Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

& KAISER PERMANENTE. : Nokia - DHMO NCAL

Coverage Period: 01/01/2026 - 12/31/2026
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, see 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.healthcare.gov/sbc-glossary or call 1-800-278-3296 (TTY: 711) to request a copy.

What is the overall
deductible?

Important Questions _ Why This Matters:

$500 Individual / $1,000 Family

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.

Are there services
covered before you meet

Yes. Preventive care and services indicated in

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

for specific services?

your deductible? SHEW SR 01 e 2 meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.
Are there other deductibles No. You don’t have to meet deductibles for specific services.

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

$2,500 Individual / $5,000 Family

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.

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

Premiums, health care this plan doesn’t cover,
and services indicated in chart starting on page 2.

Even though you pay these expenses, they don’t count toward the out-of-pocket

Will you pay less if you
use a network provider?

Yes. See https://choose.kaiserpermanente.org/
nokia or call 1-800-278-3296 (TTY: 711) for a list

of Plan Providers.

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.

Do you need a referral to
see a specialist?

Yes, but you may self-refer to certain specialists.

This plan will pay some or all of the costs to see a specialist for covered services
but only if you have a referral before you see the specialist.
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44 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical

Services You May Need

What You Will Pay

Limitations, Exceptions, & Other

Plan Provider Non-Plan Provider .
Event Important Information
(You will pay the least) (You will pay the most) >
Primary care visit to treat | $20 / visit, deductible does not Not covered None
an injury or illness apply.
If you visit a health | Specialist visit $30 / visit, deductible does not Not covered None
care provider’s apply.
office or clinic You may have to pay for services that aren’t
Preventive care/screening/ | No charge, deductible does not Not covered preventive. Ask your provider if the services
immunization apply. needed are preventive. Then check what
your plan will pay for.
X-ray: $10 / encounter,
Diagnostic test (x-ray, deductible does not apply.
i h tost blood work) Lab tests: $10 / encounter, Not covered None
youhave ates deductible does not apply.
Imaging (CT/PET scans,  20% coinsurance up to $100 / Not covered None
MRIs) procedure
-~ . Up to a 30-day supply (retail); up to a 100-
. , $10 (rgtq|l), §20 (m?" order) / day supply (mail order). No charge,
Generic drugs (Tier 1) prescription, deductible does not  Not covered deductible does not apply for contraceptives
apply. Subject to formulary guidelines.
:f yotu neeqlldrugs = Preferred brand druas $30 (retail); $60 (mail order) / Up to a 30-day supply (retail); up to a 100-
reat yourifiness or " g prescription, deductible does not | Not covered day supply (mail order). Subject to formulary
condition (Tier 2) apply. guidelines.
g/lbo Orstlnfr(;rsrr;a:itlot?on Up to a 30-day supply (retail); up to a 100-
dru cp_p_overa = Non-preferred brand druds $30 (retail); $60 (mail order) / day supply (mail order). The cost share for
—q—q_avail e (Tier%) g prescription, deductible does not  Not covered non-preferred brand drugs is the same as
www.kp.ora/formulary apply. preferred brand drugs, when lapproved
through the formulary exception process.
20% coinsurance up to $250 , ,
Specialty drugs (Tier 4) (retail) / prescription, deductible | Not covered Uy o & day sty (el U s
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formulary guidelines.
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Common Medical
Event

Services You May Need

What You Will Pay

Plan Provider

Non-Plan Provider

Limitations, Exceptions, & Other
Important Information

Facility fee (e.g.,

(You will pay the least)

(You will pay the most)

071520251458NA_5472S

services

o i
E lﬁoit?:r\l,tesur . ambulatory surgery center) 20% coinsurance Not covered None
P gery Physician/surgeon fees 20% coinsurance Not covered None
Emergency room care $200 / visit $200 / visit Copayment a ment Wa.'ved .'f admitted directly to the
hospital as an inpatient.
If you need Emergency medical . .
immediate medical | transportation $150 /trip $150 /trip 1O
attention y . Non-Plan Providers covered when
$20 / visit, deductible does not . . : .
Urgent care 00| Not covered temporarily outside the service area: $20 /
pply. visit, deductible does not apply.
If you have a rFOaOCrlTl]';y IR (5.8 [1osEhe] 20% coinsurance Not covered None
hospital sta
P y Physician/surgeon fees 20% coinsurance Not covered None
Mental / Behavioral health: $20 /
individual visit, deductible does
not apply. 20% coinsurance for
If you need mental other outpatient services.
health, behavioral | Outpatient services Substance abuse: $20 / individual Not covered $10/ group visit, deductible does not apply.
health, or substance visit, deductible does not apply.
abuse services 20% coinsurance up to $10 / day
for other outpatient services,
deductible does not apply.
Inpatient services 20% coinsurance Not covered None
Depending on the type of services, a
. copayment, coinsurance, or deductible may
Office visits 20 lcharge, HERIET e el Not covered apply. Maternity care may include tests and
Pply- services described elsewhere in the SBC
If you are pregnant (i.e., ultrasound).
Chﬂdbﬁh/dehvery 20% coinsurance Not covered None
professional services
ClblAT ey ey 20% coinsurance Not covered None
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What You Will Pay

Common Medical Limitations, Exceptions, & Other

Event Services You May Need Plﬁn Provider Non-PIan Provider Important Information
(You will pay the least) (You will pay the most)
Home health care ';'gpf;‘arge’ deductible does ot 4 ¢ered 3 visit limit / day, 120 visit limit / year,
Outpatient: $20 / visit, deductible
Rehabilitation services does not apply. Not covered None
If you need help Inpatient: 20% coinsurance
recovering orhave |, .. .o conices $20 / visit, deductible does not Not covered None
other special health apply.
needs Skilled nursing care 20% coinsurance Not covered 100-day limit / benefit period.
o .
Durable medical equipment 20% goinsurance, deductible Not covered Prior authorization required.
does not apply.
Hospice services l;lgpcl:;arge, HRlETE ClEEs e Not covered None
) Children’s eye exam No chqrge for refracive exam, Not covered None
If your child needs deductible does not apply.
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.)
o Children’s glasses o Long-term care ¢ Routine foot care
o Cosmetic surgery ¢ Non-emergency care when traveling outside the U.S. e Weight loss programs
o Dental care (Adult and child) o Private-duty nursing
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
o Acupuncture (plan provider referred) o Chiropractic care (20 visit limit / year) o Infertility treatment
o Bariatric surgery e Hearing aids ($1,000 limit / ear / 36 months) ¢ Routine eye care (Adult)
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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 shown in the chart below. Other coverage options may be available to you, too, including buying individual insurance coverage through the Health
Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or
assistance, contact the agencies in the chart below.

Contact Information for Your Rights to Continue Coverage & Your Grievance and Appeals Rights:

Kaiser Permanente Member Services 1-800-278-3296 (TTY: 711) or www.kp.org/memberservices
Department of Labor’s Employee Benefits Security Administration 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform
Department of Health & Human Services, Center for Consumer Information & Insurance Oversight | 1-877-267-2323 x61565 or www.cciio.cms.gov

California Department of Insurance 1-800-927-HELP (4357) or www.insurance.ca.qov
California Department of Managed Healthcare 1-888-466-2219 or www.dmhc.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 (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-788-0616 (TTY: 711).

Traditional Chinese (FfF X): #NRFHZE P X B E B, FEIE$TEEH%HE 1-800-757-7585 (TTY: 711).

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

Pennsylvania Dutch (Deitsch): Fer Hilf griege in Deitsch, ruf 1-800-278-3296 (TTY: 711) uff.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-278-3296 (TTY: 711).

Samoan (Gagana Samoa): Mo se fesoasoani i le Gagana Samoa, vala'au mai i le numera telefoni 1-800-278-3296 (TTY: 711).
Carolinian (Kapasal Falawasch): ngere aukke ghut alillis reel kapasal Falawasch au fafaingi tilifon ye 1-800-278-3296 (TTY: 711).
Chamorro (Chamoru): Para un ma ayuda gi finu Chamoru, &'gang 1-800-278-3296 (TTY: 711).

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

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

Peg is Having a Baby

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

B The plan’s overall deductible $500
M Specialist copayment $30
B Hospital (facility) coinsurance 20%
B Other (blood work) 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)

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

B The plan’s overall deductible $500
M Specialist copayment $30
B Hospital (facility) coinsurance 20%
B Other (blood work) 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)

Mia’s Simple Fracture

(in-network emergency room visit and follow up

care)
B The plan’s overall deductible $500
M Specialist copayment $30
B Hospital (facility) coinsurance 20%
B Other (x-ray) 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 $500 Deductibles $0 Deductibles $500
Copayments $70 Copayments $600 Copayments $500
Coinsurance $1,600 Coinsurance $100 Coinsurance $0
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 $2,220 The total Joe would pay is $700 The total Mia would pay is $1,000

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

29 ¢ 2

In this document, “we”, “us”, or “our” means Kaiser Permanente (Kaiser Foundation Health Plan, Inc, Kaiser Foundation Hospitals,
The Permanente Medical Group, Inc., and the Southern California Medical Group). This notice is available on our website at kp.org.

Discrimination is against the law. We follow state and federal civil rights laws.

We do not discriminate, exclude people, or treat them differently because of age, race, ethnic group identification, color, national origin, cultural
background, ancestry, religion, sex, gender, gender identity, gender expression, sexual orientation, marital status, physical or mental disability,
medical condition, source of payment, genetic information, citizenship, primary language, or immigration status.

Kaiser Permanente provides the following services:
e No-cost aids and services to people with disabilities to help them communicate better with us, such as:
¢ Qualified sign language interpreters
¢ Written information in other formats (braille, large print, audio, accessible electronic formats, and other formats)
e No-cost language services to people whose primary language is not English, such as:
¢ Qualified interpreters
¢ Information written in other languages

If you need these services, call our Member Services department at the numbers below. The call is free. Member services is closed on
major holidays.

e Medicare, including D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. to 8 p.m., 7 days a week.

o Medi-Cal: 1-855-839-7613 (TTY 711), 24 hours a day, 7 days a week.
e All others: 1-800-464-4000 (TTY 711), 24 hours a day, 7 days a week.

Upon request, this document can be made available to you in braille, large print, audio, or electronic formats. To obtain a copy in one of these
alternative formats, or another format, call our Member Services department and ask for the format you need.



How to file a grievance with Kaiser Permanente

You can file a discrimination grievance with us if you believe we have failed to provide these services or unlawfully discriminated in another way.
You can file a grievance by phone, by mail, in person, or online. Please refer to your Evidence of Coverage or Certificate of Insurance for details.

You can call Member Services for more information on the options that apply to you, or for help filing a grievance. You may file a discrimination

grievance in the following ways:

By phone: Call our Member Services department. Phone numbers are listed above.
By mail: Download a form at kp.org or call Member Services and ask them to send you a form that you can send back.

In person: Fill out a Complaint or Benefit Claim/Request form at a member services office located at a Plan Facility (go to your provider
directory at kp.org/facilities for addresses)

Online: Use the online form on our website at kp.org

You may also contact the Kaiser Permanente Civil Rights Coordinator directly at the addresses below:

Attn: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations

P.O. Box 939001

San Diego CA 92193

How to file a grievance with the California Department of Health Care Services Office of Civil Rights (For Medi-Cal Beneficiaries Only)

You can also file a civil rights complaint with the California Department of Health Care Services Office of Civil Rights in writing, by phone
or by email:

By phone: Call DHCS Office of Civil Rights at 916-440-7370 (TTY 711)
By mail: Fill out a complaint form or send a letter to:

Office of Civil Rights

Department of Health Care Services
P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

California Department of Health Care Services Office of Civil Rights Complaint forms are available at:
http://www.dhcs.ca.gov/Pages/Language Access.aspx



e Online: Send an email to CivilRights@dhcs.ca.gov

How to file a grievance with the U.S. Department of Health and Human Services Office of Civil Rights

You can file a discrimination complaint with the U.S. Department of Health and Human Services Office of Civil Rights. You can file your
complaint in writing, by phone, or online:

e By phone: Call 1-800-368-1019 (TTY 711 or 1-800-537-7697)
e By mail: Fill out a complaint form or send a letter to:

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

Room 509F, HHH Building

Washington, D.C. 20201

U.S. Department of Health and Human Services Office of Civil Rights Complaint forms are available at:
https://www.hhs.gov/ocr/office/file/index.html

e Online: Visit the Office of Civil Rights Complaint Portal at: https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf



Notice of Language Assistance

English: ATTENTION. Language assistance is available at no cost to you. You
can ask for interpreter services, including sign language interpreters. You can ask
for materials translated into your language or alternative formats, such as braille,
audio, or large print. You can also request auxiliary aids and devices at our
facilities. Call our Member Services department for help. Member services is closed
on major holidays.

e Medicare, including D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. to 8 p.m.,
7 days a week

e Medi-Cal: 1-855-839-7613 (TTY 711), 24 hours a day, 7 days a week

o All others: 1-800-464-4000 (TTY 711), 24 hours a day, 7 days a week
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Armenian: NPCUTCNPESNPUL: Lhiquljut wpwljgnipiniup hwuwbbh k dkq mtddwp: nip Jupnn bp jaunpl
pubwynp pupgquuiinipui Swnwnipnihikp, wn pynd’ dhunbph 1kqh pupguuithsiubp: dnup Jupnn bp uinply dkp
1EqUny pupquui]us bynipbp jud wyptnpuipught dbwswthbp, hasuyhuhp o ppuygyp, dwjtugpnipintip jud junonp
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hwunwwinnmpniutbpnid: Oqunipjut hwdwp quiquhwptp dkp Uugudubph vyguwuwpdw pudht: Uagudukph
uyuuwpldwb pudhtp thuly £ hhdtwlwb mint optipht:
e Medicare, ukipwunju) D-SNP" 1-800-443-0815 (TTY 711), 8 a.m.-hg 8 p.m.-p, pwpwipn 7 op
e Medi-Cal 1-855-839-7613 (TTY 711), opp 24 dwd, pwpwpn 7 op
e Ujniu pninpp 1-800-464-4000 (TTY 711), opp 24 dwd, pwapwpn 7 op
Chinese: HER, IATHRWIEF B, AT LESRIATIRA LM S, 5 TIERIE . G0 DLESR BURM 1% B P 18
P35 5 B AR R RRAS, InE S0, FAREOR R 48R T AR A P 3IAT T b T (03 5 4 B DR ABE a6 o ISR AR & SR S5 T LA
SR Bh . BB H IR 2 B3I 55 AT
e Medicare, 335 D-SNP : 1-800-443-0815 (TTY 711), &/ 7K, L4 8 A& L 8 /4
e Medi-Cal : 1-855-839-7613 (TTY 711), /& 7 K, &K 24 /NS
o JITAHAARK TR 1-800-757-7585 (TTY 711), /8 7 K, HFK 24 /N

oS ) Cles e alen ) i€ Cal 53 )0 | (oaled e i Ciladd 1l e 200 3sa s Lad (sl B sh 4o (L) el ) (sdies s (Sl A5 :Farsi
2l i Opipat 3 Cagon bl b e A a0 bad alea ) eai€ Cal 53 0 1 38l laclE o L Glasa gl ) 4g sadiden i lldas il 55 e (i
el Ay ey SOaaT 3 celiae ) Ciladd 3y 580 Gl le sliae ) cilaad L eSS iy 5o (o) e i€ Cad & L 380 pe 311 SaS lacl&iu 5 clis)

28 el 4 5557 3 mas 8 Bena 8 I (TTY 711) 1-800-443-0815 o et b :D-SNP Jab <Medicare o
28 elaiadia §55 7 ¢ Gsailad Celu 24 50 (TTY 711) 1-855-839-7613 o Jleis s :Medi-Cal o
280 el asia 5557 ¢ amiled cela 24 53 (TTY 711) 1-800-464-4000 o slad L S 3ol sadar @
Hindi: €I &| 19T FERIAT 3Ueh forw foar fohell Qeeh & 3Uereyr ¥ 3T gMidar Jai3it & fow 3Ry & §ehd &,
St drge JApdst & g off enfdrer &1 3T WATIAT A U HIWT AT depfeush UIRy, S R S, A, a1 d3 fUie
H 3gdre Har & fauw d g Hehd §1 U AR FAUT-hgl W b AT 3R 3USON Bl M 31U R Fhd &
Tl & U TAR HGET AT TINWT Al Biel B | TeET Jar [qomer &g picedt ard e dg e B

o Medicare, TR D-SNP efder §: 1-800-443-0815 (TTY 711), & 8 a1 & T 8 I b, FaTE & 7 feed
e Medi-Cal: 1-855-839-7613 (TTY 711), &= & @ld@ ¢, @oe & 7 fea
o o THT: 1-800-464-4000 (TTY 711), fe & g oe, Tae & 7 e



Hmong: FAJ SEEB. Muaj kev pab txhais lus pub dawb rau koj. Koj muaj peev xwm thov kom pab txhais lus, suav nrog kws txhais lus piav tes.
Koj muaj peev xwm thov kom muab cov ntaub ntawv no txhais ua koj yam lus los sis ua lwm hom, xws li hom ntawv rau neeg dig muag xuas, tso
ua suab lus, los sis luam tawm kom koj. Koj kuj tuaj yeem thov kom muab tej khoom pab dawb thiab tej khoom siv txhawb tau rau ntawm peb cov
chaw kuaj mob. Hu mus thov kev pab rau ntawm peb Lub Chaw Pab Tswv Cuab. Lub chaw pab tswv cuab kaw rau cov hnub so uas tseem ceeb.

e Medicare, suav nrog D-SNP: 1-800-443-0815 (TTY 711), 8 teev sawv ntxov txog 8 teev tsaus ntuj, 7 hnub hauv ib lub vij
e Medi-Cal: 1-855-839-7613 (TTY 711), 24 teev hauv ib hnub, 7 hnub hauv ib lub vij
e Tag nrho lwm yam: 1-800-464-4000 (TTY 711), 24 teev hauv ib hnub, 7 hnub hauv ib lub vij

Japanese THE, S A— MNIERCIRAWEETET, SRR TFEEREZECER— AR KEH X ET, &
T, O KENET, EREHREE AR L. bROEERICEHER SNBSS D 7 4 —~< ]‘@@f*}%}ﬁ&bé ZEMTEET, Y
O NERR TITMB A BCHSR D EFE K-> TR Y £9, EAXLIEZR T E, MAE VN —EREMICBEFRL ZEW, AN
Y —ERFEERRATITHEELTEBY EHA,

e D-SNP % & ¢ Medicare: 1-800-443-0815 (TTY 711) . i 8 BEN D P44 § Wi ¢, 4FE (K
e Medi-Cal: 1-855-839-7613 (TTY 711) . 24 H¢ff, 44K
o T4 T: 1-800-464-4000 (TTY 711) . 24 HEf, AP MR

Khmer (Cambodian): WRSHSHAENAY SSWAMNSENSINWBSSASIGUENUHAY RSN ESUSITU JUSTHERS
USTUM N INNETR GRG0 Qs oSSt SUSTUNMMaIUES JSEHINNS]SEomMHMINU iig/H g
HEPS9Y S cigSSwuisy SHeUMINNSSWISTMusISRIUUDRRHIRN wugiumisiigsiuhueSsIun
i HuEUSSWY e SSEichsSUSISTIg U SS9

e Medicare, JHS1H D-SNP: 1-800-443-0815 (TTY 711) F1ENH § [/ =0U § i 7 igHRgwich)
o Medi-Cal: 1-855-839-7613 (TTY 711) 24 {ENHEARUWIG 7 I8HRYWHITHN
o IN§HI1S]H: 1-800-464-4000 (TTY 711) 24 1 ENREHUWIG 7 IgHRUWUthU)

Korean: P A3}, 75 o] A9 AlF. 3} SALE X33 59 AP 28 83T F AdFHT ghxoj= Hod A5
= A4 oY e e Eﬁl@r 2o oA A SAT F AFHT A 3] Aol A B 7Rk % ile &‘éf%
T AFUS 7FAAF AH 2 BAol] Eis @A 7] viR Y Y 8 TR Aol 7HdA AR AE 96k 5 U

e Medicare(D-SNP 231, = 74 24 8 A]~2 5 8 Al°]| 1-800-443-0815 (TTY 711) H o & 9]

e Medi-Cal: 1-855-839-7613 (TTY 711), = 7 &, &}F 24 A 7F

o 7]E}: 1-800-464-4000 (TTY 711), 5+ 7 &, 3}F 24 A| 7+



Laotian: tUogau. Snaugosfisoavwazaltmauiosduna. naus aua0dInauuiswags, aoudiguaswagal. nau

o~

sawa02lncdenzgwlduwageegnay § su wudy By SNy, §J9, I nauuzzanl ne.

venIMTuNLTIRIUInSe92Eiegzouily war svsneunauzoufielusenauiizegwon 8.
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Tnmawe sundInauszuadnzegwonidar fiesaoawgoulie. wrrundInauszuadne vudolusSudniigasaunags).

o Medicare, 20UiH9 D-SNP: 1-800-443-0815 (TTY 711), 8 Yu9c8a o9 8 Yu9ua9, 7 Sudeafio
o Medi-Cal: 1-855-839-7613 (TTY 711), 24 £01u965, 7 Steafio
o 517 1-800-464-4000 (TTY 711), 24 £0tu985, 7 Sdenfia

Mien: CAU FIM JANGX LONGX OC. Ninh mbuo duqv liepc ziangx tengx faan waac bun meih muangx mv zuqc heuc meih ndorqv
nyaanh cingv oc. Meih corc haiv tov taux ninh mbuo tengx lorz faan waac bun meih, caux longc buoz wuv faan waac bun muangx. Meih
aengx haih tov taux ninh mbuo dorh nyungc horngh jaa dorngx faan benx meih nyei waac a’fai fiev bieqc da’nyeic diuc daan, fiev benx
domh nzangc-pokc bun hluo, bungx waac-qiez bun uangx, a’fai aamx bieqc domh zeiv-linh. Meih corc haih tov longc benx wuotc ginc jaa-
dorngx tengx aengx caux jaa-sic nzie bun yiem njiec zorc goux baengc zingh gorn zange. Mborqv finx lorz taux yie mbuo dinc zangc domh
gorn ziux goux baengc mienh nyei dorngx liouh tov heuc ninh mbuo tengx nzie weih. Ziux goux baengc mienh nyei gorn zangc se gec mv
zoux gong yiem gingc nyei hnoi-nyieqc oc.

e Medicare, caux D-SNP: 1-800-443-0815 (TTY 711), yiem 8 dimv lungh ndorm taux 8 dimv lungh muonx, yietc norm leiz baaix
zoux gong 7 hnoi

e Medi-Cal: 1-855-839-7613 (TTY 711), yietc hnoi goux junh 24 norm ziangh hoc, yietc norm leiz baaix zoux gong 7 hnoi

e Yietc zungv da’nyeic diuc jauv-louc: 1-800-464-4000 (TTY 711), yietc hnoi goux junh 24 norm ziangh hoc, yietc norm leiz baaix
zoux gong 7 hnoi

Navajo: GIHA. Tsé¢’ naalkaah sida’igii éi doo tt’é¢’ iil’j” dah sidaa’igii. T’ €€’ goo th’izi’igii éi tséé’ naalkdah sida’igii bikaa’ dah sidaaigii,
t’a’11 bik’eh dah na’atkaigii. T°4’11 éi tI’é€’go60 th’izi’igii bik’eh dah deidiyds, t’a’ii éi bi’é¢’ bik’eh dah na’atkaigii bik’eh dah deidiyos.
T’&’11 bik’eh dah na’atkaigii bikda’ dah na’atkaigii t’44 attso bik’eh dah deidiy6s. Bi’é¢’ naalkaah sida’igii bik’eh ha’a’aah. T’a’ii bik’eh dah
na’atkaigii éi bik’eh dah naazhjaa’igii bik’eh dah na’atkaigii.

e Medicare, bikda’ dah deidiyos D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. g66 8 p.m., 7 jj t’aatd’i damoo

e Medi-Cal: 1-855-839-7613 (TTY 711), 24 tF’ohch’ooli t’4ata’1 jj, 7 jj t’aata’i damoo
o T’aa al’aq: 1-800-464-4000 (TTY 711), 24 tI’ohch’ooli t’4ata’1 ji, 7 ji t’aatd’i damodo



Punjabi: fos fe€| 3o AorfesT 3913 we faat fan BaE ® Qusgy 3| 3 Tafiae T Aeret i3 7 B afg 7aR J, fAn
fS9 Arels Fged © TIfae & 7S Ia| IH miaeht § minyet g g, 7 fan SaSiud graie i »igefes Jds BEt & afg
TR J1 3H At AgS3t 3 A 239 3 Suadat Bt < 8631 93 AaR J1 Hee B A8 Hedt Dt Aeret © fegidl § 918
FJ| Hegt <t Reret T fegrdl Hy gt @8 fow ge afder I

o Medicare, fiF f€9 D-SNP & THS J: 1-800-443-0815 (TTY 711), ARd 8 SH I AH 8 =1 3, Je3° 7 few

o Medi-Cal: 1-855-839-7613 (TTY 711), fes T 24 U2, Jg3 © 7 few
o HTdl HTd: 1-800-464-4000 (TTY 711), fea € 24 WQ, g@3 © 7 fea

Russian: BHUMAHME! J{ns Bac noctynHs! GecriiatHble yCIyTry nepeBoaa. Bel MojkeTe 3anpocuTh yCIyT YCTHOTO NIEpEBOa, B TOM YHCIIE
YCIIyTH NIEPEBOTUMKA SI3bIKA JKECTOB. BBl Takyke MOYKETE 3aIIPOCUTh MATEPUAIIBI, IEPEBEACHHBIC HA BAIIl SI3bIK WIIM B aJIbTEPHATUBHBIX
¢dopmarax, Hanpumep mpuGTom bpaiiis, KpymHbIM mpH(TOM WITH B ayrodopmaTe. Bol Takke MOKeTe 3alpOCUTh JOTIOIHUTEIbHbIE
MPUCTIOCOOJIEHNS M BCIIOMOTaTeNIbHbIE YCTPOICTBA B HAIIMX yupekaeHusX. Eciu BaM Hy)kHa oMoIib, MO3BOHUTE B OTJEN 00CTY KHBaHUSA
y4acTHHUKOB. OTJeN 00CITy)KMBaHUS Y4aCTHUKOB HE pabOTA€eT B IHU FOCYAAPCTBEHHBIX NMPa3aHUKOB.

e Medicare, Bkimrouyast D-SNP: 1-800-443-0815 (TTY 711), 6e3 Beixoaubix ¢ 8:00 mo 20:00.
e Medi-Cal: 1-855-839-7613 (TTY 711), KpyriocyTO4HO O€3 BBIXOTHBIX.
e JlioOwie apyrue nocraBuuky yciryr: 1-800-464-4000 (TTY 711), kpyraocyTodHo 0e3 BBIXOIHBIX.

Spanish: ATENCION. Sc ofrece ayuda en otros idiomas sin ningin costo para usted. Puede solicitar servicios de interpretacion,
incluyendo intérpretes de lengua de sefias. Puede solicitar materiales traducidos a su idioma o en formatos alternativos, como braille, audio o
letra grande. También puede solicitar ayuda adicional y dispositivos auxiliares en nuestros centros de atencion. Llame al Departamento de
Servicio a los Miembros para pedir ayuda. Servicio a los Miembros esta cerrado los dias festivos principales.

e Medicare, incluyendo D-SNP: 1-800-443-0815 (TTY 711), los 7 dias de la semana, de 8 a. m. a 8 p. m., los 7 dias de la semana
e Medi-Cal: 1-855-839-7613 (TTY 711), las 24 horas del dia, los 7 dias de la semana.
e Todos los otros: 1-800-788-0616 (TTY 711), las 24 horas del dia, los 7 dias de la semana.

Tagalog: PAUNAWA. May magagamit na tulong sa wika nang wala kang babayaran. Maaari kang humiling ng mga serbisyo ng
interpreter, kasama ang mga interpreter sa sign language. Maaari kang humiling ng mga babasahin na nakasalin-wika sa iyong wika o sa
mga alternatibong format, na tulad ng braille, audio, o malalaking titik. Puwede ka ring humiling ng mga karagdagang tulong at device sa



aming mga pasilidad. Tawagan ang aming departamento ng Mga Serbisyo sa Miyembro para sa tulong. Ang mga serbisyo sa miyembro ay
sarado sa mga pangunahing holiday.

e Medicare, kasama ang D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. hanggang 8 p.m., 7 araw sa isang linggo
e Medi-Cal: 1-855-839-7613 (TTY 711), 24 oras sa isang araw, 7 araw sa isang linggo
e Ang lahat ng iba: 1-800-464-4000 (TTY 711), 24 oras sa isang araw, 7 araw sa isang linggo

Thai: dvév fusnslvianuhandasiuaie wavinutealuidld3ne vinugnunsauasuusasaiu udvaunaudia‘le’
vihugusazatiudatanans luavuasvinu M%a1u§ﬂttnn§uﬂ ifudnesiusad IWaLRa wiaddnwsaunalng)
vihugnunsazasualnsal amdauazalnsalid@ule a gaunlvuiasuais
nsdacafhausnssundnuadiniiazamuianda’le dhausnsaundnaslavinnisluiungasanisene

e Medicare 7219 D-SNP: 1-800-443-0815 (TTY 711) 8.00 u. &9 20.00 u. w3a 7 fusada
e Medi-Cal: 1-855-839-7613 (TTY 711) aaan 24 m‘iuo w3 7 Jusiaddenvi
o duq voviua: 1-800-464-4000 (TTY 711) naan 24 t1ue via 7 Jusadany

Ukrainian: YBAT'A! Ilocayru nepeknanaya HalaloTbes 0€3KOMTOBHO. BU MOXeTe 3aIMIIINTH 3alUT HA TIOCIYTH YCHOTO MepeKiaiy,
30KpeMa MOBOIO JKeCTiB. Bi MoskeTe 3p0OWTH 3alUT Ha OTPUMAHHS MaTepialiB, MepeKIaJeHUX BalllO0 MOBOIO, 00 B abTEePHATHBHUX
(dopmarax, IK-0T HaJipyKoBaHUM LIpupToM bpaiing un BenukuM mpudTom, a Takox y 3BykoBomy ¢opmati. Kpim Toro, Bu Mmoxere 3po0UTH
3aMyT Ha OTPUMAHHS JOMOMDKHUX 3ac001B 1 MPUCTPOIB y 3aKia/iax HaIoi Mepexi KomnaHii. SIKo BaM NoTpiOHA 101oMora, 3aTefeoHyiTe
y BiIT 00CITYrOBYBaHHS KJIi€HTIB. Bifin 0OcyroByBaHHs KJIIEHTIB 3aUMHEHUHN Y JICP)KaBHI CBATA.

e Medicare, 30kpema D-SNP: 1-800-443-0815 (TTY 711), 3 8:00 mo 20:00, 6e3 BUXiTHHX.
e Medi-Cal: 1-855-839-7613 (TTY 711), uinogo6oBo, 6€3 BUXiTHUX.
e VYci inmm HagaBayi mocuyr: 1-800-464-4000 (TTY 711), miiogo60oBo, 6€3 BUXiTHUX.

Vietnamese: LUU Y. Chung toi cung cdp dich vu hd trg ngon ngir mién phi cho quy vi. Quy vi ¢6 thé yéu cau dich vu thong dich, bao gdom
ca thong dich vién ngén ngtr ky hiéu. Quy vi 6 thé yéu cau tai liéu duge dich sang ngdn ngtr cua quy vi hay dinh dang thay thé, chang han
nhu chit ndi braille, bang dia thu 4m hay ban in khé chir 16n. Quy vi cling ¢6 thé yéu cau cac phuong tién va thiét bi phu tro tai cc co sd cua
chung t6i. Goi cho ban Dich Vu Hoi Vién ctia ching toi dé duoc tro giup. Ban dich vy hdi vién khong lam viée vao nhiing ngay 18 16n.

e Medicare, bao gom ca D-SNP: 1-800-443-0815 (TTY 711), 8 gid sang dén 8 gio tdi, 7 ngdy trong tuan

e Medi-Cal: 1-855-839-7613 (TTY 711), 24 gid trong ngay, 7 ngiy trong tuan
e Moi chuong trinh khac: 1-800-464-4000 (TTY 711), 24 gio trong ngdy, 7 ngay trong tuan.
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