Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
y J Health New England

GIC Active

Coverage Period: 07-01-2018 - 06/30/2019
Coverage for: Individual + family | Plan Type: HMO

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 1-800-310-2835 or visit
healthnewengland.org and sign into the Member Portal. 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-glossary or call 1-800-310-2835 to request a

copy.
Important Questions

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
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?

$400 person / $800 family

Yes. Preventive care and office
visits are covered before you meet

your deductible.

Yes. Prescription drugs: $100

person / $200 family

$5,000 person / $10,000 family

Your cost-sharing for benefits that
are not Essential Health Benefits

under national health care reform,
premiums, health care this plan

doesn’t cover.

Yes. Visit healthnewengland.org
or call 1-800-310-2835 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 https://www.healthcare.gov/coverage/preventive-care-benefits/.

You must pay all of the costs for these services up to the specific deductible amount before this
plan begins to pay for these 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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u Copayment and coinsurance costs shown in this chart are both before and after your deductible has been met, if a deductible applies.

Common What You Will Pay Limitations, Exceptions, & Other Important
Services You May Need In-Plan Provider Out-of-Plan Provider
Medical Event . Information
(You will pay the least) | (You will pay the most)

Primary care visitto treatan | 20 COpAYVsit
iy o Deductible does not Not covered Deductible may apply to some office services.
injury or illness 2oly

Tier 1: $30 copay/visit
Tier 2: $60 copay/visit

If you visit a health Tier 3: $75 copayvisit

e . Specialist visit Chiropractic Services Not covered Chiropractic Services limits 20 visits per plan
ga:lzipin?gwder silee $20/per visit year
Deductible does not
apply.

You may have to pay for services that aren’t
Preventive care/screening/ 1O GETEE preventive. Ask your provider if the services
. " Deductible does not Not covered ' ,
immunization 200! you need are preventive. Then check what
PRIy your plan will pay for
Must meet deductible first. Imaging requires

Diagnostic test (x-ray, blood

No charge Not covered .
work) prior approval.
If you have a test $100: maximum 1 Includes CT Scans, PET Scans, MRIs, MRAs,
Imaging (CT/PET scans, MRIs) 0 a, or da Not covered and Nuclear Cardiac Imaging. Must meet
copay p y deductible first. Prior approval is required.
$10 retail copay, $25 Prescription drug coverage is administered
Tier 1 (Generic drugs) mail order copay Not covered by Express Scripts. For additional
Iprescription. information, visit www.express-
If you neeq drugs to $30 retail copay, $75 scripts.com/gicrx or call Customer
treat your illness or Tier 2 (Brand/Formulary drugs) | mail order copay Not covered Service at 1-855-283-7679 (TTY 711)
Condlltlon ) /prescription. Retail cost share is for up to a 30—day
More information about supply, mail order cost share is for up to a
prescription drug 90-day supply. Some drugs require prior
coverage is available at authorization to be covered. Some drugs
WWW.express- , $65 retail copay, $165 have quanitty limitations. A 90-day supply
scripts.czm/gicrx. Tier 3 (Brand/Non-formuIary mail order copay Not covered of maintenance medications may be
drugs) Iprescription. obtained at a CVS Pharmacy for the

applicable mail order copay. If a drug has a
generic equivalent, and you buy the brand
name (even if your physician indicates no
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Common .
Medical Event Services You May Need

What You Will Pay

Out-of-Plan Provider

Limitations, Exceptions, & Other Important
Information

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital
stay

Specialty drugs

Facility fee (e.g., ambulatory

surgery center)

Physician/surgeon fees

Emergency room care

Emergency medical
transportation

FY19 benefit change

approved was: Members will

no longer be charged

ambulance copays after their

deductible

Urgent care

Facility fee (e.g., hospital room)

Physician/surgeon fees

In-Plan Provider
(You will pay the least)

Limited to a 30-day
supply with appropriate

tier copay (see above)
when purchased at a
designated specialty

pharmacy

$250 copay/day

No charge

$100 copay/visit

No charge

$20 copay/visit
Deductible does not

apply.

$275 copay/admission

No charge

(You will pay the most)

Not covered

Not covered

Not covered

$100 copay/visit

No charge

Not covered

Not covered

Not covered

substitutions), you will pay the generic-level
copay plus the cost difference between the
generic and the brand name drug.

Must be obtained at a designated specialty
pharmacy. Some drugs require prior
authorization to be covered. Some drugs have
a quantity limitations. Some specialty drugs
may also be covered under your medical
benefit.

Maximum of four outpatient surgery copays
per policy year. Prior approval is required for
some services. This copay is based on the
type of service, not where it is performed. To
find out if this copay applies to a specific
procedure, please contact Health New
England Member Services at 1-800-310-2835.

None

Must meet deductible first. Copay waived if
admitted directly from ER.

Must meet deductible first. For ground
ambulance services from out-of-plan providers,
only ambulance transport and mileage are
covered. Ancillary supplies or services (such
as ECG tracing, drugs, intubation and
measuring of oxygen in the blood) will not be
covered if billed as separate line items.

Members can also go to retail clinics such as
MinuteClinics.

Must meet deductible first. Maximum of one
inpatient admission copay per quarter. 100
days per policy year limit for skilled nursing

None
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Common . . What You Will Pay . Limitations, Exceptions, & Other Important
. Services You May Need In-Plan Provider Out-of-Plan Provider .
Medical Event : : Information
(You will pay the least) | (You will pay the most)

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

Outpatient services

Inpatient services

Office visits

Childbirth/delivery professional
services

Childbirth/delivery facility
services

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

Hospice services

$20 copay/visit
Deductible does not

apply.
No charge

No charge
Deductible does not

apply.
No charge
Deductible does not

apply.

$275 copay/admission

No charge

$25 copay/visit per
treatment type

No charge

No charge

20% coinsurance

No charge

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Some services may require prior approval.

Must meet deductible first. Some services may
require prior approval.

Cost sharing does not apply for preventive
services. Depending on the type of service,
deductible and copays may apply.

None

Coverage for child is limited to routine newborn
nursery charges. For continued coverage, child
must be enrolled within 30 days of date of
birth.

Prior approval is required.

Limited to 90 consecutive days per condition
per policy year for physical or occupational
therapy. Prior approval is required for speech
therapy after the initial evaluation. Deductible
does apply.

Limited to 90 consecutive days per condition
per policy year for physical or occupational
therapy. Prior approval is required for speech
therapy after the initial evaluation. Early
intervention services covered for children from
birth to age 3 with no member cost sharing.
Member cost share is $0 and must meet
deductible first. Prior approval is required.
Deductible does apply

Prior approval is required for some items.

Must meet deductible first. Prior approval is
required.
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Common : .What You Will Pay . Limitations, Exceptions, & Other Important
. Services You May Need In-Plan Provider Out-of-Plan Provider
Medical Event : : Information
(You will pay the least) | (You will pay the most)

Children's eye exam No charge Not covered Limited to one every 24 months. Deductible
. does not apply.
If your child needs : )
dental or eye care Children’s glasses Not covered Not covered None
Children’s dental check-up Not covered Not covered None

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) (except for the limited e Private Duty Nursing
e Children’s Dental Check-up services specified in your plan materials) ¢ Routine Foot Care (Routine foot care is covered
e Children’s Glasses e Long Term Care if you have diabetes)
e Cosmetic Surgery o Non-emergency care when traveling outside the o  Weight Loss Programs
U.S.
Other Covered Services (Limitations may apply to these services. This isn’'t a complete list. Please see your plan document.)
e Bariatric Surgery (requires prior approval) e Hearing Aids ¢ Routine eye care (Adult)
e Chiropractic Care o Infertility Treatment (requires prior approval)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: the Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. 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 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 Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsalhealthreform. Or you can contact the
Massachusetts Division of Insurance at 877-563-4467, or doicss.mailbox@state.ma.us, or http://www.mass.gov/ocabr/government/oca-agencies/doi-Ip/.

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.
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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.
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:

_ i

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of

costs you might pay under different health plans. Please note these coverage examples are based on individual coverage.

Peg is Having a Baby

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

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

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

hospital delivery)

B The plan’s overall deductible $400
M Specialist copay $60
W Hospital (facility) copay $275
W Other copays $10

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

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

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

Deductibles $400

Copayments $300

Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Peg would pay is $700

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

controlled condition)

M The plan’s overall deductible $400
W Specialist copay $60
m Hospital (facility) copay $275
M Other copays $10

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost

In this example, Joe would pay:
Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered
Limits or exclusions
The total Joe would pay is

$7,400

$1000

$1,200

up care)
M The plan’s overall deductible $400
B Specialist copay $60
W Hospital (facility) copay $100
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 $1,900
In this example, Mia would pay:
Cost Sharing

Deductibles $400

Copayments $300

Coinsurance $10

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $710

Notice Informing Individuals of
Nondiscrimination and Accessibility
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Notice Informing Individuals of Nondiscrimination and Accessibility

Health New England complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.
Health New England does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

Health New England:
e Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats)

e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact Elin Gaynor, Associate General Counsel.

If you believe that Health New England has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability,
or sex, you can file a grievance with: Elin Gaynor, Associate General Counsel, One Monarch Place, Suite 1500, Springfield, MA 01104-1500, Phone: (888) 270-0189,
TTY: 711, Fax: (413) 233-2685 or ComplaintsAppeals@hne.com. You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, Elin
Gaynor, Associate General Counsel 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.qov/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, (800) 368-1019, (800) 537-7697 (TDD).

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

Language Statement of Nondiscrimination

English Health New England complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin,
age, disability, or sex.

Spanish Health New England cumple con las leyes federales de derechos civiles aplicables y no discrimina por motivos de raza, color, nacionalidad,

edad, discapacidad o sexo.

Portuguese Health New England cumpre as leis de direitos civis federais aplicaveis e ndo exerce discriminagdo com base na raga, cor, nacionalidade,
idade, deficiéncia ou sexo.

Chinese Health New England 7273 VI FS R HE A RFUE - ARTERR - B - BRIEMEE - F#e ~ FREEER R ERLA

French Creole | Health New England konfom ak Iwa sou dwa sivil Federal ki aplikab yo e li pa fe diskriminasyon sou baz ras, koulé, peyi orijin, laj, enfimite
oswa séks.
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Language Statement of Nondiscrimination

Vietnamese Health New England tuan tha ludt dan quyén hién hanh cda Lién bang va khéng phan biét doi x&r dya trén ching tdc, mau da,
ngudn gdc quéc gia, dd tudi, khuyét tat, hodc gidi tinh.

Russian Health New England cobntogaeT npyumeHumoe pegepanbHoe 3aKOHOAATENbCTBO B 061aCTH MPaXKAaHCKUX NPaB U He AonycKaeT
OANCKPUMHMHAUNUN NO NPU3HAKAM pPachbl, LUBETA KOXMN, HaU,VIOHaanOVI npuHagNexXHoCTn, BoO3pacrta, MHBAaIMOHOCTU NN NOAa.

Arabic ¥t 5 il 5T Bl (el Ao aes Wy e Jpemall B 28 Aaell 5 Sl ol 55 Health New England a5k

miadl gl ABe Wt 5 et gl Ada gl

Mon-Khmer, Health New England sgimmusnignuigisnnigitumsmiadsmemifuiodynme leguanmd nnﬁm&qt wemdsily sy dmimn e

Cambodian

French Health New England respecte les lois fédérales en vigueur relatives aux droits civiques et ne pratique aucune discrimination basée sur la race,
la couleur de peau, l'origine nationale, I'age, le sexe ou un handicap.

ltalian Health New England é conforme a tutte le leggi federali vigenti in materia di diritti civili e non pone in essere discriminazioni sulla base di razza,
colore, origine nazionale, eta, disabilita o sesso.

Korean Health New England 2 (=) 2t&d 8 SO0 S F4010H AE, II2M, 4 ), o2y, B0 L= 882 0182
XHEotAl EsLICH

Greek H Health New England cuppopdwvetal e Toug LoxUOVTEG OLOOTIOVSLAKOUG VOLLOUG YLO TOL OTOMLKA SLKOULWLATO KoL SEV
nipoPaivel oe dlakpioelg pe Baon t dUAn, To xpwia, TNV €6VIKNA KaTtaywyn, TNV NAKia, Tnv avamnnpia i to ¢pulo.

Polish Health New England postepuje zgodnie z obowigzujacymi federalnymi prawami obywatelskimi i nie dopuszcza sie dyskryminacji ze wzgledu
na rase, kolor skory, pochodzenie, wiek, niepetnosprawnos¢ badz ptet.

Hindi Health New England @] g1+ TRI FET AT SATERTL HIH T AT HLdT g S ST, T, TR G, o, Fshanrar, a7 o
% STETY 9 HEHTF gl Hedl gl

Gujaratl Health New England G119} Uscll dMcllal ololRs (@512 sl2AEl U YAl & wal [, 01, A2 Yo, GUR,
WASAAL WU (ALl AUR AEellel AHcltHl aldl o8l

Lao Health New England U:@U0mn50tmesadossSoiuuaiegzegdnuinnghvosul] cordaccuniondsls
WOTIVOIVCFDFIO, I@D, LIONICVIO, £98), HOIVLWNIV, 1) CWO.

Albanian Health New England vepron né pérputhje me ligjet e zbatueshme federale té té drejtave civile dhe nuk ushtron diskriminim mbi baza si raca,
ngjyra, prejardhja etnike, mosha, aftésia e kufizuar ose gjinia.

Tagalog Sumusunod ang Health New England sa mga naaangkop na Pederal na batas sa karapatang sibil at hindi nandidiskrimina batay sa lahi, kulay,
bansang pinagmulan, edad, kapansanan o kasarian.

We’re here to help you. We can give you information in other formats and different languages. All translation services are free to Members. If you have
questions regarding this document please call the toll-free member phone number listed on your health plan ID card, (TTY:711), Monday through Friday,
8:00 a.m.-6:00 p.m.



Language Multi-Language Services

English You have the right to get help and information in your language at no cost. To request an interpreter, call the toll-free member phone
number listed on your health plan ID card, press 0. (TTY: 711)

Spanish Tiene derecho a recibir ayuda e informacion en su idioma sin costo. Para solicitar un intérprete, llame al nimero de teléfono gratuito
para miembros que se encuentra en su tarjeta de identificacion del plan de salud y presione 0. (TTY: 711)

Portuguese Vocé tem o direito de obter ajuda e informag¢do em seu idioma e sem custos. Para solicitar um intérprete, ligue para o numero de
telefone gratuito que consta no cartdo de ID do seu plano de saude, pressione 0. (TTY: 711)

Chinese EHEEREEHEANESEGEYIEE - REER - SHRTTENIRESTE ID R EXIHAY R E G B EEIRS

24220 o (TTY: 711)

French Creole

Ou gen dwa pou jwenn éd ak enfomasyon nan lang natifnatal ou gratis. Pou mande yon entépret, rele nimewo gratis manm lan ki
endike sou kat ID plan sante ou, peze 0. (TTY: 711)

Vietnamese Quy vi c6 quyén duwoc gilip d& va cap thong tin bang ngdn ngir cta quy vi mién phi. D& yéu cau dugc thdng dich vién gitip d&, vui
long goi so dién thoai mién phi danh cho hgi vién duoc néu trén the ID churong trinh bao hiém y té cha quy vi, bam s0 0. (TTY: 711).

Russian Bbl MeeTe npaBo Ha HecnaaTHOe Noly4eHWEe NOMOLLM U MHGOPMALLMK Ha BalleM A3biKe. YTobbl nogaTtb 3anpoc
nepesoAvYnKa NO3BOHMUTE No BecnnaTHOMy Homepy TesnedoHa, yKasaHHOMY Ha 06paTHOM CTOPOHE BalleM
naeHTMOUKauMoHHOM KapTbl U Haxkmute 0. inHusa (tenetann: 711)

Arabic e Laal 5 cynall @liba (i e A8y e dlaall gumall Ciila o8y Joail can e calhl Ulae dlialy cila gheall 5 saeLsall e gaanl) @l 3a

(TTY:711).0

Mon-Khmer, HEDISHSF oSS SHASENS MMNUNES INWESHIIGY 2 100802018 OgmuUsuUY

Cambodian WU g oINSiFiguesSMmamiginUuenSs U uesSASIIASHUN ID SENHN SMMTUNIHS 1108
10113 10 0% (TTY: 711)

French Vous avez le droit d'obtenir gratuitement de I'aide et des renseignements dans votre langue. Pour demander a parler a
un interpréte, appelez le numéro de téléphone sans frais figurant sur votre carte d’affilié du régime de soins de santé et
appuyez sur la touche 0. (ATS: 711).

Italian Hai il diritto di ottenere aiuto e informazioni nella tua lingua gratuitamente. Per richiedere un interprete, chiama il
numero telefonico verde indicato sulla tua tessera identificativa del piano sanitario e premi lo 0. Dispositivi per non
udenti (TTY: 711).

Korean Aot &84 FEE Aot HHZ HIE RFEU0 2= = U= Hel It USLICH SAAIE QESH)| A=
Hote SeH IDILEN JMH=E R 2 3|3 MHHSZ Mot o= 2 A L. TTY 711

Greek ‘Exete 10 Sikaiwpa va AaBete BorBsla katl mAnpodopiec otn yAwooa oag Xwpeic xpewoaon. MNa va Intnoste Slepunvea,

KaA€oTe To Swpedv aplBud tnAedwvou mou Bploketal otnv kapta péhoug aopaliiong, matnote 0. (TTY: 711).




Language Multi-Language Services

Polish Masz prawo do uzyskania bezptatnej informacji i pomocy we wtasnym jezyku. Po ustugi ttumacza zadzwon pod bezptatny numer
umieszczony na karcie identyfikacyjnej planu medycznego i wcisnij 0. (TTY: 711).

Hindi HIF & 9 9N AT # TEET U FAAHET e IO Fl H AR | GHINT & 60 e
T & @0, 39 £ oA D F12 W gdias o6 #df W B #1, 0 gare| TTY 711

Gujaratl AL et (Aott YA He e wa WAl Analaltoll ol @SR §. getasll [Qoldl sal 12 dHRL e
ellot ID 518 UR sRUAAL 21A-5l olo1? UR ST 3 Aal 0 el (TTY: 711).

Lao wnBSohesldsumugoscn cBacare fyngrogmiicinwizzeguy SSenlgse. chos
£291799WITY, LW MIMBLIBCONINDFSLT 9TVTELIZNNLG VIS LT OTELIZNESYIV,FOCIN 0. (TTY:
11).

Albanian Ju keni té drejté t& merrni ndihmé dhe informacion falas né gjuhén tuaj. Pér té kérkuar njé pérkthyes, telefononi né numrin qé gjendet
né kartén e planit tuaj shéndetésor, shtypni 0. (TTY: 711).

Tagalog May karapatan kang makatanggap ng tulong at impormasyon sa iyong wika nang walang bayad. Upang humiling ng tagasalin, tawagan

ang toll-free na numero ng telepono na nakalagay sa iyong ID card ng planong pangkalusugan, pindutin ang 0. (TTY: 711).




