UNIE HEREL ﬁ
Here’s Your Summary of Benefits and Coverage!

Your Summary of Benefits and Coverage (SBC) summarizes your benefits for common medical care. The
SBC is required under federal law to let you more easily compare benefits between plans. The SBC is not
a detailed description of your benefits or how they work. If there is a conflict between this SBC and your
Plan’s documents, the Plan’s documents govern.

e Your SBC shows the benefits available to you even if you choose not to enroll. (You may or may
not be allowed to waive coverage.)

e The SBC primarily reflects your medical benefits. You may have additional vision or dental
benefits not shown in the SBC. You may also have life, accidental death and dismemberment, or
short-term disability benefits.

e The SBCincludes a section called Coverage Examples. This section shows the estimated average
cost and benefits paid for common medical procedures.

— The costs reflect national averages, but may not reflect actual plan payments.

— The coverage examples are based on certain assumptions. It is important to note these
are examples only. You shouldn’t use these examples to estimate your actual costs
under the Plan.

Need More Information?

If you have questions about your SBC, your benefits under the Plan, or what enroliment options you may
have, please contact UNITE HERE HEALTH at the phone number shown on your SBC.

UNITE HERE HEALTH, P.O. Box 6020, Aurora, IL 60598-0020



UNIE HEREL ﬁ
iAqui tiene su Resumen de beneficios y cobertura!

El Resumen de beneficios y cobertura (SBC) le presenta una sintesis de sus beneficios para atencion
médica comun. La ley federal estipula que su SBC le debe permitir hacer una facil comparacién de
beneficios entre planes. El SBC no contiene una descripcion detallada de sus beneficios ni cémo estos
funcionan. De haber algln conflicto entre este SBC y los documentos de su Plan, los que rigen son los
documentos del Plan.

e EISBC le muestra los beneficios disponibles para usted, ain cuando usted decida no inscribirse.
(Puede ser que se le permita o no se le permita renunciar a la cobertura).

e EISBC refleja principalmente sus beneficios médicos. Puede ser que tenga beneficios adicionales
para la visidn o dentales que no aparecen en su SBC. Ademas, es posible que tenga beneficios de
seguro de vida, muerte accidental o desmembramiento, o beneficios de discapacidad a corto
plazo.

e EISBCincluye una seccion que se llama Ejemplos de cobertura. Esta seccidén le muestra una
estimacion del costo promedio y beneficios pagados por procedimientos médicos comunes.

— Los costos reflejan promedios nacionales, pero es posible que no reflejen los verdaderos
pagos del plan.

— Los ejemplos de cobertura estdn basados en ciertas suposiciones. Es importante tener
en cuenta que estos son sdlo ejemplos. No debe utilizar estos ejemplos para estimar sus
costos reales bajo el Plan.

é¢Necesita mas informacion?

Si tiene preguntas con respecto a su SBC, a sus beneficios segun el Plan o a sus opciones para inscribirse,
comuniquese con UNITE HERE HEALTH al nimero telefénico que aparece en su SBC.

UNITE HERE HEALTH, P.O. Box 6020, Aurora, IL 60598-0020



SBC 61-Updated December 2023

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: Beginning on or after 01/01/2024

UNITE HERE

HEALTH Los Angeles - Kaiser+ (Plan Unit 178) Coverage for: All | 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, visit www.kp.org/plandocuments or call 1-
800-278-3296 (TTY: 711). 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.cciio.cms.gov or call 1-855-484-8480 to request a copy.

Important Questions m Why This Matters:

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

What is the overall $1,000/individual or $2,000/family

deductible? 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
Are there services Yes. Network preventive care, . ) N .
e , a copayment or coinsurance may apply. For example, this plan covers certain preventive services
covered before you meet | office visits, most outpatient : , , : ,
: ) S without cost-sharing and before you meet your deductible. See a list of covered preventive
your deductible? services, and prescription drugs. ) : ; .
services at https://www.healthcare.gov/coverage/preventive-care-benefits/.
Are there other
deductibles for specific | No. You don’t have to meet deductibles for specific services.
services?

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
$3,000 individual / $6,000 family | 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.

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

Premiums, payments for health
What is not included in care this plan doesn'’t cover, and
the out-of-pocket limit? cost-sharing for certain services
listed in plan documents.

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.

Will vou pav less if vou Yes. See www.kp.org or call 1- You will pay the most if you use an out-of-network provider, and you might receive a bill from a
you pay y 800-278-3296 (TTY: 711) for a list | provider for the difference between the provider's charge and what your plan pays (balance
use a network provider? . ™ : ) . ,
of network providers. billing). Be aware, your network provider might use an out-of-network provider for some services
(such as lab work). Check with your provider before you get services.
Do you need a referral to | Yes, but you may self-refer to This plan will pay some or all of the costs to see a specialist for covered services but only if you
see a specialist? certain specialists. have a referral before you see the specialist.

M All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
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Common :
Medical Event Services You May Need

What You Will Pa

Plan Provider
You will pay the least

Non-Plan Provider
You will pay the most

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 iliness or
condition

More information about
prescription drug
coverage is available at
www.kp.org/formulary.

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 (Tier 1)

Preferred brand drugs (Tier 2)

Non-preferred brand drugs

(Tier 2)

Specialty drugs (Tier 4)

$20 copay/visit;
Deductible does not
apply

$20 copay/visit;
Deductible does not
apply

No charge;
Deductible does not

apply

$10 copay/encounter;
Deductible does not

apply

20% coinsurance, up to
$50/procedure;
Deductible does not
apply

Retail: $10
copay/prescription; Mail
order: $20
copay/prescription;
Deductible does not
apply

Retail: $30
copay/prescription; Mail
order: $60
copay/prescription;
Deductible does not
apply

Retail: $30
copay/prescription; Mail
order: $60
copay/prescription;
Deductible does not
apply

$30 copay/prescription;

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

None.

None.

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.

None.

None.

Up to a 30-day supply retail or 100-day supply
mail order. Subject to formulary guidelines. No
charge for contraceptives, deductible does not

apply.

Up to a 30-day supply retail or 100-day supply
mail order. Subject to formulary guidelines. No
charge for contraceptives, deductible does not

apply.

The cost sharing for non-preferred brand drugs
under this plan aligns with the cost sharing for

preferred brand drugs (Tier 2), when approved
through the formulary exception process.

Up to a 30-day supply retail. Subject to
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Common . _What You Will Pa : Limitations, Exceptions, & Other Important
. Services You May Need Plan Provider Non-Plan Provider .
Medical Event . . Information
You will pay the least You will pay the most

Deductible does not formulary guidelines.
apply
If you have outpatient Facility fee (e.g., ambulatory 20% coinsurance Not covered None.
surge surgery center)
gery Physician/surgeon fees 20% coinsurance Not covered None.
Emergency room care 20% coinsurance 20% coinsurance None.
Emergency medical $150 @M’t”p? $150 copayi/trip;
. . . Deductible does not . None.
If you need immediate  transportation Deductible does not apply
. . apply
medical attention P~ : :
$20 copaylvisit; Non-plan providers covered when temporarily
Urgent care Deductible does not Not covered outside the service area: $20 copay/visit,
apply deductible does not apply.
If you have a hospital Facility fee (e.g., hospital room) | 20% coinsurance Not covered None.
stay Physician/surgeon fees 20% coinsurance Not covered None.
Mental/Behavioral
health: $20

copay/individual visit;
20% coinsurance for

other outpatient services;
If you need mental m/—cnm e Mental/Behavioral Health: $10 copay/group
h ) , , ' visit, deductible does not apply. Substance
ealth, behavioral Outpatient services Not covered e G o v derlalE e
health, or substance Substance abuse: $20 - 90 £opay/group VIsit, deductivie
) e o not apply.
abuse services copay/individual visit;
20% coinsurance up to
$5/day for other
outpatient services;
Deductible does not
apply.
Inpatient services 20% coinsurance Not covered None.
Depending on the type of services, a
No charge; copayment, coinsurance, or deductible may
If you are pregnant Office visits Deductible does not Not covered apply. Maternity care may include tests and
apply services described elsewhere in the SBC (i.e.
ultrasound).
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Common
Medical Event

Services You May Need

Plan Provider
You will pay the least

Non-Plan Provider
You will pay the most

| Limitations, Exceptions, & Other Important

Information

Childbirth/delivery professional

. 20% coinsurance Not covered None.
services
Ch||<jb|ﬂh/ geliveryitadiity 20% coinsurance Not covered None.
services
No charge; - . .
Home health care Deductible does not Not covered Coveragelllmlted to 2 hoursivist, 3 visits/day,
and 100 visits/year.
apply
Inpatient: 20%
coinsurance; Outpatient:
Rehabilitation services $20 copaylvisit; Not covered None.
Deductible does not
apply
If you need help $20 copay/visit;
recovering or have Habilitation services Deductible does not Not covered None.
other special health apply
needs 20% coinsurance;
Skilled nursing care Deductible does not Not covered Coverage limited to 100 days/benefit period.
apply
20% coinsurance;
Durable medical equipment Deductible does not Not covered Requires prior authorization.
apply
No charge;
Hospice services Deductible does not Not covered None.
apply
No ch.arge for refractive Kaiser vision benefit limited to network eye
. Children’s eye exam szm, fible d i Not covered exam only. You may have other vision benefits
TNl nEzi e =eclIclble does no provided separately through UNITE HERE
dental or eye care apply HEALTH
Children’s glasses Not covered Not covered '
Children’s dental check-up Not covered Not covered Dental benefits may be provided separately.
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Excluded Services & Other Covered Services:

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

e Dental care (Adult & Child) (may be provided

e Children’s glasses (may be provided separately) separately) e Private-duty nursing

e Chiropractic care e Long-term care e Routine foot care

e Cosmetic surgery ¢ Non-emergency care when traveling outside the e  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 Acupuncture (plan provider referred) e Hearing aids ($3,000 limit/ear every 36 months)

* _Bariatric surgery o Infertility treatment Routine eye care (Adult)

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: 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: Kaiser Permanente at 1-800-278-3296 (TTY: 711) or online at www.kp.org/memberservices, the Department of Labor’'s Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform, or the Department of Managed Health Care Help Center, 980 9th Street, Suite 500,
Sacramento, CA 95814, (888) 466-2219, www.healthhelp.ca.gov. (Contact UNITE HERE HEALTH at 1-855-484-8480 for questions about any benefits other than
medical or prescription drug.)

Additionally, a consumer assistance program can help you file your appeal. Contact Department of Managed Health Care Help Center, 980 9th Street, Suite 500,
Sacramento, CA 95814, (888) 466-2219, www.healthhelp.ca.gov.

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

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

Language Access Services:
Spanish (Espariol): Para obtener asistencia en Espafiol, llame al 1-800-788-0616 (TTY: 711)
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-278-3296 (TTY: 711)

Chinese (1 32): AT E A s2ry BB, 1BIRFTXA 518 1-800-757-7585 (TTY: 711)
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-278-3296 (TTY: 711)

50f7



https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#excluded-services
https://www.healthcare.gov/sbc-glossary/#plan
http://www.dol.gov/ebsa/healthreform
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#marketplace
http://www.healthcare.gov/
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#plan
http://www.kp.org/memberservices
http://www.dol.gov/ebsa/healthreform
http://www.healthhelp.ca.gov/
https://www.healthcare.gov/sbc-glossary/#appeal
http://www.healthhelp.ca.gov/
https://www.healthcare.gov/sbc-glossary/#minimum-essential-coverage
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#health-insurance
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#minimum-essential-coverage
https://www.healthcare.gov/sbc-glossary/#premium-tax-credits
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#minimum-value-standard
https://www.healthcare.gov/sbc-glossary/#premium-tax-credits
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#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:

&

A

Peg is Having a Baby

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

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

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

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

hospital delivery)

M The plan’s overall deductible $1,000
B Specialist copayment $20
B Hospital (facility) coinsurance 20%
M Other copayment $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)

controlled condition)

M The plan’s overall deductible $1,000
B Specialist copayment $20
B Hospital (facility) coinsurance 20%
m Other copayment $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)

up care)
M The plan’s overall deductible $1,000
B Specialist copayment $20
B Hospital (facility) coinsurance 20%
m Other copayment $10

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $12,700 Total Example Cost $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $1,000 Deductibles $0 Deductibles $700
Copayments $70 Copayments $800 Copayments $300
Coinsurance $1,500 Coinsurance $100 Coinsurance $10
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $50 Limits or exclusions $0 Limits or exclusions $0
The total Peg would pay is $2,620 The total Joe would pay is $900 The total Mia would pay is $1,010
Note: These numbers assume referrals from a PCP were obtained for specialty care and the patient does not participate in the plan’s Better Living wellness
program. If you participate in the plan’s Better Living wellness program, you may be able to reduce your costs. For more information about the Better Living
wellness program, please contact: UNITE HERE HEALTH at 1-855-484-8480.
The plan would be responsible for the other costs of these EXAMPLE covered services. 70f7
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SBC 61-Updated December 2023

Resumen de beneficios y cobertura: Lo que cubre este plan y lo que usted paga por los servicios cubiertos Periodo de cobertura: A partir o después del 01/01/2024

UNITE HERE

HEALTH Los Angeles - Kaiser+ (Plan Unit 178)

Cobertura para: Todo | Tipo de plan: HMO

El Resumen de beneficios y cobertura (SBC, por sus siglas en inglés) es un documento que le ayudara a elegir un plan médico. El SBC le muestra

como usted y el plan compartirian el costo de los servicios médicos cubiertos. NOTA: La informacion sobre el costo de este plan (llamada prima)

se proporcionara aparte. Esto es solo un resumen. Para mas informacion sobre su cobertura, o para obtener una copia de los términos de cobertura
completos, visite www.kp.org/plandocuments o llame al 1-800-278-3296 (TTY: 711). Para una definicion de los términos de uso comun, como monto permitido,

facturacion del saldo, coseguro, copago, deducible, proveedor u otros términos delineados consulte el glosario. Puede ver una copia del glosario en

www.cciio.cms.gov o llamar a 1-855-484-8480 para solicitar una copia.

Preguntas importantes

¢Cual es el deducible
general?

¢ Se cubre algun servicio
antes de pagar todo el
deducible?

¢ Hay algun otro
deducible por servicios
especificos?

¢Cual es el maximo en
gastos directos del
bolsillo de este plan?

¢Qué no incluye el
desembolso maximo?

¢Pagara un poco menos
si acude a un proveedor
dentro de la red medica?

USD $1,000/por persona o
$2,000/por familia

Si. Cuidado preventivo dentro de
la red,visitas al consultorio, la
mayoria de los servicios
ambulatorios y medicamentos con
receta.

No.

USD $3,000 por persona / $6,000
por familia

Las primas, los pagos por
cuidados de salud que este plan
no cubre y la parte que le
corresponde de los costos para
determinados servicios indicados
en los documentos del plan.

Si. Vea www.kp.org o llame al 1-
800-278-3296 (TTY: 711) para
una lista de proveedores dentro
de lared.

Por lo general, debera pagar todos los costos de los proveedores hasta el deducible antes de
que este plan comience a pagar. Si usted tiene otros miembros de la familia en el plan, cada
miembro de la familia debe cumplir con su propio deducible individual, hasta que el monto total
de gastos de deducible pagados por todos los miembros de la familia cumpla con el deducible
total por familia.

Este plan cubre algunas partidas y servicios incluso si aun no ha cubierto el monto total del
deducible. Sin embargo, es posible que se aplique un copago o coseguro. Por ejemplo, este plan
cubre algunos servicios preventivos sin costos compartidos y antes de que cumpla con su
deducible. Vea una lista de servicios preventivos cubiertos en
https://www.cuidadodesalud.gov/es/coverage/preventive-care-benefits/.

No tiene que pagar un deducible por servicios especificos.

El limite a los gastos directos del bolsillo es el maximo que podria pagar en un afio por servicios
cubiertos. Si usted tiene otros miembros de la familia en este plan, tienen que cumplir con sus
propios limites de gastos directo del bolsillo hasta que se cumpla el limite de gastos directo del
bolsillo total por familia.

Aunque usted pague estos costos, no cuentan para el limite de gastos directos del bolsillo.

Este plan no tiene un proveedor dentro de la red. Usted pagara menos si acude a un proveedor
dentro de la red del plan. Usted pagara mas si acude a un proveedor fuera de la red, y es posible
que reciba una factura de un proveedor por la diferencia en el costo del proveedor y lo que su
plan paga (facturacion del saldo). Tenga en mente que su proveedor dentro de la red podria

1of7


https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#premium
http://www.kp.org/plandocuments
https://www.healthcare.gov/sbc-glossary/#allowed-amount
https://www.healthcare.gov/sbc-glossary/#balance-billing
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#provider
http://www.cciio.cms.gov/
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#preventive-care
https://www.healthcare.gov/sbc-glossary/#network
https://www.healthcare.gov/sbc-glossary/#network
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#preventive-care
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#preventive-care
https://www.cuidadodesalud.gov/es/coverage/preventive-care-benefits/
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#premium
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#network-provider
https://www.healthcare.gov/sbc-glossary/#network-provider
http://www.kp.org/
https://www.healthcare.gov/sbc-glossary/#network-provider
https://www.healthcare.gov/sbc-glossary/#network-provider
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#network-provider
https://www.healthcare.gov/sbc-glossary/#network
https://www.healthcare.gov/sbc-glossary/#out-of-network-provider
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#balance-billing
https://www.healthcare.gov/sbc-glossary/#network-provider

utilizar un proveedor fuera de la red para algunos servicios (como laboratorios médicos).
Consulte con su proveedor antes de obtener servicios.

¢Necesita un referido Si, pero usted puede auto . _, . ,
ara ver aun remitirse a determinados Este plan paga algunos o todos los costos de acudir a un especialista por servicios cubiertos,
Zs ecialista? especialistas pero solo si tiene un referido antes de acudir al especialista.
p ? p .

“ Todos los costos de copago y cosequro que se indican en esta tabla son después de que se haya completado el deducible, si aplica un deducible.

Eventos médicos Proveedores Proveedores no Limitaciones, excepciones y otra

Servicios que podria necesitar : o
comunes iclos que podr I participantes (Usted participantes (Usted informacién importante

ara lo minimo ara lo maximo
Visita de atencion primaria para | $20 copago/visita;

. . . No tiene cobertura Ninguna.
tratar una lesién o enfermedad Deducible no se aplica g
. . $20 copago/visita; . .
. - Visita al especialista . " No tiene cobertura Ninguna.
Si acude a la oficina o Deducible no se aplica g
clinica de un Es posible que usted tenga que pagar por
roveedor de salud , . . servicios que no sean preventivos. Pregunte a
Atencidn preventiva/examen Sin cargo; . quen " g
2 . . No tiene cobertura su proveedor si los servicios necesarios son
colectivo/vacuna Deducible no se aplica

preventivos. Luego compruebe lo que su plan
pagara por el servicio.

Prueba diagndstica (radiografia, | $10 copago/sesion;

andlisis de sangre) Deducible no se aplica No tiene cobertura Ninguna.

Si se realiza un , .
e Estudios de imagenes

(tomografia computarizada,
estudio PET, resonancia
magnética)

20% coseguro, maximo
de $50/procedimiento; No tiene cobertura Ninguna.
Deducible no se aplica
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Proveedores Proveedores no
participantes (Usted participantes (Usted
pagara lo minimo pagara lo maximo

Eventos médicos
comunes

Limitaciones, excepciones y otra
informacion importante

Servicios que podria necesitar

Si necesita
medicamentos para
tratar su enfermedad
o infeccion

Hay mas informacion
disponible acerca de la
cobertura de
medicamentos con
receta en
www.kp.org/formulary.

Si se somete a una
operacion
ambulatoria

Si necesita atencion
médica inmediata

Si le hospitalizan

Medicamentos genéricos (nivel

1)

Medicamentos de marcas
preferidas (nivel 2)

Medicamentos de marcas no
preferidas (nivel 2)

Medicamentos de especialidad
(nivel 4)

Cargo de instalaciones (p. €j.,
centro de cirugia ambulatoria)

Honorarios del médico/cirujano

Atencion en la sala de

emergencias
Transporte médico de

emergencia

Atencion de urgencia

Cargo de instalaciones (p. €j.,
habitacién de hospital)

Al por menor: $10

copago/receta médica;
Orden por correo: $20
copago/receta médica;
Deducible no se aplica
Al por menor: $30

copago/receta médica;
Orden por correo: $60
copago/receta médica;
Deducible no se aplica

Al por menor: $30

copago/receta médica;
Orden por correo: $60
copago/receta médica;
Deducible no se aplica

$30 copago/receta
médica;
Deducible no se aplica

20% coseqguro
20% coseguro

20% coseqguro

$150 copagol/traslado;
Deducible no se aplica

$20 copagolvisita;
Deducible no se aplica

20% coseguro

No tiene cobertura

No tiene cobertura

No tiene cobertura

No tiene cobertura

No tiene cobertura

No tiene cobertura

20% cosequro

$150 copago/traslado;
Deducible no se aplica

No tiene cobertura

No tiene cobertura

Hasta un suministro de 30 dias al por menor

0 un suministro de 100 dias en orden por
correo. Sujeto a las pautas de la lista de
medicamentos. Los anticonceptivos no tienen
costo, deducible no se aplica.

Hasta un suministro de 30 dias al por menor

O un suministro de 100 dias en orden por
correo. Sujeto a las pautas de la lista de
medicamentos. Los anticonceptivos no tienen
costo, deducible no se aplica.

Los costos compartidos correspondientes a los
medicamentos de marca no preferidos segun
este plan se alinean con los costos compartidos
correspondientes a los medicamentos de marca
preferidos (nivel 2), cuando estén aprobados
mediante el proceso de excepciones de la lista
de medicamentos.

Hasta un suministro de 30 dias al por menor.
Sujeto a las pautas de la lista de
medicamentos.

Ninguna.
Ninguna.
Ninguna.

Ninguna.

Los proveedores fuera del plan estan cubiertos
cuando usted se encuentra temporalmente
fuera del area de servicio: $20 copago/visita,
deducible no se aplica.

Ninguna.
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Lo que usted paga
Proveedores Proveedores no
participantes (Usted participantes (Usted
pagara lo minimo pagara lo maximo

Eventos médicos
comunes

Limitaciones, excepciones y otra
informacion importante

Servicios que podria necesitar

Si necesita servicios
de salud mental,
conductual o abuso
de sustancias

Si esta embarazada

Si necesita ayuda
recuperandose o tiene
otras necesidades de
salud especiales

Honorarios del médico/cirujano

Servicios ambulatorios

Servicios internos

Visitas al consultorio

Servicios de parto profesionales
Servicios de instalaciones de
partos profesionales

Cuidado de la salud en el hogar

Servicios de rehabilitacion

Servicios de habilitacion

20% coseqguro

Salud Mental/Conducta:
$20 copagolvisita
individual; 20%
cosequro para otros
servicios ambulatorios;
Deducible no se aplica.

Abuso de sustancias:
$20 copagolvisita
individual; 20%
cosequro hasta $5/dia
para otros servicios
ambulatorios;
Deducible no se aplica.

20% coseguro

Sin cargo;
Deducible no se aplica

20% coseguro
20% coseguro

Sin cargo;
Deducible no se aplica

Internacion: 20%
cosequro; Pacientes
ambulatorios: $20
copagolvisita;
Deducible no se aplica
$20 copagolvisita;
Deducible no se aplica

No tiene cobertura

No tiene cobertura

No tiene cobertura

No tiene cobertura

No tiene cobertura

No tiene cobertura

No tiene cobertura

No tiene cobertura

No tiene cobertura

Ninguna.

Salud Mental/Conducta: $10 copago/visita
grupal, deducible no se aplica. Abuso de
sustancias: $5 copago/visita grupal, deducible
no se aplica.

Ninguna.

Dependiendo en el tipo de servicios, puede
aplicar un copago, coseguro o deducible. El
cuidado de maternidad puede incluir pruebas y
servicios descritos en otra parte en el SBC (por
ejemplo, ultrasonido).

Ninguna.

Ninguna.

Cobertura limitada a 2 horas/visita, 3 visitas/dia,
y 100 visitas/afio.

Ninguna.

Ninguna.
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Eventos médicos
comunes

Servicios que podria necesitar

Lo que usted paga
Proveedores Proveedores no
participantes (Usted participantes (Usted

Limitaciones, excepciones y otra
informacion importante

Cuidado de enfermeria
especializada

Equipo médico duradero

Servicios de cuidados paliativos

0 enfermos terminales

. " . Examen de la vista pediatrico
Si su nifio necesita

servicios
odontoldgicos o de la
vista

Anteojos para nifios

Chequeo dental pediatrico

Servicios excluidos y otros servicios cubiertos

pagara lo minimo pagara lo maximo
20% cosequro;
Deducible no se aplica
20% cosequro;
Deducible no se aplica
Sin cargo;
Deducible no se aplica
Sin cargo por examen
refractivo;
Deducible no se aplica

Cobertura limitada a 100 dias/periodo de

No tiene cobertura .
beneficios.

No tiene cobertura Requiere autorizacion previa.

No tiene cobertura Ninguna.

El beneficio de la vision Kaiser se limita al
examen de la vista dentro de la red Unicamente.
Usted puede tener otros beneficios de la visién
proporcionados por separado a través de
UNITE HERE HEALTH.

Beneficios dentales pueden ser proveidos por
separado.

No tiene cobertura

No tiene cobertura No tiene cobertura

No tiene cobertura No tiene cobertura

Servicios que su plan generalmente NO cubre (consulte el documento de su plan o pdliza para encontrar mas informacion y una lista de otros servicios

excluidos.)
e Anteojos para nifios (pueden ser proveidos por e  Cuidados dentales (Adultos y Menores) (pueden ser e  Servicio de enfermeria especializado
separado) proveidos por separado) e Cuidados podiatricos de rutina
e Cuidados quiropracticos e Cuidados de salud por tiempo prolongado e Programas para bajar de peso
e Cirugia cosmética o Cuidados que no son de emergencia cuando
sale de los E.U.

Otros servicios cubiertos (podrian aplicarse limitaciones a estos servicios. Esto no es una lista completa. Consulte el documento de su plan.)

e Acupuntura (proveedor del plan referido)
e Cirugia bariatrica

Audifonos (limite de $3,000/por oido cada 36 o
meses)
Tratamiento de la infertilidad

Cuidados de la visién de rutina (Adultos)

Sus derechos a continuar con su cobertura Hay agencias que pueden ayudarle si desea continuar con su cobertura cuando esta termine. La informacién de contacto de
estas agencias es: Departamento de Trabajo de Administracion de Seguridad de los Beneficios del Empleado al 1-866-444-EBSA (3272) o
www.dol.gov/ebsa/healthreform. Podria tener también otras opciones de cobertura, como comprar cobertura de seguro individual a través del Mercado de Seguro Médico.
Para mas informacion acerca del Mercado, visite www.CuidadDeSalud.gov o llame al 1-800-318-2596.

Sus derechos para presentar quejas o apelaciones: Hay agencias que pueden ayudarle si tiene una queja contra su plan por negarle una reclamacion. Esta queja se
llama reclamo o apelacién. Para mas informacion acerca de sus derechos, consulte la explicacion de beneficios que recibira para este reclamo médico. Sus documentos
del plan también incluiran informacion completa sobre cdmo presentar un reclamo, apelaciéon o una gueja a su plan por cualquier motivo. Para mas informacidn sobre sus
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derechos, esta notificacion o para recibir asistencia, comuniquese con: Kaiser Permanente at 1-800-278-3296 (TTY: 711) o visite www.kp.org/memberservices, el
Departamento de Trabajo, Administracion de Seguridad de Beneficios del Empleado llamando al 1-866-444-EBSA (3272) o visitar www.dol.gov/ebsa/healthreform, o el
Departamento de Salud de California Managed Care, 980 9th Street, Suite 500, Sacramento, CA 95814, 1-888-466-2219, www.healthhelp.ca.gov. (Si tiene preguntas
sobre cualquier beneficio fuera de los beneficios médicos o de medicamentos de venta bajo receta, comuniquese con UNITE HERE HEALTH al 1-855-484-8480.)

Ademas, puede pedir ayuda para presentar una apelacién al programa de asistencia al consumidor: Contacto el Departamento de Salud de California Managed Care, 980
9th Street, Suite 500, Sacramento, CA 95814, 1-888-466-2219, www.healthhelp.ca.gov.

¢ Este plan proporciona cobertura esencial minima? Si.

La cobertura esencial minima generalmente incluye planes, sequros médicos disponibles a través del Mercado u otras pélizas de mercado individuales, Medicare,
Medicaid, CHIP, TRICARE y otras coberturas especificas. Si usted es elegible para determinados tipos de cobertura esencial minima,tal vez no sea elegible para el crédito
fiscal para primas del plan.

¢ Este plan cumple con los estandares de valor minimo? Si.
Si su plan no cumple con los estandares de valor minimo, usted podria calificar para un crédito fiscal para las primas para ayudarle a pagar un plan a través del Mercado.

Servicios linguisticos:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-788-0616 (TTY: 711)

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-278-3296 (TTY: 711)
Chinese (1 3X): INRFEHXHIFE, 1EILFTXSHE 1-800-757-7585 (TTY: 711)

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-278-3296 (TTY: 711)

] Para ver ejemplos de como este plan podria cubrir los costos de una situacion médica hipotética, consulte la proxima seccion.
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Acerca de los ejemplos de cobertura:

Peg esta embarazada

(nueve meses de atencion prenatal en lared y
parto en el hospital)

B El deducible general del plan $1,000
M Especialista copago $20
M Hospital (instalaciones) coseguro 20%
m Otro copago $10

Este EJEMPLO incluye servicios como:

Visitas al especialista (atencion prenatal)
Servicios de parto profesionales

Servicios de instalaciones de partos profesionales
Pruebas diagnosticas (sonogramas y anlisis de
sangre)

Visita al especialista (anestesia)

Costo total hipotético $12,700
En este ejemplo, Peg pagaria:
Costo compartido
Deducibles $1,000
Copagos $70
Coseguro $1,500
Qué no esta cubierto
Limites o exclusiones $50
El total que Peg pagaria es $2,620

Control de la diabetes tipo 2 de Joe

(un afio de atencion en la red de rutina de una
enfermedad bien manejada)

® El deducible general del plan $1,000
M Especialista copago $20
M Hospital (instalaciones) coseguro 20%
m Otro copago $10

Este EJEMPLO incluye servicios como:
Visitas al consultorio del médico primario (incluye
sesiones informativas sobre la enfermedad)
Pruebas diagnosticas (analisis de sangre)
Medicamentos por recetas

Equipo médico duradero (medidor de glucosa)

Costo total hipotético $5,600
En este ejemplo, Joe pagaria:
Costo compartido
Deducibles $0
Copagos $800
Coseguro $100
Qué no esta cubierto
Limites o exclusiones $0
El total que Joe pagaria es $900

Este no es un estimador de costos. Los tratamientos ilustrados son ejemplos de como este plan podria cubrir atencion
médica. Los costos en si seran diferentes, en funcion de la atencidn que termine recibiendo, los precios que cobren sus
proveedores y dentro del plan. Utilice esta informacién para comparar la porcion de los costos que usted tendria que pagar con
otros planes médicos distintos. Tenga en mente que estos ejemplos de cobertura se basan solo en la cobertura individual.

Fractura simple de Mia
(visita a la sala de emergencias dentro de la
red y visitas de seguimiento)

® El deducible general del plan $1,000
M Especialista copago $20
M Hospital (instalaciones) coseguro 20%
® Otro copago $10

Este EJEMPLO incluye servicios como:

Sala de emergencias (incluye materiales médicos)
Prueba diagndstica (radiografia)

Equipo médico duradero (muletas)

Servicios de rehabilitacién (terapia fisica)

Costo total hipotético $2,800
En este ejemplo, Mia pagaria:
Costo compartido
Deducibles $700
Copagos $300
Coseguro $10
Qué no esta cubierto
Limites o exclusiones $0
El total que Mia pagaria es $1,010

Nota: Estos numeros asumen referencias de un PCP fueron obtenidas para cuidados especializados y el paciente no participa en el programa de bienestar
Vivir Mejor del plan. Si usted participa en el programa de bienestar Vivir Mejor del plan, es posible que pueda reducir sus costos. Para obtener méas
informacidn sobre el programa de bienestar Vivir Mejor, comuniquese con: UNITE HERE HEALTH al 1-855-484-8480.

El plan seria responsable de los demas costos por estos servicios cubiertos en este EJEMPLO.
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Kaiser Permanente does not discriminate on the basis of age, race, ethnicity, color, national origin, cultural background, ancestry, religion, sex, gender
identity, gender expression, sexual orientation, marital status, physical or mental disability, source of payment, genetic information, citizenship, primary
language, or immigration status.

Language assistance services are available from our Member Services Contact Center 24 hours a day, seven days a week (except closed holidays).
Interpreter services, including sign language, are available at no cost to you during all hours of operation. We can also provide you, your family, and friends
with any special assistance needed to access our facilities and services. In addition, you may request health plan materials translated in your language, and
may also request these materials in large text or in other formats to accommodate your needs. For more information, call 1-800-464-4000 (TTY users call
711).

A grievance is any expression of dissatisfaction expressed by you or your authorized representative through the grievance process. A grievance includes a
complaint or an appeal. For example, if you believe that we have discriminated against you, you can file a grievance. Please refer to your Evidence of
Coverage or Certificate of Insurance, or speak with a Member Services representative for the disputeresolution options that apply to you. This is especially
important if you are a Medicare, MediCal, MRMIP, MediCal Access, FEHBP, or CalPERS member because you have different disputeresolution options
available.

You may submit a grievance in the following ways:

® By completing a Complaint or Benefit Claim/Request form at a Member Services office located at a Plan Facility (please refer to Your Guidebook for
addresses)

e By mailing your written grievance to a Member Services office at a Plan Facility (please refer to Your Guidebook for addresses)
e By calling our Member Service Contact Center toll free at 1-800-464-4000 (TTY users call 711)
® By completing the grievance form on our website at kp.org

Please call our Member Service Contact Center if you need help submitting a grievance.

The Kaiser Permanente Civil Rights Coordinator will be notified of all grievances related to discrimination on the basis of race, color, national origin, sex, age,
or disability. You may also contact the Kaiser Permanente Civil Rights Coordinator directly at One Kaiser Plaza, 12th Floor, Suite 1223, Oakland, CA 94612.

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 ocrportal.hhs.gov/ocr/portal/lobby.jst, or by mail or phone at: U.S. Department of Health and Human Services, 200
Independence Avenue SW, Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-1019, 1-800-537-7697 (TDD). Complaint forms are available at
www.hhs.gov/ocr/office/file/index.htm].
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Language Assistance Services

English: We provide interpreter services at no cost to you, 24 hours a day,
7 days a week, during all hours of operation. You can have an interpreter
help answer your questions about our health care coverage. You can also
request materials translated in your language at no cost to you. Just call us
at 1-800-464-4000, 24 hours a day, 7 days a week (closed holidays). TTY
users call 711.
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Hindi: &9 TaTelel & 3l gei & SReT et o= el e &
ST aTl, ool & 24 €, Hodlg & idl foeT Jeret i &1 39
FATY TATELY SWHTA Fhalsl & IR H 3% 92T & SO & v s
G T TG o Feho &1 39 o=t fohall wmore & arafaar «r
A T H 3fedle; A F I 3eer o FT Gohd 81 99 Haol gH
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Hmong: Peb muaj neeg txhais lus pub dawb rau koj, 24 teev ib hnub twg,
7 hnub ib lim tiam twg, thawm cov sij hawm ghib ua lag luam.Koj muaj tau
ib tug neeg txhais lus los pab teb koj cov lus nug txog peb cov kev pab
them nqi kho mob.Koj thov tau kom muab cov ntaub ntawv txhais uas koj
hom lus pub dawb rau koj.Tsuas hu rau 1-800-464-4000, 24 teev ib hnub
twg, 7 hnub ib lim tiam twg (cov hnub caiv kaw). Cov neeg siv TTY hu 711.
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Navajo: Nihi ata’ halne’é aka’adoolwotigii nihei hol t’4a jiik’é, t’aa naadiin di{’
ahéé¢’iilkeedgo, tsosts’id yiskdaji’, nda’anishgo oolkit biyi’ goné. Ata’ halne’¢
nika’adoolwot na’idikid nee holdogo dii ats’iis baa ahayaa bik’ésti’igii
bina’iditkidgo. Aadoo atdd’ naaltsoos 14 t’44 ni nizaad k’ehji dlnéehgo t°a4 jifk’é
adoolniit. Nihich’i’ hodiilnih koji’ 1-800-464-4000 jiigo do¢ tt‘ée’ nidi, tsosts’id
yiskaaji’ dimoo na’adleehji’ (Holidaysgo éi da’deelkaal) doo da’diits’a’igii
chodayoot‘inigii koji’ hodiilnih 711

Punjabi: wH sr3eet @ A Ufen © 295, 3T et faft g9z €, fes ©
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Russian: Mbl Bcerga B 4ackl pabotbl obecneunBaem Bac ycnyramu
YCTHOro nepeBoa4nka, 24 4aca B CyTKW, 7 AHEN B Heaento. Ytobbl
Nony4YnTb OTBETHI HA CBOW BOMPOCHI O HaLLEeM CTPaxoOBOM MOKPLITUN YCNyr
30paBooxpaHeHus, Bol MOXxeTe BOCNOMNb30BaTbLCH NOMOLLIbIO YCTHOMO
nepesog4uka. Bbl Takke MoxeTe 3anpocuTb 6GecnnaTtHbli NnepeBos
mMaTepuanos Ha Baw a3bik. [1pocTo N03BOHMTE HaM MO TenedoHy
1-800-464-4000, koTOpbIN SOCTYNEH 24 Yaca B CyTKW, 7 AHEN B HEAEMNO
(kpome npasgHuYHbIX gHen). MNonb3oBatenu NuHUKM TTY MOryT 3BOHUTH NO
Homepy 711.

Spanish: Ofrecemos servicios de traduccion al espafiol sin costo alguno
para usted durante todo el horario de atencion, 24 horas al dia, siete dias
a la semana. Puede contar con la ayuda de un intérprete para responder
las preguntas que tenga sobre nuestra cobertura de atenciéon médica.
Ademas, puede solicitar que los materiales se traduzcan a su idioma sin
costo alguno. Solo llame al 1-800-788-0616, 24 horas al dia, siete dias a la
semana (cerrado los dias festivos). Los usuarios de TTY, deben llamar al
7M11.

Tagalog: May magagamit na mga serbisyo ng tagasalin ng wika nang wala
kang babayaran, 24 na oras bawat araw, 7 araw bawat linggo, sa lahat
oras ng trabaho. Makakatulong ang tagasalin ng wika sa pagsagot sa mga
tanong mo tungkol sa iyong coverage sa pangangalagang pangkalusugan.
Maaari kang humingi ng mga babasahin na isinalin sa iyong wika nang
wala kang babayaran. Tawagan lamang kami sa 1-800-464-4000, 24 na
oras bawat araw, 7 araw bawat linggo (sarado sa mga pista opisyal). Ang
mga gumagamit ng TTY ay maaaring tumawag sa 711.

Thai: idusasarunidniuaanran 24 179 mnuumaamjﬂmmms
waomnmmmmwa‘lmmumumanmmmaonmmmmnnmmnumaams
muaawmwwaamu,auﬂmmmmmma‘luummﬂaLanmsmummmnmw‘lm
T,mﬂ"l,mmmmmnsmﬂwuoimsmmmummaﬂ 1-800-464-4000 naan 24
fhluonaiu (Halvivdnsluiuvgananis) §ld TTY TsaTnslud 711

Chinese: (M 7K > FK 24 /NEHERTHE & =R N R & BT AL 1332

AR o AT DARE 152 B i B B A REFR MR RiE AV - St o AR E R

EVEEE AT R S I ERL - BTeMEHE 7K > BK 24 /NIFHEECIET &R

1-800 757-7585 Fiizkifias (GiftH (KB o FEfE e ELg (TTY) (A%
SEEET -

Vietnamese: Chung t6i cung cép dich vu théng dich mién phi cho quy vi
24 gid mbi ngay, 7 ngay trong tuan, trong tat ca cac gid lam viéc. Quy vi co
thé dwoc thong dich vién gitp tra 1&i thdc méc vé quyén lgi bdo hiém sirc
khée clia chang téi. Quy vi cling cé thé yéu ciu dwoc cip mién phi tai liéu
phién dich ra ngén ngi cGia quy vi. Chi can goi cho chung t6i tai s
1-800-464-4000, 24 gio> mbi ngay, 7 ngay trong tuan (tri» cac ngay 18).
Ngwoi dung TTY xin goi 711.
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