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

PacificSource: Navigator Bronze HSA 7500

Coverage Period: 01/01/2024 - 12/31/2024
Coverage for: Individual/Family Plan Type: PPO

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, go to PacificSource.com/plan-details. 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 Healthcare.gov/sbc-glossary or call 1-866-556-1224 to request a copy.
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Important Questions

What is the overall
deductible?

Answers

In-network provider: $7,500 individual/$15,000 family |
Out-of-network provider: $10,000 individual/$20,000
family

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 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 your
deductible?

Yes. Preventive care and other services listed below
with ‘deductible does not apply’.

This plan covers some items and services even if you haven't yet met the deductible
amount. But a copayment or coinsurance may apply. For example, this plan covers
certain preventive services without cost sharing and before you meet your
deductible. See a list of covered preventive services at
Healthcare.gov/coverage/preventive-care-benefits/.

Are there other deductibles

for specific services?

No.

You don't have to meet deductibles for specific services.

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

In-network provider: $7,500 individual/$15,000 family |
Out-of-network provider: $25,000 individual/$50,000
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, balance-billing charges, and health care this
plan doesn't cover.

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

Will you pay less if you use
a network provider?

Yes. See
providerdirectory.PacificSource.com/Commercial/?nPla
n=Navigator or call 1-866-556-1224 for a list of network
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?

No.

You can see the specialist you choose without a referral.
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A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical Event

Services You May Need

What You Will Pay

In-network

Out-of-network

Limitations, Exceptions, & Other

If you visit a health care
provider's office or clinic

Primary care visit to treat an

(You will pay the least)

(You will pay the most)

Important Information

injury or illness No charge 50% co-insurance None
Specialist visit No charge 50% co-insurance None

You may have to pay for services that aren't
preventive. Ask your provider if the services

Preventive No charge, deductible does 50% co-i ded iive. Then check what
care/screenina/immunization not apply o CO-insurance needed are preventive. Then check wha
Care/screening your plan will pay for. Tobacco cessation:
Not covered out-of-network.
Diagnostic test (x-ray, blood
work) beray No charge 50% co-insurance None
If you have a test
Imaging (CT/PET scans, o Prior authorization required. If not received,
No charge 50% co-insurance . .
MRIs) you will be responsible for the expense.

If you need drugs to treat your
iliness or condition

More information about
prescription drug coverage is
available

at

PacificSource.com/drug-list

Generic drugs - Tier 1

Retail: No charge
Mail: No charge

90% co-insurance

Preferred drugs - Tier 2

Retail: No charge
Mail: No charge

90% co-insurance

Non-preferred drugs - Tier 3

Retail: No charge
Mail: No charge

90% co-insurance

Specialty drugs - Tier 4

Retail: No charge
Mail: No charge

90% co-insurance

For all prescription drug list tiers:
Prescription benefit includes certain
outpatient drugs as a preventive benefit at
no charge when received in-network,
deductible does not apply. Cost share
amounts shown represent a 30 day supply at
retail and a 90 day supply at mail order.
Quantity for retail and mail order are limited
to a 90 day supply. Quantity for Specialty
drug is limited to 30 day supply. Prior
authorization required for certain drugs. If
not received, you will be responsible for the
expense.

If you have outpatient surgery

Facility fee (e.g., ambulatory

Prior authorization required for some

surgery center) No charge 50% co-insurance surgeries. If not received, you will be
responsible for the expense.
Physician/surgeon fees No charge 50% co-insurance None
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Common Medical Event

Services You May Need

What You Will Pay

In-network

Out-of-network

Limitations, Exceptions, & Other

If you need immediate medical
attention

Emergency room care

(You will pay the least)

Medical emergency: No
charge
Non-emergency: No charge

(You will pay the most)

Medical emergency: No
charge
Non-emergency: 50%
co-insurance

Important Information

None

Emergency medical
transportation

Ground: No charge
Air: No charge

Ground: No charge
Air: No charge

Limited to nearest facility able to treat
condition. Air covered if ground medically or
physically inappropriate.

If you need help recovering or
have other special health
needs

Urgent care No charge 50% co-insurance None
Limited to semi-private room, except when a
Facility fee (e.g., hospital private room is determined to be necessary.
room) No charge 50% co-insurance Prior authorization required for some
If you have a hospital stay inpatient services. If not received, you will be
responsible for the expense.
Physician/surgeon fees No charge 50% co-insurance None
. . Office visits: No charge
Outpatient services Other outpatient care: No 50% co-insurance None
If you need mental health, charge
behavioral health, or . - .
substance abuse services _ _ Prior authorization required for some
Inpatient services No charge 50% co-insurance inpatient services. If not received, you will be
responsible for the expense.
Office visits No charge 50% co-insurance _ _
Cost sharing does not apply for preventive
Childbirth/delivery o services. Delivery and hospital visits are
If you are pregnant professional services No charge 50% co-insurance covered under prenatal and postnatal care.
— . — Facility is covered the same as any other
Childbirthidelivery facility No charge 50% co-insurance hospital services.
services EE—
Home health care No charge 50% Co-insurance Limited to 130 visits/year. No coverage for

private duty nursing or custodial care.

Rehabilitation services

Inpatient: No charge
Outpatient: No charge

Inpatient: 50% co-insurance
Outpatient: 50% co-insurance

Inpatient: Limited to 30 days/year.
Outpatient: Limited to 30 visits/year. No
coverage for recreation therapy.
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Common Medical Event

Services You May Need

What You Will Pay

In-network Out-of-network Limitations, Exceptions, & Other

Habilitation services

(You will pay the least) (You will pay the most)  Important Information

Inpatient: Limited to 30 days/year.
Outpatient: Limited to 30 visits/year. No
coverage for recreation therapy.

Inpatient: No charge
Outpatient: No charge

Inpatient: 50% co-insurance
Outpatient: 50% co-insurance

Skilled nursing care

Limited to 60 days/year. No coverage for

No charge custodial care.

50% co-insurance

Durable medical equipment

Limited to: one pair/year for glasses or
contact lenses; one manual or electric breast
pump/pregnancy; $150/year for wig for
chemotherapy or radiation therapy. Prior
authorization required in certain
circumstances, if not received, you will be
responsible for the expense.

No charge 50% co-insurance

Hospice services

No coverage for private duty nursing.

No charge Respite care limited to 14 days lifetime.

50% co-insurance

Children's eye exam

No charge up to $40
maximum, deductible does
not apply, then 100%
co-insurance

No charge, deductible does
not apply

For age 18 or younger, two routine eye
exams/year.

If your child needs dental or
eye care
Children's glasses

Combined in-network and out-of-network:
For age 18 or younger, one pair of glasses
(frames and lenses) or contacts (lenses and
fitting) per year. No charge up to $150
maximum, deductible does not apply.

Combined in-network and
out-of-network: No charge

Combined in-network and
out-of-network: No charge

Children's dental check-up

Not covered Not covered Not covered

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 Bariatric surgery °
e Cosmetic surgery (except in certain situations) °
e Dental care (Adult) .
e Hearing aids (Adult) °

Hearing aids (Child) e Private-duty nursing
Infertility treatment e Routine eye care (Adult)
Long-term care ¢ Routine foot care, other than with diabetes mellitus

Non-emergency care when traveling outside the
U.S.
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Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)

e Abortion e Chiropractic care - 12 visits/year e Weight loss programs

e Acupuncture - 12 visits/year

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:
Office of the Insurance Commissioner at 1-800-562-6900 or at insurance.wa.gov. 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 Healthcare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance
or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete
information to submit a claim, appeal or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact: The PacificSource
Customer Service team at 1-866-556-1224 or the Office of the Insurance Commissioner at 1-800-562-6900 or at insurance.wa.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 Minimum Value Standards? Not Applicable.
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 1-866-556-1224.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-556-1224.
Chinese (HF3): Wik FHEH A B, 1EHITIXNFHS 1-866-556-1224.

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:

a5

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)

Managing Joe’s Type 2 Diabetes

Mia’s Simple Fracture
(a year of routine in-network care of a well-controlled

(in-network emergency room visit and follow up care)

m The plan's overall deductible
m Specialist

m Hospital (facility)

m Other

$7,500

0% co-insurance
0% co-insurance

0% co-insurance

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)

condition)
m The plan's overall deductible
m Specialist
m Hospital (facility)
m Other

$7,500
0% co-insurance

m The plan's overall deductible
m Specialist

0% co-insurance

0% co-insurance

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)

m Hospital (facility)
m Other

$7,500

0% co-insurance
0% co-insurance
0% co-insurance

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 $7500 Deductibles $5400 Deductibles $2800
Copayments $0 Copayments $0 Copayments $0
Coinsurance $0 Coinsurance $0 Coinsurance $0
What isn't covered What isn't covered What isn't covered

Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $7,560 The total Joe would pay is $5,420 The total Mia would pay is $2,800

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

HEALTH PLANS

Discrimination Is Against the Law

PacificSource Health Plans (“PacificSource”) complies with applicable Federal and Washington state civil
rights laws and does not discriminate on the basis of race, color, national origin, age, disability, sex, gender
identity or sexual identity. PacificSource does not exclude people or treat them differently because of race,
color, national origin, age, disability, sex, gender identity or sexual identity.

PacificSource:

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

e Provides free language services to people whose primary language is not English, such as:

o Qualified interpreters
o Information written in other languages

If you need these services, contact Customer Service at (888) 977-9299.

If you believe that PacificSource has failed to provide these services or discriminated in another way on
the basis of race, color, national origin, age, disability, sex, gender identity or sexual identity, you can file a
grievance with: Civil Rights Coordinator, PO Box 7068, Springfield, OR 97475-0068, (888) 977-9299, TTY:
711, Fax (541) 684-5264,or email CRC@pacificsource.com. Please indicate your wish to file a civil rights
grievance. You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance,
Customer Service Department 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

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

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

The Washington State Office of the Insurance Commissioner, electronically through the Office of the
Insurance Commissioner Complaint portal available at https://insurance.wa.gov/file-complaint-or-check-
your-complaint-status, or by phone at 800-562-6900, 360-586-0241(TDD). Complaint forms are available
at https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.

PSE.NDN.WA.0122 PacificSource.com CLB1199_072821
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Bantu-Kirundi

Iyi notice ifise akamaro k’ingenzi. lyi notice ifise akamaro kingene utegerezwa gusaba canke
ivyerekeye PacificSource Health Plans, ucuraba ko ibikenewe kuriyi notice, ushobora gufata
umwanzuro ukungene wokurikirana ubuzima bwawe uburihiye. Kandi ukongera kugira
uburenganzira bwo kwigenga kuronka amakuru n’ubufasha mu rurimi gwawe atacyo utanze.
Hamagara (888) 977-9299.

Cambodian-
Mon-Khmer

-~

Umaﬁﬁﬁi’énﬁﬁum" gSNliysSunso Hens 1 unsAayISainuLS:
gsSNinigsSunda B8 HONoURanu gy mih 18 iy s enwity: PacificSource
Health Plans4 (e 2TaUHIm MIUITUIG I IS STt n:riﬁshumcﬁﬁ%nsanhms 9
HRUIRUMUToiMIuismusygemn bosinnigmaomasis
uisedSmimt ;‘::ﬁmjﬁ IR eMNIEMN JUARSSWUGMIY 4

HRYSHI08K fysuis: Sﬁiﬁsmti:rlﬁst&mﬁnnmﬁmmmes:—gmmu
10w 4 g Jins (888) 977-9299[4

Chinese

KEHER EEH’]JLE\O A B RN EHRFEIB PacificSource Health Plans rig
HMBERRGEEEEMNAR., FEAEMNPEEEZMHM. ﬁﬁ%‘ef%méﬁé&zma
M2 ATREITE), LURBIENEREERIESHEMREE, 1’“757@*']%%141.’5 EEEIER
MR FEE (888)977-9299,

Cushite-
Oromo

Beeksisni kun odeeffannoo barbaachisaa qaba. Beeksisti kun sagantaa yookan karaa
PacificSource Health Plans tiin tajaajila keessan ilaalchisee odeeffannoo barbaachisaa qaba.
Guyyaawwan murteessaa ta’an beeksisa kana keessatti ilaalaa. Tarii kaffaltiidhaan
deeggaramuuf yookan tajaajila fayyaa keessaniif guyyaa dhumaa irratti wanti raawwattan
jiraachuu danda’a. Kaffaltii irraa bilisa haala ta’een afaan keessaniin odeeffannoo argachuu fi
deeggarsa argachuuf mirga ni qabaattu. Lakkoofsa bilbilaa (888) 977-9299 tii bilbilaa.

French

Cet avis a d'importantes informations. Cet avis a d'importantes informations sur votre demande
ou la couverture par l'intermédiaire de PacificSource Health Plans. Rechercher les

dates clés dans le présent avis. Vous devrez peut-étre prendre des mesures par certains délais
pour maintenir votre couverture de santé ou d'aide avec les colts. Vous avez le droit d'obtenir
cette information et de I'aide dans votre langue a aucun co(t. Appelez (888) 977-9299.

German

Diese Benachrichtigung enthilt wichtige Informationen. Diese Benachrichtigung enthalt wichtige
Informationen bezlglich lhres Antrags auf Krankenversicherungsschutz durch PacificSource
Health Plans. Suchen Sie nach wichtigen Terminen in dieser Benachrichtigung. Sie kénnten bis
zu bestimmten Stichtagen handeln missen, um Ihren Krankenversicherungsschutz oder Hilfe
mit den Kosten zu behalten. Sie haben das Recht, kostenlose Hilfe und Informationen in lhrer
Sprache zu erhalten. Rufen Sie an unter (888) 977-9299.

Italian

Questo avviso contiene informazioni importanti sulla tua domanda o copertura attraverso
PacificSource Health Plans. Cerca le date chiave in questo avviso. Potrebbe essere necessario un
tuo intervento entro una scadenza determinata per consentirti di mantenere la tua copertura o
sovvenzione. Hai il diritto di ottenere queste informazioni e assistenza nella tua lingua
gratuitamente. Chiama (888) 977-9299.

Japanese

COBMZITFEELGERNEENTOET, ZDBEANZIE. PacificSource Health
Plans OEFEFIIFHESHEICEATIEELHFERNESEATVET ., COBEAIZE
HINTWLIEELAMZECHRECESLD, BREROAERYR— FZ2#iET 5121,
HEDHEETICHTBZEROS R ITNELSBRWNMGELAHYEFT, CHENDSEICLDE
WMESR— EHNEETIRESINFE T, (888)977-29F THEHFEL &L,




Korean
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Laotian
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Nepali
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Norweigen

Denne kunngjeringen har viktig informasjon. Kunngjgringen inneholder viktig informasjon om
programmet eller dekning gjennom PacificSource Health Plans. Se etter viktige datoer i denne
kunngjgringen. Du ma kanskje ta affaere ved visse frister for a beholde helse-dekning eller
gkonomisk bistand. Du har rett til & fa denne informasjonen og hjelp i ditt spark uten kostnad.
Ring (888) 977-9299.

Pennsylvania
Dutch

Die Bekanntmaching gebt wichdichi Auskunft. Die Bekanntmaching gebt wichdichi Auskunft
baut dei Application oder Coverage mit PacificSource Health Plans. Geb Acht fer

wichdiche Daadem in die Bekanntmachung. Es iss meeglich, ass du ebbes duh muscht, an
beschtimmde Deadlines, so ass du dei Health Coverage bhalde kannscht, odder bezaahle helfe

kannscht. Du hoscht es Recht fer die Information un Hilf in deinre eegne Schprooch griege, un
die Hilf koschtet nix. Kannscht du (888) 977-9299 uffrufe

Persian
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Punjabi
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Romanian

Prezenta notificare contine informatii importante. Aceasta notificare contine informatii
importante privind cererea sau acoperirea asigurarii dumneavoastre de sanatate prin
PacificSource Health Plans. Cautati datele cheie din aceasta notificare. Este posibil sa fie nevoie
sa actionati pana la anumite termene limita pentru a va mentine acoperirea asigurarii de
sanatate sau asistenta privitoare la costuri. Aveti dreptul de a obtine gratuit aceste informatii si
ajutor in limba dumneavoastra. Sunati la (888) 977-9299.




Russian

Hacrosmee yBemoMileHHE COAEPKUT BAXKHYI0 HHPOPMAITHIO. 3TO YBEAOM/IEHUE COLEPKUT
BaXKHYIOMHPOPMALIMIO O BaLLEM 3aABAEHUN UAKN CTPAXOBOM NOKpPbITUKM Yepes PacificSource
Health Plans. MocmoTpuTe Ha KatoYeBble AaTbl B HACTOALLEM YBeAOMAEHMU. Bam, BO3MOXKHO,
notpebyeTca NPUHATL MePbl K onpeaeneHHbIM NpeaenbHbIM CPOKaM 418 COXPaHeHUA
CTPAxX0BOro MOKPbLITUA MM MOMOLLM C pacxodamu. Bbl umeeTe npaBo Ha becniaTtHoe noayyeHue
3TON MHbOPMALIMKN M MOMOLLLb Ha BalleM fA3blKe. 3BOHUTE o TenedoHy (888) 977-9299.

Serbo-
Croatian

U ovom obavjestenju su sadrzane vazne informacije. U ovom obavjestenju su sadrZane vaine
informacije o Vasoj prijavi ili osiguranju preko PacificSource Health Plans. Pogledajte nalaze li se
u ovom obavjestenju neki klju¢ni datumi. MozZzda ¢ete morati poduzeti odredenje radnje u
datom roku kako biste i dalje zadrzali svoje osiguranje ili pomoc¢ pri pla¢anju. Imate pravo da ove
informacije, kao i pomoc¢, dobijete besplatno na svom jeziku. Nazovite (888) 977-9299.

Spanish

Este Aviso contiene informacion importante. Este aviso contiene informacién importante acerca
de su solicitud o cobertura a través de PacificSource Health Plans. Preste atencidn
a las fechas clave que contiene este aviso. Es posible que deba tomar alguna medida antes de
determinadas fechas para mantener su cobertura médica o ayuda con los costos. Usted tiene
derecho a recibir esta informaciéon y ayuda en su idioma sin costo alguno. Llame al (888) 977-
9299.

Tagalog

Ang Paunawa na ito ay naglalaman ng mahalagang impormasyon. Ang paunawa na ito ay
naglalaman ng mahalagang impormasyon tungkol sa iyong aplikasyon o pagsakop sa
pamamagitan ng PacificSource Health Plans. Tingnan ang mga mahalagang petsa dito sa
paunawa. Maaring mangailangan ka na magsagawa ng hakbang sa ilang mga itinakdang panahon
upang mapanatili ang iyong pagsakop sa kalusugan o tulong na walang gastos. May karapatan ka
na makakuha ng ganitong impormasyon at tulong sa iyong wika ng walang gastos. Tumawag sa
(888) 977-9299.

Thai

UmailiidoyaandisnailidoyaiandnidmiunsnsainmieveuiunUsiuguanusinn
W PacificSource  Health Plans  gnwusanisTudsznaiinaonaasdesaniiiunisaisTun
MuestpznafinliusuIRoazs N MTUsAUdYMWDBIRMnSoMathumaeifian [9anoauianaiia
slasudayanarmuthumaail lumwwesaaulas LifienToas Tns (888) 977-9299.

Ukrainian

Le moBiioMIIeHHSI MICTUTB BaXIIMBY iHpOpMaIIito. Lle noBifoMneHHA MicTUTb BaXKMBY
iHpopMaLito Npo Balle 3BepHEHHS LWOA0 CTPAXyBaibHOIo NOKpUTTA Yepes PacificSource Health
Plans. 3BepHiTb yBary Ha KO4YOBi AaTW, BKa3aHi y LbOMY NOBiAOM/EHHI. ICHY€e iMOBIpHICTb
TOro, wo Bam Tpeba byae 34iACHATU NEBHI KPOKU Y KOHKPETHI KiHLEBI CTPOKM ANA TOro, Wob
36eperTv Bawe megmnyHe cTpaxyBaHHA abo oTpumaTt diHaHCOBY gonomory. Y Bac € npaso Ha
OTPUMaHHA L€l iHdopmau,ii Ta sonomorn 6e3KoWTOBHO Ha Bawili pigHii moBi. [J3BOHITL 3a
Homepom TenedoHy (888) 977-9299.

Vietnamese

Théng bao nay cung cap thong tin quan trong. Thdng bao nay cé thong tin quan trong vé don xin
ndp hodc hop déng bao hiém qua chwong trinh PacificSource Health Plans. Xin xem ngay then
chdt trong théng bdo nay. Quy vi ¢ thé phai thuc hién theo théng bao dung thoi han dé duy tri
bao hiém sirc khoe hodc duoc tro gitp thém vé chi phi. Quy vi cé quyén duoc biét thdng tin nay
va duoc tro gitp bang ngdn ngit cila minh hoan toan mién phi. Xin goi s& (888) 977-9299.




