"( INROW PN IRD 22V TVIVT ,WOTR DTV R IR OXRTPVRADMIN

ATTY: 711) 08P ID 1030¥192 9K 9°IR PR ORI WA IRDYIYY 19°IR YR IWMILOKRP

ATICE TNFON:- ATICE R7E 506 Uk ?r'rcwv hCBH LCEPTE MR ALMPT +HOE TP mv‘#aww
NCLP AL (171LTT®- Adh £TC ALTNFT AT LLD-( (AT ATAGTTFD-:- T11)=

A ng NRUELYA . mﬂmwmm*ﬂﬂmu L‘a"IJJlI‘Sﬂ'I‘ﬂ‘Viﬂ'J'm?.i'JEILMS]BM']\T@'IH!\'I]&I"]1MG\MW‘S
TnsmdhausnIsana i e TnsAwvinissuatuulinsualsyiaminasaar (Ins: 711)

Oroomiffa XIYYEEFFANNAA: Afaan dubbattu Oroomifta, tajaajlla gargaarsa afaanii, kanfaltiidhaan ala, ni
argama. Karaa lakkoosfa bilbila Kunuunsaa Maamiltootaa waragaa eenyummaa faayidaa kee irratti
argamu (TTY: 711) tiin bilbili.

Ilokano Pakdaar: No agsasao ka ti [locano, dagitti serbisyo nga tulong iti lengguahe nga libre, ket sidadaan
para kenka. Tawagan ti Customer Care iti numero ti telepono iti ID card ti benepisyom (TTY: 711).

WIFIV0 | (quQIV: INICDIWIFIVIO, DOINIVFOLCTHDOI
wIzWSlviccnvw. IWlnmcIequaanermucdlviia:uldelubodlosudvulnenasy
v Qu TTY: 711).

Shqip KUJDES: Nése flisni Shqip, shérbimet e asistencés gjuhésore jané né dispozicionin tuaj, pa pagesé.
Telefononi Kujdesin pér Konsumatorét né numrin e telefonit né kartén tuaj té identifikimit té
benefiteve (TTY: 711).

Srpsko- OBAVIJESTENIJE: Ako govorite srpsko-hrvatski, usluge jezicke pomo¢i dostupne su vam besplatno.

hrvatski Pozovite sluzbu koja brine o korisnicima na broju telefona koji se nalazi na vaSoj ID kartici usluga
(TTY- Telefon za osobe sa ostecenim govorom ili sluhom: 711).

Yxpainceka | YBAI'A! SIKiio Bu po3MOBIISIETE YKPAiHCHKOKO MOBOIO, BH MOXETE 3BCPHYTHCS 10 OC3KOIITOBHOL
CITy>KOM MOBHOT l'IlI[TpI/IMKI/I Teneq)OHyHTe y Bimnin o6cnyr013yBaHH;1 KITIEHTIB 32 HOMEPOM,
BKa3aHUM Ha Balllii iHAMBITyalbHIN KapTi Juist comianbaux Buriat (Tenerain: 711).

TTA & TadgIf; Ala TS TATeAl AT Slodgrs 99 quTsehl ATl [4:9[eF ATHT HEIAT Ha Weér
= SR sy FsT TTes TATETER | T8 (TTY: 711) |1 ®IA
AANDACHT: Als u Nederlands spreekt, kunt u gratis gebruikmaken van de taalkundige

Nederlands | diensten. Bel de Klantenservice op het telefoonnummer op uw id-voordeelkaart (TTY: 711).

unD UEDR%{JSD.}!— ir‘-(:_ﬁfﬂﬂ?n ﬂ'}éfﬁ?} ‘_".E?CS, -@-G'L%i Uiflﬂ)ﬁﬂlﬂﬂﬂ]@S, C\}1D‘JCD18’3&§{\T£?’L%5G§I. qgto'.:ﬁm
Jdoipinlontd 32baloneaibonaoigiogp: 1D spzecdy (TTY: 711) i

Gagana FA’AALIGA: Afai e te tautala Fa’aSamoa, o 10’0 avanoa le fesoasoani mo le gagana mo oe, e leai

Samoa se totogi. Telefoni atu i le Tautua mo le Lautele (Customer Care) i le numera o le telefoni o lo’0 1
lau pepa ID (TTY: 711).

Kajin Majol | LALE: Ne kwoj konono kajin Majol, komaron in bok jipan ko ilo kajin ne am ejelok wonaan.
Kirlok ro rej bok eddo im ej walok ilo ID kaat in jiban eo am (TTY: 711).

Romana ATENTIE: Daca vorbiti limba romana, va stau la dispozitie servicii de asistenta lingvistica gratuite.
Sunati la Relatii Clienti la numarul de telefon de pe cardul dvs. de benficii (TTY: 711).

Foosun MEI AUCHEA.: Ika iei foosun fonuomw: Foosun Chuuk, iwe en mei tongeni omw kopwe

Chuuk angei aninisin chiakku, ese kamo. Kopwe kokkori nampan Anisi Chon Fiti won epekin om
we taropwen esisinnan chon fiti. (TTY: 711).

Tonga TOKANGA'T MALI: Kapau 'oku ke Lea-Fakatonga, ko e kau tokoni fakatonu lea 'oku nau fai atu ha
tokoni ta'e totongi, pea teke lava 'o ma'u ia. Telefoni mai 'i he numera 'i he funga 'o ho'o kaati ID
'aonga (TTY: 711).

Bisaya ATENSYON: Kung Cebuano imong sinultihan, adunay libreng serbisyo tabang sa lingguwahe nga
imong magamit. Tawagi ang Customer Care ang numero ana-a sa imong benepisyong ID kard.
(TTY: 711).

Ikirundi ICITONDERWA: Nimba uvuga Ikirundi, uzohabwa serivisi zo gufasha mu ndimi, ku buntu.
Woterefona Serivisi y’Ubudandaji kuri izi numero za terefone ku nyungu za karangamuntu yawe
(TTY: 711).

Kiswahili KUMBUKA: Ikiwa unazungumza Kiswahili, unaweza kupata huduma za lughabila malipo. Piga

simu kwenye Kituo cha Huduma kwa Wateja kupitia nambari ya simu iliyo nyuma ya kadi yako ya
kitambulisho cha kupata manufaa (TTY: 711).




Bahasa

PERHATIAN: Jika Anda berbicara dalam Bahasa Indonesia, layanan bantuan bahasa akan tersedia

Indonesia secara gratis. Hubungi Layanan Pelanggan di nomor telepon yang tertera pada kartu ID manfaat
Anda (TTY: 711).

Tirkge DIKKAT: Eger Tiirkce konusuvor iseniz. dil vardimi hizmetlerinden {icretsiz olarak
vararlanabilirsiniz. Sosyal Yardim Kimlik kartinizdaki telefon numarasindan Miisteri Hizmetlerini
arayin (TTY 71 1)

6))35 Qi Q, .JI |Q>4J ‘ULo_) Jd.o_)l.u dlSdJJlJ_Q&JCLDP ‘UJGSO.) awad 6)_)_95 U.;l.o_) Q _)GSGJ ;S_)I.)ISIJ

(TTY 711) 299 .,SQ.DL.uJL Haw Sojloj saisj o aS.,_,lScu Sx829> a4 svogay Ldiwod

Bt B 567 ¢ 57" €008 2857 CSJ & @37@2}5"’@\ Soedt @"’c‘é ‘ﬁ_s Y ETPRKES BB Zen X °‘<'°“o\ QT8
JT%0) &3°Son™ eeﬁgége‘é"’oi} 5° o (59539@ 2068° 5755 &5 éc‘é S STondy $&7E
(TTY: 711) 557 008" §757 % §~0° S aboss’

Thuonjan PID KENE: Na ye jam né Thuonjdn, ke kuony yené koc waar thok at3 kuka 1€u yok abac ke cin
wénh cuaté piny. Col rén tén dé koc ké luoi ye koc kuony né€ akuén dén t5 né 1.D Kat du yic
(TTY: 711).

Norsk MERK: Hvis du snakker norsk er gratis sprakhjelptjenester tilgjengelige for deg. Ring kundeservice
pa telefonnummeret som star pa fordels-ID-kortet (TTY: 711).

Catala ATENCIO: Si parleu catala, teniu disponible un servei d'ajuda lingiiistica sense cap carrec. Truqueu
a Atencio al client al nimero de telefon que apareix en la vostra targeta d’identificacio de beneficis
(TTY: 711).

EAAnvica [Ipocoyn: Eav pikdte EAAnvikd, vtapyet dmpedy d1a0éciun vanpesio YAwGGIKNG Voot piEng.
Koiéote 10 Kévrpo YroompiEng [lehatdv 610 TAépmvo mov avaypdestat otnv Kdpta cog
npovouiov pédovg (TTY: 711).

Igbo asusu | NRUBAMA: O buruy na i na asy Ibo, ory enyemaka asusu, bu n’efu, diiri gi. Kpoo Onye Ntuziaka na
nomba di na kaadi NJ elele gi (TTY: 711).

¢dé Yoruba | Akiyesi: Bi o ba nsg ede Yoruba, is¢ iranlowo nipa ¢d¢, lai sanwo, wa fin 9. Pe Olutoju Onibaara
16ri ndmba ¢ro ibanisoro ori kaadi idanim¢ alanfaani re (TTY: 711).

Lokaiahn Ni songen mwohmw ohte, komw pahn sohte anahne kawehwe mesen nting me koatoantoal kan

Pohnpei ahpw wasa me ntingie Lokaiahn Pohnpei komw kalangan oh ntingidieng ni lokaiahn Pohnpei. Ma
komw anahne sawas ah komw kak call nembe me mih ni sapwelmwomi Benefit ID card.
(TTY: 711).

Deitsch Wann du Deitsch schwetzscht, kannscht du mitaus Koschte ebber gricke, ass dihr helft mit die
Englisch Schprooch. Ruf selli Nummer uff: Ruf die Leit bei Customer Care uff unnich die Namber
as uff dei Benefit-ID-Card is. (TTY: 711).

‘Olelo E kaulona mai: Ina ‘clelo Hawai‘i ‘oe, aia ho‘i na lawelawe '0lelo, manawale‘a ho‘i k&ia no ‘oe.

Hawai‘i Kelepona mai i ka helu 1 luna o kau pepa ola no ke kokua ia ‘oe (TTY: 711).

Adamawa MAANDO: To a waawii Adamawa, e woodi ballooji-ma to ekkitaaki wolde caahu. Noddir
hakkilanoobe limngal gonngal dow kaatiwol ID maada (TTY: 711).

tsalagi rS400J: TGZ bOhor (GWY), SOhAc0JA OLc0SAA TGO6’J1 A, D49 AT'60J JEGPA bY

gawonihisdi | RGO°0*TeOLJ/IAT. OhGooY dOS460Ad QPAHDBWGE’b 660y J460J ESALIP ID DThfAicoa

GVP &L (TTY: 711).

I linguahén

ATENSION: Yanggen un tungo' I fino' Chamorro, i setbision lengguahi gaige para hagu dibatde

Chamoru ha. Agang i Ayudan Taotao gi numero gaige gi benefisiun ID kart-mu (TTY: 711).
hiaw d_g-a,OX’jWy) L)OACLw@Lh;UL)pQJSJN uu&l;&l.;|u|u_)_9w§m‘)@ux>| ] HEWY
(TTY: 711)(YA+ - ATYOEAA
@mﬁﬁ 2003jgg$ - 3000006 20E20p5 [g8wreom: of efgpdon oooen: 3acpeep
32001 208320305 8odeamEgodeoidlepd 208 saof{ysitB0o8q 8:5dod
(TTY: 711) [4& ewacdaopboglgga? eSedloh
Din¢ Dii baa ako’ ninizindoo. Diné Bizaad bee ya nitti’ go, t’44 jii k’eh na holo, saad bee nika’ a’
Bizaad atyeedigii. Koji’ ho diit niith. (TTY: 711).
Basdo-wudl | pe duitt dyi ndm)d dyfin cdo: O jit ké m dyi Basd-widu-po-ny3 jii ni, nii, & wudu ka ko do po-
“po-nyo pod b¢in m gbo kpaa. Sébél nsinga i Téda Nsomb i yé ntilgaga i kat yon yéne (TTY: 711).
Chahta ANUMPA PA PISAH: Chahta illa ish anumpuli hokma, kvna kia Na Anumpa ya peh pilla ho chi
tohshola hinla. Chi na halbena holisso iskitini ma holhtena yvt takanli mak o itatoba ahalaia ya [
paya. (TTY: 711).
Somali DIGNIIN: Haddii aad ku hadasho Soomaali, adeegyada taageerada luqadda, oo bilaash ah, ayaad

heli kartaa. Ka wac Daryeelka Macmiilka lambarka ku yaalla kaarkaaga aqoonsiga ee dheeftaada
(TTY: 711).
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