Perdue Farms, Inc.-Niman Ranch, Inc. BluePreferred
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: 01/01/2017 - 12/31/2017
Coverage for: Individual/Family | Plan Type: PPO

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or sample plan
document at https://content.carefirst.com/sbc/contracts /2017.PerdueFarmsNimanRanch.pdf or by logging into My Account.

Important Questions

What is the overall
deductible?

Are there other
deductibles for specific
services?

Is there an out—of—

pocket limit on my

expenses?

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

Is there an overall

annual limit on what
the plan pays?

Does this plan use a
network of providers?

Do I need a referral to
see a specialist?

Are there services this
plan doesn’t cover?

In Network: $600 Individual, $1,200
Family. Out of Network: $1,200
Individual, $2,400 Family. Deductible
does not apply to some services, including
all In-Network Preventive care.

There are no other specific deductibles.

In Network: $1,800 Individual, $3,600
Family. Out of Network: $3,600
Individual; $7,200 Family. Prescription
drug benefits have separate limits: $4,800
Individual; $9,600 Family.

Premiums, balance-billed charges, and
health care this plan doesn't cover.

No.

Yes. See www.carefirst.com/naturalfoods
or call 1-844-405-2160 for a list of In-
Network providers.

No.

Yes

You must pay all the costs up to the deductible amount before this plan begins to pay
for covered services you use. Check your policy or plan document to see when the
deductible starts over (usually, but not always, January 1st). See the chart starting on
page 2 for how much you pay for covered services after you meet the deductible.

You don’t have to meet deductibles for specific services, but see the chart starting on
page 2 for other costs for services this plan covers.

The out-of-pocket limit is the most you could pay during a coverage period (usually one
year) for your share of the cost of covered services. This limit helps you plan for health
care expenses.

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

The chart starting on page 2 describes any limits on what the plan will pay for specfic
covered services, such as office visits.

If you use an in-network doctor or other health care provider, this plan will pay some or
all of the costs of covered services. Be aware, your in-network doctor or hospital may use
an out-of-network provider for some services. Plans use the term in-network,
preferred, or In-Network for providers in their network. See the chart starting on page
3 for how this plan pays different kinds of providers.

You can see the specialist you choose without permission from this plan.

Some of the services this plan doesn’t cover are listed on page 6. See your policy or plan
document for additional information about excluded services.

Questions: If you are a member please call the number on your ID card or log into My Account on www.carefirst.com. Otherwise, please call 1-855-258-6518. If
you aren’t clear about any of the undetlined terms used in this form, see the Glossary at www.carefirst.com/sbcg.
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Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if the

plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if you

haven’t met your deductible.

® The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the allowed
amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and the allowed
amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

® This plan may encourage you to use In-Network providers by charging you lower deductibles, copayments and coinsurance amounts.

Common
Medical Event

If you visit a health
care provider’s

office or clinic

: Services You May

Need

Primary care visit to treat

Your cost if you use an

In-Network Provider

Out-of-Network Provider
Deductible, then 40% of

Limitations & Exceptions

an injury or illness 330 copay Allowed Benefit None
Deductible then, 40% of
Specialist visit $30 copay A]jozz(; B Beeneii, 00 None

Other practitioner office
visit

Chiropractic: Deductible,

then 20% of Allowed Benefit

Chiropractic: Deductible,

then 40% of Allowed Benefit

Chiropractic: Limited to 12 visits per
coverage period.

Deductible, then 40% of

Retail Health Clinic $30 copay Allowed Benefit None
-of- k i h
Preventive care / Deductible then 40% of Out O. networ ser\.nces mayhave
s . No charge limitations or exclusions. Please see your
screening/immunization Allowed Benefit

contract.

If you have a test

Diagnostic test (x-ray,

Non-Hospital: No charge

Deductible, then 40% of

1 . 0
blood work) Hospital: 20% of Allowed Allowed Benefit None
Benefit
Imaging (CT/PET scans, | Deductible, then 20% of Deductible, then 40% of Non
MRIs) Allowed Benefit Allowed Benefit one

Questions: If you are a member please call the number on your ID card or log into My Account on www.carefirst.com. Otherwise, please call 1-855-258-6518. If

you aren’t clear about any of the underlined terms used in this form, see the Glossary at www.carefirst.com/sbcg.
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Common
Medical Event

: Services You May

Need

Your cost if you use an

In-Network Provider

Limitations & Exceptions

If you need drugs
to treat your illness
or condition

More information

about prescription
drug coverage is
available at
WWW.express-
sscripts.com.

Generic drugs

Retail: $10 copay.
Mail Order: $20 copay.

Out-of-Network Provider

Retail: $10 copay.
Mail Order: $20 copay.

Drugs listed on the formulary are covered.
Drugs not listed on the formulary are not

Brand drugs

Retail: $30 copay.
Mail Order: $60 copay.

Retail: $30 copay.
Mail Order: $60 copay.

covered.

Generic and Brand drugs: Limited to 31-

Specialty drugs

Generic Specialty: $10 copay.
Brand Specialty: $30 copay.

Generic Specialty: $10 copay.
Brand Specialty: $30 copay.

day supply (retail, non-specialty) or 93-day
supply (mail order). Specialty drugs:

Insulin, syringes, and
diabetic supplies.

$10 copay

$10 copay

Limited to 30-day supply.

Erectile dysfunction drugs are not covered.

Facility fee (e.g.,

Deductible, then 20% of

Deductible, then 40% of

If you have 22}2:3 tory surgery Allowed Benefit Allowed Benefit None
outpatient surgery Physician/ . Deductible, then 20% of Deductible, then 40% of N
ysiclan/surgeon tees Allowed Benefit Allowed Benefit one
. Deductible, then 20% of i
Emergency room services Allowed Benefit Paid As In Network None

If you need
immediate medical
attention

Emergency medical

Deductible, then 20% of

Deductible, then 20% of

Prior authorization is required for air
ambulance services, except for Medically
Necessary air ambulance services in an

transportation Allowed Benefit Allowed Benefit emergency. Without prior authorization,
you pay your deductible, then 50%
coinsurance.
D ible, th % of
Utrgent care $30 copay eductible, then 40% o None

Allowed Benefit

If you have a
hospital stay

Facility fee (e.g., hospital
room)

Deductible, then 20% of
Allowed Benefit

Deductible, then 40% of
Allowed Benefit

Prior authorization is required. Without
prior authorization, you pay the deductible,
then 50% coinsurance up to $1000 per
admission.

Physician/surgeon fee

Deductible, then 20% of
Allowed Benefit

Deductible, then 40% of
Allowed Benefit

None

Questions: If you are a member please call the number on your ID card or log into My Account on www.carefirst.com. Otherwise, please call 1-855-258-6518. If
you aren’t clear about any of the underlined terms used in this form, see the Glossary at www.carefirst.com/sbcg.
CareFirst SBC ID: SBC20161212MANPERDUE-NIMANRANCHPPONO012017
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Your cost if you use an

Common Services You May
Medical Event Need

Mental/Behavioral health
outpatient services

If you have mental
health, behavioral
health, or
substance abuse
needs

If you are pregnant

If you need help
recovering or have
other special health
needs

Mental/Behavioral health
inpatient services

Substance use disorder
outpatient services

Substance use disorder
inpatient services

Prenatal and postnatal
care

Delivery and all inpatient
services

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Office Visit: No charge
Facility: Deductible, then
20% of Allowed Benefit

Deductible, then 20% of
Allowed Benefit

Office Visit: No charge
Facility: Deductible, then
20% of Allowed Benefit

Deductible, then 20% of
Allowed Benefit

No charge

Deductible, then 20% of
Allowed Benefit

Deductible, then 20% of
Allowed Benefit

Deductible, then 20% of
Allowed Benefit

Deductible, then 20% of
Allowed Benefit

Deductible, then 20% of
Allowed Benefit

In-Network Provider Out-of-Network Provider

Deductible, then 40% of
Allowed Benefit

Deductible, then 40% of
Allowed Benefit

Deductible, then 40% of
Allowed Benefit

Deductible, then 40% of
Allowed Benefit

Deductible, then 40% of
Allowed Benefit
Deductible, then 40% of
Allowed Benefit

Deductible, then 40% of
Allowed Benefit

Deductible, then 40% of
Allowed Benefit

Deductible, then 40% of
Allowed Benefit

Deductible, then 40% of
Allowed Benefit

Limitations & Exceptions

None

Prior authorization is required. Without
prior authorization, you pay the deductible,
then 50% coinsurance up to $1,000 per
admission.

None

Prior authorization is required. Without
prior authorization, you pay the deductible,
then 50% coinsurance up to $1,000 per
admission.

“No charge” applies to routine
pre/postnatal office visits only.

None

Limited to 100 visits per coverage petiod.
Prior authorization is required. Without
prior authorization, you pay the deductible,
then 50% coinsurance.

Limited to 30 visits per coverage period
for Speech Therapy, 60 visits per coverage
period for Physical and Occupational
Therapies combined, and 90 visits per
coverage period for Cardiac Rehab.

Same limits as Rehabilitation Services.

Limited to 100 days per coverage period
for a skilled nursing facility, 30 days per
coverage period for outpatient private-duty
nursing care.

Questions: If you are a member please call the number on your ID card or log into My Account on www.carefirst.com. Otherwise, please call 1-855-258-6518. If

you aren’t clear about any of the underlined terms used in this form, see the Glossary at www.carefirst.com/sbcg.
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: Services You May
Need

Common
Medical Event

Your cost if you use an

In-Network Provider

Limitations & Exceptions

Durable medical
equipment

Deductible, then 20% of
Allowed Benefit

Out-of-Network Provider

Deductible, then 40% of
Allowed Benefit

None

If you need help
recovering or have

other special health , .
Hospice service

Deductible, then 20% of

Deductible, then 40% of

Prior authorization is required. Without
prior authorization, you pay the deductible,
then 50% coinsurance. Limited to 185
days per lifetime for hospice care, 15 days
per lifetime for inpatient hospice respite

needs Allowed Benefit Allowed Benefit e .
care, 15 days per lifetime for outpatient
hospice respite care. Respite care must be
used in increments of no more than 5 days
at a time.
Deductible, then 40% of - .
If your child needs | Eye exam $30 copay Allowed Benefit Limited to one exam per coverage period.
dental or eye care Glasses Not Covered Not Covered None
Dental check-up Not Covered Not Covered None

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

e Acupuncture e Dental care (Adult) e Long-term care
e Bariatric surgery e Hearing Aids e Weight loss programs
e Cosmetic surgery o Infertility Treatment

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered setvices and your costs for these
services.)

e Chiropractic care (limited to 12 visits per . Routine foot care

coverage period)

Non-emergency care when traveling outside the e
US.

Private-duty nursing (limited to 30 days per
coverage period)

e Routine eye care (Adult) (limited to one exam
e Most coverage provided outside the United . per coverage period)

States. See www.carefirst.com

Questions: If you are a member please call the number on your ID card or log into My Account on www.carefirst.com. Otherwise, please call 1-855-258-6518. If
you aren’t clear about any of the underlined terms used in this form, see the Glossary at www.carefirst.com/sbcg.
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Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay while
covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-855-258-6518. You may also contact your state insurance department, the U.S.
Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and Human
Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For questions
about your rights, this notice, or assistance, you can contact: www.carefirst.com or 1-855-258-6518. You may also contact state consumer Assistance Program

e Maryland -1-800-492-6116 or http://www.mdinsurance.state.md.us
e DC - 1-877-685-6391 or www.disb.dc.cov

e Virginia — 1-877-310-6560 or www.scc.virginia.gov/boi

For group health coverage subject to ERISA you may also contact the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA
(3272) or www.dol.gov/ebsa/healthreform.

Does this Coverage Provide Minimum Essential Coverage?

The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does
provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This
health coverage does meet the minimum value standard for the benefits it provides.

To see examples of how this plan might cover costs for a sample medical situation, see the next page.

Questions: If you are a member please call the number on your ID card or log into My Account on www.carefirst.com. Otherwise, please call 1-855-258-6518. If
you aren’t clear about any of the undetlined terms used in this form, see the Glossary at www.carefirst.com/sbcg.
CareFirst SBC ID: SBC20161212MANPERDUE-NIMANRANCHPPONO012017 Page 6 of 8




About these Coverage
Examples:

These examples show how this plan might cover
medical care in given situations. Use these
examples to see, in general, how much financial
protection a sample patient might get if they are
covered under different plans.

“\  Thisis
A not a cost
estimator.
Don’t use these examples to
estimate your actual costs
under this plan. The actual
care you receive will be
different from these
examples, and the cost of

that care will also be
different.

See the next page for
important information about
these examples.

Note: These coverage
examples calculations are
based on Individual Coverage
Tier numbers for this plan.

Having a baby

(normal delivery)

B Amount owed to providers: $7,540
B Plan pays: $5,530
B Patient pays: $2,010

Sample care costs:

Managing type 2 diabetes

(routine maintenance of
a well-controlled condition)

B Amount owed to providers: $5,400
B Plan pays: $3,528
B Patient pays: $1,872

Sample care costs:

Prescriptions $2,900
Medical Equipment and Supplies $1,300
Office Visits and Procedures $700
Education $300
Laboratory tests $100
Vaccines, other preventive $100
Total $5,400
Patient pays:
Deductibles $1,200
Copays $490
Coinsurance $132
Limits or exclusions $50
Total $1,872

Hospital charges (mother) $2,700
Routine obstetric care $2,100
Hospital charges (baby) $900
Anesthesia $900
Laboratory tests $500
Prescriptions $200
Radiology $200
Vaccines, other preventive $40
Total $7,540
Patient pays:
Deductibles $1,200
Copays $0
Coinsurance $660
Limits or exclusions $150
Total $2,010

Questions: If you are a member please call the number on your ID card or log into My Account on www.carefirst.com. Otherwise, please call 1-855-258-6518. If
you aren’t clear about any of the underlined terms used in this form, see the Glossary at www.carefirst.com/sbcg.
CareFirst SBC ID: SBC20161212MANPERDUE-NIMANRANCHPPONO012017
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Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

e Costs don’t include premiums.

e Sample care costs are based on national
averages supplied by the U.S. Department
of Health and Human Setvices, and aren’t
specific to a particular geographic area or
health plan.

e The patient’s condition was not an excluded
or preexisting condition.

e All services and treatments started and
ended in the same coverage period.

e There are no other medical expenses for
any member covered under this plan.

e Out-of-pocket expenses are based only on
treating the condition in the example.

e The patient received all care from in-
network providers. If the patient had
received care from out-of-network
providers, costs would have been higher.

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn’t covered or payment is limited.

Does the Coverage Example
predict my own care needs?

No. Treatments shown are just examples.
The care you would receive for this condition
could be different based on your doctor’s
advice, your age, how serious your condition
is, and many other factors.

Does the Coverage Example
predict my future expenses?

No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your own
costs will be different depending on the care
you receive, the prices your providers charge,
and the reimbursement your health plan
allows.

Can | use Coverage Examples to
compare plans?

Yes. When you look at the Summary of
Benefits and Coverage for other plans, you’ll
find the same Coverage Examples. When you
compare plans, check the “Patient Pays” box
in each example. The smaller that number,
the more coverage the plan provides.

Are there other costs | should
consider when comparing plans?

Yes. An important cost is the premium you
pay. Generally, the lower your premium, the
more you’ll pay in out-of-pocket costs, such
as copayments, deductibles, and
coinsurance. You should also consider
contributions to accounts such as health
savings accounts (HSAs), flexible spending
arrangements (FSAs) or health
reimbursement accounts (HRAs) that help
you pay out-of-pocket expenses.

Questions: If you are a member please call the number on your ID card or log into My Account on www.carefirst.com. Otherwise, please call 1-855-258-6518. If
you aren’t clear about any of the undetlined terms used in this form, see the Glossary at www.carefirst.com/sbcg.
CareFirst SBC ID: SBC20161212MANPERDUE-NIMANRANCHPPONO012017
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Carehrst;

Family of health care plans

Notice of Nondiscrimination and Availability of Language Assistance Services

CareFirst BlueCross BlueShield, CareFirst BlueChoice, Inc. and all of their corporate affiliates (CareFirst)
comply with applicable federal civil rights laws and do not discriminate on the basis of race, color, national origin, age, disability or sex. CareFirst does not exclude
people or treat them differently because of race, color, national origin, age, disability or sex.

CareFirst:
e Provides free aid and services to people with disabilities to communicate effectively with us, such as:
0 Qualified sign language interpreters
o0 Written information in other formats (large print, audio, accessible electronic formats, other formats)
o Provides free language services to people whose primary language is not English, such as:
0 Qualified interpreters
o Information written in other languages

If you need these services, please call 855-258-6518.

If you believe CareFirst 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 our CareFirst Civil Rights Coordinator.

Civil Rights Coordinator, Corporate Office of Civil Rights

Telephone Number  410-528-7820

Mailing Address P.O. Box 8894
Baltimore, Maryland 21224
Fax Number 410-505-2011
Email Address civilrightscoordinator@carefirst.com

You can file a grievance by mail, fax or email. If you need help filing a grievance, our CareFirst Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights electronically through the Office for Civil
Rights Complaint portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at:

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

Room 509F, HHH Building

Washington, D.C. 20201

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

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

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc.

CareFirst of Maryland, Inc., Group Hospitalization and Medical Services, Inc., CareFirst BlueChoice, Inc., First Care, Inc. and The Dental Network

are independent licensees of the Blue Cross and Blue Shield Association. ® Registered trademark of the Blue Cross and Blue Shield Association.
®' Registered trademark of CareFirst of Maryland, Inc.




Foreign Language Assistance

English (English): Attention: This notice contains information about your insurance coverage. It may contain key dates and you may need to take action by certain

deadlines. You have the right to get this information and assistance in your language at no cost. Members should call the phone number on the back of their identification

card. All others may call 1-855-258-6518 and wait through the dialogue until prompted to push 0. When an agent answers, state the language you need and you will be connected
to an interpreter.

ATICT (Amharic) T1000.9:- LU TINFOEE (A oo Ti477P aol8 LHA: O $1-120F 044 ALZTLFD- 0910 TICT AS% QAL AU OO 67+ AeH LTFAA: BT 0908 Po1TTH hG
AT NG NKIRP W 0997 TH a1t AAP T AN NP hord 0P NC&P NAHECA AL OLTMPOAD: LAAN ETC aPROA LFAN: ANA NALE £719° ML hAh &TC 1-855-258-6518 LoAm- 07
A58 AANLTICP 40 71947 om0 AMNP: A& ORLA aPAN ALNTPT PTLLATTT £7% LAD-¢: NH.LI° NFCATT, OC L1955 (s

Edé Yoruba (Yoruba) 1tétiléko: Akiyési yii ni iwifin nipa isé¢ addjatofo re. O le ni awon dééti patd o si le ni lati gbé igbés¢ ni awon 9jo gbédéke kan. O ni ¢to lati gba iwifun yii ati
iranlowo ni édé re 16fe¢. Awon omo-egbé gbodo pe ndmba foonu té wa I€yin kdadi idanimo won. Awon miran le pe 1-855-258-6518 ki o si durd nipas¢ ijiroro titi a ¢ fi so fin ¢
lati te 0. Nigbati asoju kan ba dahun, so édé ti o fé a ¢ si so ¢ po mo ogbufo kan.

Tié zeng Viét (Viemamese) Chu y: Thong bao nay chira thong tin vé pham vi bao hiém ctia quy vi. Thong bao c6 thé chira nhiing ngay quan trong va quy vi can hanh dong trude mot
sO thoi han nhét dinh. Quy vi ¢6 quyén nhan dugc thong tin nay va hd trg bang ngoén ngir cia quy vi hoan toan mién phi. Cac thanh vién nén goi s6 dién thoai ¢ mat sau cua the
nhan dang. Tat ca nhitng nguoi khac co thé goi s6 1-855-258-6518 va cho hét cude ddi thoai cho dén khi duge nhic nhan phim 0. Khi mot tong dai vién tra 16i, hiy néu rd ngon
ngit quy vi cAn va quy vi s& duoc két ndi véi mot thong dich vién.

Tagalog (Tagalog) Atensyon: Ang abisong ito ay naglalaman ng impormasyon tungkol sa nasasaklawan ng iyong insurance. Maaari itong maglaman ng mga pinakamahalagang
petsa at maaaring kailangan mong gumawa ng aksyon ayon sa ilang deadline. May karapatan ka na makuha ang impormasyong ito at tulong sa iyong sariling wika nang walang
gastos. Dapat tawagan ng mga Miyembro ang numero ng telepono na nasa likuran ng kanilang identification card. Ang lahat ng iba ay maaaring tumawag sa 1-855-258-6518 at
maghintay hanggang sa dulo ng diyalogo hanggang sa diktahan na pindutin ang 0. Kapag sumagot ang ahente, sabihin ang wika na kailangan mo at ikokonekta ka sa isang
interpreter.

Espaiiol (Spanish) Atencion: Este aviso contiene informacion sobre su cobertura de seguro. Es posible que incluya fechas clave y que usted tenga que realizar alguna accion antes
de ciertas fechas limite. Usted tiene derecho a obtener esta informacion y asistencia en su idioma sin ningun costo. Los asegurados deben llamar al ntimero de teléfono que se
encuentra al reverso de su tarjeta de identificacion. Todos los demas pueden llamar al 1-855-258-6518 y esperar la grabacion hasta que se les indique que deben presionar

0. Cuando un agente de seguros responda, indique el idioma que necesita y se le comunicara con un intérprete.

Pycckuii (Russian) Baumanue! Hacrosiiee yBeJOMIICHHAE COJCPKUT HHPOPMAIIHIO O BallleM CTPaXxOBOM 00eclieueHnU. B HeM MOTYT yKa3bIBaThCsl BXKHBIC IAThI, U OT BAC MOXKET
MoTpeboBaThCA BBIMOJIHUTH HEKOTOPBIE ACHCTBUS 10 ONPEAETICHHOTO cpoka. Bbl nMeeTe mpaBo OeCIIaTHO MOTYYHUTh HACTOSILINE CBEIEHHS U COITyTCTBYIOIIYIO IIOMOIIb Ha
yA0OHOM BaM sI3bIKE. YYaCTHHUKaM CIIeAyeT oOpalaThCs Mo HoMepy TenedoHa, yka3aHHOMY Ha TBUIbHOM CTOpPOHE HACHTU()HUKAIIMOHHOM KapThl. Bce mpoune aboOHEHTHI MOTYT
3BOHUTH 110 HOMepyY 1-855-258-6518 u oxkumath, oka B roIocOBOM MEHIO He OYJeT PeUI0KeHO HaxaTh Idpy «0». TIpu oTBeTe areHTa YKaKUTE KeaeMbIi S3bIK OOIIEHYS, U
Bac CBSOKYT C TIEPEBOTIHKOM.

187GT (Hindi) €T &: S8 AT H TThT AT Halol o aR A STAhRI &1 375 T 81 Hehel & o 583 FE&T Tl &1 ool g1 31X 3mueh forw faneft e waar-diar & #fierk
I YT ST BT | TR TG STeTehRT IR T FETIAT AT 19T 7 fo¥:Q[eeh UTet T DR § | HEEAT T 391 Tgled T oh Uiy ST 7T BT HeX IX hlel el

TIfRT| 31T Tt T 1-855-258-6518 TR hlel Y Hehcl ¢ 31X ST I 0 EaTel & TIT T gl ST, A dh TATG ST TAIGT Y| ST IS Toic 3cak & dl 3/ 37T=AT HTST §aTv 3R
3T SATEATHR T Tholdre Y AT ST




Bdssi-wuqu (Bassa) To Puti Cao! B3 nia ke ba nyo b& ké m gbo kpa b6 ni flia-fiia-tiin nyee jé dyi. B nia ke bédé wé jéé b& bé m ké de wa m5 th ké nyuee nyu hwe b¢ wé béa ké zi. D
m) ni kpé bé t ké b3 nia ke ke gbo-kpa-kpa m maee dyé dé ni bidi-widl ma bé h ké se widi o pée. Kpood nys bé me da fiiin-ndba nia dé waa L.D. kaad dein nye. Ny» t33 séin me
d4 n>ba nia ke: 1-855-258-6518, ké m me fo tee b wa kée m gbo c& b m ké ndba mda 0 kee dyi padain hwe. D jii ké nyo do dyi m g jiiin, po wudu th m3 poe dyie, ké nyo o mu bé
niin b€ 5 ké ni wudud mu za.

FRAT (Bengali) TF5 FFF: a2 (AOCT AR I FONES T51F ©F TA®| A7 N 3P ©If Y NF0© "M 932 (AU S MEF AN T fore 200 "M | {7 256 fwa
BT 93 BN ST 472 RG] TSI AYFIT AT AR | ToHOIE ST ATCITEF FFRE VF T F9 F0© A | AEA] 1-855-258-6518 FHF 3 & 0 {6o0@ o1 I7 7 4g
SACTH] FA© TEN | TN (FIET A6 BGF (WEF O AT V@ ST A Fe[d AR AN (ST N7 - I& I 77|

Sl 5y aa S S8 )8 S35 ) GA Jasaie SOl S San sl o f:"_&“ 5 o S Gae el - Jatdia y laslae (Blatia g oS ey p) Sl Qi aa s (Urdu) 520/
5 S U 5 1-855-258-6518 S5l S (g -l GS JIS y ssad 058 3 ga 5e iy (SIS 8Ll S 0 e o 38 S DS daala ade e L) ) S ma A e ) S diala il gl g
S0 sdag e —waa e o) il L) msthae ) gy il e S el S U G Sla S S ba 0 sl o

|y oainl y g cule Sl ol U a5 558 5 Ga ) 5l Lad 20€ ol ali o0l ) jie e )8 Ul 3Y 5 280 age 5l o) (s sha ) (San sl Ladh dany (i3 0 5L 33 (Sle Dl (5 gla asadle) () 4a §5 (Farsi ) o ld
DL 15 0 20 35 i g Ll 16 ey i 5 2 580 (ula 1-855-258-6518 o bad b il 5i o a1 s 23 580 Gl QLB lulisd G IS Cudy 302 500l b il Lime ) i€ il 5o liasa (gl 4 8 &y pem
s g adago je o e 4 U i€ it | 58050 0y el 58 D) (S dan s o Sl ) ey i

O Slialy Ola gleall g 3o Lisall 228 e sl ll 3oy 30380 dilgd e oo Jglan Cile ja) A& A CL’\;J M g «W@)\}S& é}ﬁ;ﬁ.ﬁ} c@gatﬂ\uﬂiglaﬂul.m&ujhéc )Uaiiﬁ\ 128 Sy At (Arabic) Ly el 41
vie ), A e haaall agie bl s alaall A JUaiY) 5 1-855-258-651880) e Juai¥) (A3 (Sar, age Aualall 4 el Cay jai 48y jeda 8 5Saall Cile) ) o Juai¥) eliac ) e auy, 445 (g Jass
il il anls s 5 s s ol 501 ) rins 20 Al Sl oS ) o A

i X ALK (Traditional Chinese) 8. Kﬁﬁﬂﬂagﬁﬁ\uﬂ’]ﬁ ST ER. AP S EEZAHYREHESCHRZIEERNMNTE ., GERANREERELEA,
L;L&iﬁiﬂ!&:ﬂ’]ﬂiﬁ?%f MmBRTE. EEFEBITNESS R FEEMESERIE, EMArE AL ESE 1-855-258-6518, MHRBEIIHEER TR TIRE 0, EEEALDE
B, FEREECTEFERAMES, SREMEROZEANEER,

Igbo (Igbo) Nrubama: Qkwa a nwere 0zi gbasara mkpuchi nchekwa onwe gi. O nwere ike inwe ubochi ndi di mkpa, i nwere ike ime ihe tupu ufody ubochi njedebe. I nwere ikike inweta ozi
na enyemaka a n’asusu gi na akwughi ugwo o bula. Ndi otu kwesiri ikpo akara ekwenti di n’azy nke kaadi njirimara ha. Ndi 0zo niile nwere ike ikpo 1-855-258-6518 wee chere ububo ahy
ruo mgbe amanyere ipi 0. Mgbe onye nnochite anya zara, kwuo asusu i choro, a ga-ejiko gi na onye okowa okwu.

Deutsch (German) Achtung: Diese Mitteilung enthilt Informationen iiber Thren Versicherungsschutz. Sie kann wichtige Termine beinhalten, und Sie miissen gegebenenfalls innerhalb
bestimmter Fristen reagieren. Sie haben das Recht, diese Informationen und weitere Unterstiitzung kostenlos in Threr Sprache zu erhalten. Als Mitglied verwenden Sie bitte die auf der
Riickseite Threr Karte angegebene Telefonnummer. Alle anderen Personen rufen bitte die Nummer 1-855-258-6518 an und warten auf die Aufforderung, die Taste O zu driicken. Geben Sie
dem Mitarbeiter die gewiinschte Sprache an, damit er Sie mit einem Dolmetscher verbinden kann.

Frangais (French) Attention : cet avis contient des informations sur votre couverture d'assurance. Des dates importantes peuvent y figurer et il se peut que vous deviez entreprendre des
démarches avant certaines échéances. Vous avez le droit d'obtenir gratuitement ces informations et de l'aide dans votre langue. Les membres doivent appeler le numéro de téléphone
figurant a l'arriére de leur carte d'identification. Tous les autres peuvent appeler le +1 855 258 6518 et, aprés avoir écouté le message, appuyer sur le 0 lorsqu'ils seront invités a le faire.
Lorsqu'un(e) employé(e) répondra, indiquez la langue que vous souhaitez et vous serez mis(e) en relation avec un interprete.

o5 0f(Korean) 2]: o] ‘EA Aol = B AWM Aol tfgk R 7} E3hE o] JFUTh 8 dx 9 X & FaloF ah= 54 7]gho] x3hd = AFUTh Al A= ARS
Aol =2 s R} A5 -5 A 7F AFUTE 3l dolal A5 1D 7h=9] Ao e A= s FA A 2. 3l do] of Y4l 79 1-855-258-6518H S & 7 35}
08 T2 = WAIA 7 & w714 7oA Al 2. A A H dEdel A g Aol AHeAH B A zd dAs] =gt



