blue @ of california

Summary of Benefits Teamsters Local 1932 Health and
Welfare Trust

Effective July 29, 2023
HMO Platinum POS Plan

HMO Platinum POS Plan

This Summary of Benefits shows the amount you will pay for Covered Services under this Blue Shield of California benefit
Plan. It is only a summary and it is part of the contract for health care coverage, called the Evidence of Coverage
(EOC).! Please read both documents carefully for details.

Medical Provider Network: HMO and PPO Networks

This Plan provides benefits at two different levels:

e Level | (HMO Participating Providers): Services must be provided or prior authorized by your Primary Care
Physician or Medical Group/IPA, except in an Emergency or otherwise specified. Please review your EOC for
details about how to access care under this level.

e level Il (PPO Participating Providers): Services are provided by Participating Providers for outpatient
professional services provided in an office setting. Any Copayment or Coinsurance is calculated from the
Allowable Amount.

You are responsible for any Copayment or Coinsurance and any charges over the Allowable Amount. You can find
Participating Providers in this network at blueshieldca.com.

Calendar Year Deductibles (CYD)?

A Calendar Year Deductible (CYD) is the amount a Member pays each Calendar Year before Blue Shield pays for
Covered Services under the benefit Plan. Blue Shield pays for some Covered Services before the Calendar Year
Deductible is met, as noted in the Benefits chart below.

Level | HMO Plan Level Il Participating
Providers 3 Providers 3
Calendar Year medical Deductible Individual coverage $0 $0
Family coverage $0: individual $0: individual
$0: Family $0: Family

Calendar Year Out-of-Pocket Maximum#4

An Out-of-Pocket Maximum is the most a Member will pay for Covered Services each Calendar Year. Any exceptions
are listed in the Notes section at the end of this Summary of Benefits.

Level | HMO Plan Providers3 Level Il Participating Providers3
Individual coverage $1,500 $8,000
Family coverage $1,500: individual $8,000: individual
$3,000: Family $16,000: Family

No Annual or Lifetime Dollar Limit

Under this benefit Plan there is no dollar limit on the total amount Blue Shield will pay for Covered Services in a
Member’s lifetime.
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Benefits® Your payment
Level | HMO Plan CYD? Level Il Participating CYD?2
Providers3 applies Providers3 applies

Preventive Health Services®

Preventive Health Services $0 $30/visit

California Prenatal Screening Program $0 $0
Physician services

Primary care office visit $10/visit $30/visit

Specialist care office visit $10/visit $30/visit

Physician home visit $10/visit $30/visit

Physician or surgeon services in an $0 Not covered

Outpatient Facility

Physician or surgeon services in an $0 Not covered

inpatient facility
Other professional services

Other practitioner office visit $10/visit $30/visit

Includes nurse practitioners, physician
assistants, and therapists.

Acupuncture services

Chiropractic services

Not covered

Not covered

Not covered

Not covered

Teladoc consultation $0 Not covered
Family planning
. Counseling, consulting, and $0 Not covered
education
. Diaphragm fitting, intrauterine $0 Not covered
device (IUD), implantable
contraceptive, and related
procedure.
. Injectable contraceptive $0 $30/visit
. Under Level I, services are only
covered if received in a
Physician’s office.
« Tuballigation $0 Not covered
. Vasectomy $10/surgery Not covered
Podiatric services $10/visit $30/visit
Medical nutrition therapy, not related to $0 Not covered
diabetes
Pregnancy and maternity care
Physician office visits: prenatal and $0 20%

postnatal




Benefits® Your payment

Level | HMO Plan CYD? Level Il Participating CYD?2
Providers3 applies Providers3 applies

Abortion and abortion-related services $0 $0

Emergency Services

Emergency room services $50/visit $50/visit

If admitted to the Hospital, this
payment for emergency room services
does not apply. Instead, you pay the
participating provider payment under
Inpatient facility services/ Hospital
services and stay.

Emergency room Physician services $0 $0

Urgent care center services $10/visit $10/visit

Ambulance services $0 $0

This payment is for emergency or
authorized transport.

Outpatient Facility services

Ambulatory Surgery Center $0 Not covered

Outpatient Department of a Hospital: $0 Not covered
surgery

Outpatient Department of a Hospital: $0 Not covered
treatment of illness or injury, radiation
therapy, chemotherapy, and necessary
supplies

Inpatient facility services

Hospital services and stay $0 Not covered

Transplant services

This payment is for all covered
transplants except tissue and kidney.
For tissue and kidney transplant
services, the payment for Inpatient
facility services/ Hospital services and
stay applies.

. Special transplant facility inpatient $0 Not covered
services

. Physician inpatient services $0 Not covered




Benefits® Your payment

Level | HMO Plan CYD? Level Il Participating CYD?
Providers3 applies Providers3 applies

Bariatric surgery services, designated
California counties

This payment is for bariatric surgery
services for residents of designated
California counties. For bariatric surgery
services for residents of non-designated
Callifornia counties, the payments for
Inpatient facility services/ Hospital services
and stay and Physician inpatient and
surgery services apply for inpatient
services; or, if provided on an outpatient
basis, the Outpatient Facility services and
outpatient Physician services payments
apply.

Inpatient facility services $0 Not covered

Outpatient Facility services $0 Not covered

Physician services $0 Not covered

Diagnostic x-ray, imaging, pathology, and
laboratory services

This payment is for Covered Services that
are diagnostic, non-Preventive Health
Services, and diagnostic radiological
procedures, such as CT scans, MRIs, MRAs,
and PET scans. For the payments for
Covered Services that are considered
Preventive Health Services, see Preventive
Health Services.

Laboratory services
Includes diagnostic Papanicolaou
(Pap) test.
. Laboratory center

Under Level ll, services are only $0 $0
covered if received in a Physician’s
office.

. Outpatient Department of a $0 Not covered
Hospital

X-ray and imaging services

Includes diagnostic mammography.
. Outpatient radiology center

Under Level ll, services are only $0 $0
covered if received in a Physician’s
office.




Benefits®

Your payment

Level | HMO Plan CYD? Level Il Participating CYD?2
Providers3 applies Providers3 applies
. Outp.atlent Department of a $0 Not covered
Hospital
Other outpatient diagnostic testing
Testing to diagnose illness or injury such
as vestibular function tests, EKG, ECG,
cardiac monitoring, non-invasive
vascular studies, sleep medicine
testing, muscle and range of motion
tests, EEG, and EMG.
. Office location
Under Level ll, services are only $0 $0
covered if received in a Physician’s
office.
. Outp.at|ent Department of a $0 Not covered
Hospital
Radiological and nuclear imaging
services
. Outpatient radiology center $0 Not covered
. Outpatient Department of a $0 Not covered
Hospital
Rehabilitative and Habilitative Services
Includes Physical Therapy, Occupational
Therapy, and Respiratory Therapy services.
Under Level Il, up to 12 visits per Member,
per Calendar Year.
Office location $10/visit $30/visit
Outpatient Department of a Hospital $0 Not covered
Speech therapy services
Office location $10/visit $30/visit
Outpatient Department of a Hospital $0 Not covered
Durable medical equipment (DME)
DME $0 Not covered
Breast pump $0 Not covered
Orthotic equipment and devices $0 Not covered
Prosthetic equipment and devices $0 Not covered




Benefits® Your payment
Level | HMO Plan CYD? Level Il Participating CYD?2
Providers3 applies Providers3 applies
Home health care services $0 Not covered
Includes home visits by a nurse, Home
Health Aide, medical social worker,
physical therapist, speech therapist, or
occupational therapist.
Home infusion and home injectable therapy
services
Home infusion agency services $0 Not covered
Includes home infusion drugs, medical
supplies, and visits by a nurse.
Hemophilia home infusion services $0 Not covered
Includes blood factor products.
Skilled Nursing Facility (SNF) services
Freestanding SNF $0 Not covered
Hospital-based SNF $0 Not covered
Hospice program services $0 Not covered
Includes pre-Hospice consultation, routine
home care, 24-hour continuous home
care, short-term inpatient care for pain
and symptom management, and
inpatient respite care.
Other services and supplies
Diabetes care services
. Devices, equipment, and supplies $0 Not covered
. Self-management training $0 $30/visit
« Medical nutrition therapy $0 $30/visit
Dialysis services $0 Not covered
PKU product formulas and special food $0 Not covered
products
Allergy serum billed separately from an
) - $0 $0
office visit
Travel immunizations and vaccinations $10/injection $30/injection
Eye examination
One comprehensive eye examination
in a consecutive 12-month period
provided through the contracted VPA.
. Ophthalmologic exam $10/visit $0 up to $60/year

plus 100% of
additional charges




Benefits® Your payment

Level | HMO Plan CYD? Level Il Participating CYD?2
Providers3 applies Providers3 applies
. Optometric exam $10/visit $0 up to $50/year

plus 100% of
additional charges

Mental Health and Substance Use Your payment
Disorder Benefits
Mental health and substance use
disorder Benefits are provided through Level | HMO Plan Providers3 CYD? | Level ll Participating | CYD?2
Blue Shield's Mental Health Service applies Providers3 applies
Administrator (MHSA).
Outpatient services
Off|ce V.IS.,It, including Physician $10/visit $10/visit
office visit
Teladoc mental health $0 Not covered
Intensive outpatient care $0 Not covered
Behavioral Health Treatment in an $0 $0
office setting
Behavioral Health Treatment in $0 $0
home or other non-institutional
facility setting
Office-based opioid treatment $0 $0
Partial Hospitalization Program $0 Not covered
Psychological Testing $0 Not covered
Inpatient services
Physician inpatient services $0 Not covered
Hospital services $0 Not covered
Residential Care $0 Not covered

Notes

1 Evidence of Coverage (EOC):

The Evidence of Coverage (EOC) describes the benefits, limitations, and exclusions that apply to coverage under this
benefit plan. Please review the EOC for more details of coverage outlined in this Summary of Benefits. You can request
a copy of the EOC at any time.

Capitalized terms are defined in the EOC. Refer to the EOC for an explanation of the terms used in this Summary of
Benefits.




Notes

2

Calendar Year Deductible (CYD):

Calendar Year Deductible explained. A Calendar Year Deductible is the amount you pay each Calendar Year before
Blue Shield pays for Covered Services under the Plan.

If this Plan has any Calendar Year Deductible(s), Covered Services subject to that Deductible are identified with a
check mark (v) in the Benefits chart above.

Using Level | and Level Il Participating Providers:

Level | and Level Il Participating Providers have a contract to provide health care services to Members. When you
receive Covered Services from a Participating Provider, you are only responsible for the Copayment or Coinsurance,
once any Calendar Year Deductible has been met.

Teladoc. Teladoc mental health and substance use disorder consultations are provided through Teladoc. These
services are not administered by Blue Shield's Mental Health Service Administrator (MHSA).

"Allowable Amount"is defined in the EOC. In addition:

. Coinsurance is calculated from the Allowable Amount.

Calendar Year Out-of-Pocket Maximum (OOPM):

Calendar Year Out-of-Pocket Maximum explained. The Out-of-Pocket Maximum is the most you are required to pay
for Covered Services in a Calendar Year. Once you reach your Out-of-Pocket Maximum, Blue Shield will pay 100% of
the Allowable Amount for Covered Services for the rest of the Calendar Year.

Your payment after you reach the Calendar Year OOPM. You will continue to pay all charges for services that are not
covered and charges above the Allowable Amount.

Any Deductibles count towards the OOPM. Any amounts you pay that count towards the medical Calendar Year
Deductible also count towards the Calendar Year Out-of-Pocket Maximum.

This Plan has a separate Level | HMO Plan Provider and Level Il Participating Provider OOPM. Any amounts you pay
that count towards the Level | OOPM also count towards the Level | OOPM. Applicable Level Il Cost Shares only count
towards the Level | OOPM.

Family coverage has an individual OOPM within the Family OOPM. This means that the OOPM will be met for an
individual with Family coverage who meets the individual OOPM prior to the Family meeting the Family OOPM within
a Calendar Year.

Separate Member Payments When Multiple Covered Services are Received:

Each time you receive multiple Covered Services, you might have separate payments (Copayment or Coinsurance)
for each service. When this happens, you may be responsible for multiple Copayments or Coinsurance. For example,
you may owe an office visit payment in addition to an allergy serum payment when you visit the doctor for an allergy
shot.

Preventive Health Services:

If you only receive Preventive Health Services during a Physician office visit, there is no Copayment or Coinsurance for
the visit under the Level 1 provider network. If you receive both Preventive Health Services and other Covered Services
during the Physician office visit, you may have a Copayment or Coinsurance for the visit.

Plans may be modified to ensure compliance with State and Federal requirements.



blue § of california

Outpatient Prescription Drug Rider Teamsters Local 1932 Health and
Welfare Trust

Effective July 29, 2023
HMO/POS

HMO Platinum POS, HMO Platinum Trio Enhanced Rx $5/10/25
Summary of Benefits

This Summary of Benefits shows the amount you will pay for covered Drugs under this prescription Drug Benefit.

Pharmacy Network: Rx Ulira

Drug Formulary: Plus Formulary

Calendar Year Pharmacy Deductible(CYPD)!

A Calendar Year Pharmacy Deductible (CYPD) is the amount a Member pays each Calendar Year before Blue Shield
pays for covered Drugs under the outpatient prescription Drug Benefit. Blue Shield pays for some prescription Drugs
before the Calendar Year Pharmacy Deductible is met, as noted in the Prescription Drug Benefits chart below.

When using a Participating? Pharmacy

Calendar Year Pharmacy Deductible Per Member $0
Prescription Drug Benefits34 Your payment
When using a Participating CYPD!
Pharmacy? applies
Retail pharmacy prescription Drugs
Per prescription, up to a 30-day supply.
Contraceptive Drugs and devices $0
Tier 1 Drugs $5/prescription
Tier 2 Drugs $10/prescription
Tier 3 Drugs $25/prescription
Tier 4 Drugs $10/prescription
Retail pharmacy prescription Drugs
Per prescription, up to a 90-day supply from a 90-day retail
pharmacy.
Contraceptive Drugs and devices $0
Tier 1 Drugs $15/prescription
Tier 2 Drugs $30/prescription
Tier 3 Drugs $75/prescription
Tier 4 Drugs $30/prescription
Mail service pharmacy prescription Drugs
Per prescription, up to a 90-day supply.

A16149-a (1/23) Plan ID: 29127 1 blueshieldca.com

Blue Shield of California is an independent member of the Blue Shield Association



Prescription Drug Benefits34 Your payment

When using a Participating CYPD!
Pharmacy? applies
Contfraceptive Drugs and devices $0
Tier 1 Drugs $10/prescription
Tier 2 Drugs $20/prescription
Tier 3 Drugs $50/prescription
Tier 4 Drugs $20/prescription

Notes

1

Calendar Year Pharmacy Deductible (CYPD):

Calendar Year Pharmacy Deductible explained. A Calendar Year Pharmacy Deductible is the amount you pay each
Calendar Year before Blue Shield pays for outpatient prescription Drugs under this Benefit.

If this Benefit has a Calendar Year Pharmacy Deductible, outpatient prescription Drugs subject to the Deductible are
identified with a check mark ( v ) in the Benefits chart above.

Any applicable Copayment, Coinsurance and CYPD you pay counts towards the Calendar Year Out-of-Pocket
Maximum.

Outpatient prescription Drugs not subject fo the Calendar Year Pharmacy Deductible. Some outpatient prescription
Drugs received from Participating Pharmacies are paid by Blue Shield before you meet any Calendar Year Pharmacy
Deductible. These outpatient prescription Drugs do not have a check mark (v ) next to them in the "CYPD applies”
column in the Prescription Drug Benefits chart above.

Using Participating Pharmacies:

Participating Pharmacies have a confract to provide outpatient prescription Drugs to Members. When you obtain
covered prescription Drugs from a Participating Pharmacy, you are only responsible for the Copayment or
Coinsurance, once any Calendar Year Pharmacy Deductible has been met.

Participating Pharmacies and Drug Formulary. You can find a Participating Pharmacy and the Drug Formulary by
visiting www.blueshieldca.com/pharmacy.

Non-Participating Pharmacies. Drugs from Non-Participating Pharmacies are not covered except in emergency
situations.

Outpatient Prescription Drug Coverage:
Medicare Part D-creditable coverage-

This prescription Drug coverage is on average equivalent to or better than the standard benefit set by the federal
government for Medicare Part D (also called creditable coverage). Because this prescription Drug coverage is
creditable, you do not have to enroll in Medicare Part D while you maintain this coverage; however, you should be
aware that if you do not enroll in Medicare Part D within 63 days following termination of this coverage, you could be
subject to Medicare Part D premium penalfies.

Outpatient Prescription Drug Coverage:

Brand Drug coverage when a Generic Drug is available. If you select a Brand Drug when a Generic Drug equivalent
is available, you are responsible for the difference between the cost to Blue Shield for the Brand Drug and its Generic




Notes

Drug equivalent plus the Tier 1 Copayment or Coinsurance. This difference in cost will not count towards any Calendar
Year Pharmacy Deductible, medical Deductible, or the Calendar Year Out-of-Pocket Maximum. If your Physician or
Health Care Provider prescribes a Brand Drug and indicates that a Generic Drug equivalent should not be substituted,
you pay your applicable tier Copayment or Coinsurance. If your Physician or Health Care Provider does not indicate
that a Generic Drug equivalent should not be substituted, you may request a Medical Necessity Review. If approved,
the Brand Drug will be covered at the applicable Drug tier Copayment or Coinsurance.

Short-Cycle Specialty Drug program. This program allows initial prescriptions for select Specialty Drugs to be filled for a
15-day supply with your approval. When this occurs, the Copayment or Coinsurance will be pro-rated.

Specialty Drugs. Specialty Drugs are only available from a Network Specialty Pharmacy, up to a 30-day supply.

Oral Anticancer Drugs. You pay up to $250 for oral Anticancer Drugs from a Participating Pharmacy, up to a 30-day
supply. Oral Anficancer Drugs from a Participating Pharmacy are not subject to any Deductible.

Benefit designs may be modified to ensure compliance with State and Federal requirements.



Blue Shield of California

Notice Informing Individuals about Nondiscrimination
and Accessibility Requirements

Discrimination is against the law

Blue Shield of California complies with applicable state laws and federal civil rights laws, and does
not discriminate on the basis of race, color, national origin, ancestry, religion, sex, marital status,
gender, gender identity, sexual orientation, age, or disability. Blue Shield of California does not
exclude people or treat them differently because of race, color, national origin, ancestry, religion,
sex, marital status, gender, gender identity, sexual orientation, age, or disability.

Blue Shield of California:

* Provides aids and services at nocost to people with disabilities to communicate effectively
with us such as:

- Qualified sign language interpreters

- Wiritten information in other formats (including large print, audio, accessible electronic
formats, and other formats)

* Provideslanguage services at no cost to people whose primary language is not English such as:
- Qualified interpreters
- Information written in otherlanguages

If you need these services, contact the Blue Shield of California Civil Rights Coordinator.

If you believe that Blue Shield of California has failed to provide these services or discriminated
in another way on the basis of race, color, national origin, ancestry, religion, sex, marital status,
gender, gender identity, sexual orientation, age, or disability, you can file a grievance with:

Blue Shield of California

Civil Rights Coordinator

P.O. Box 629007

El Dorado Hills, CA 95762-9007

Phone: (844) 831-4133 (TTY: 711)
Fax: (844) 696-6070
Email: BlueShieldCivilRightsCoordinator@blueshieldca.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, our
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, DC 20201

(800) 368-1019; TTY: (800) 537-7697

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

Blue Shield of California b | U e

601 12th Street, Oakland CA 94607 california

Blue Shield of California is an independent member of the Blue Shield Association  A49726-DMHC (12/19)
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Notice of the Availability of Language Assistance Services
Blue Shield of California

IMPORTANT: Can you read this lettere If not, we can have somebody help you read it.

You may also be able to get this letter written in your language. For help at no cost, please
call right away at the Member/Customer Service telephone number on the back of your
Blue Shield ID card, or (866) 346-7198.

IMPORTANTE: s;Puede leer esta carta? Si no, podemos hacer que alguien le ayude a leerla.
También puede recibir esta carta en su idioma. Para ayuda sin cargo, por favor llame
inmediatamente al teléfono de Servicios al miembro/cliente que se encuentra al reverso de
su tarjeta de identificacion de Blue Shield o al (866) 346-7198. (Spanish)

EEREA : CEEEREEHER ? MR - RPILFEARZREE - SEt Il BEMBNESER -
MEFERTBEE) - FIBEITESEMRABlue Shield IDEBHE LK E8/EEREIVELE - HEEIT
&5 (866) 346-7198 - (Chinese)

QUAN TRONG: Quy vi cé thé doc Ia thw nay khong? Néu khdng, ching tdi cé thé nhd nguoi gitip quy
vi doc thw. Quy vi ciing c6 thé nhan 14 thw nay dwoc viét bang ngdn ngir ctia quy vi. D& dwoc hé tro
mién phi, vui 1d6ng goi ngay dén Ban Dich vu Hoi vién/Khach hang theo s6 & mét sau thé ID Blue Shield
cta quy vi hoac theo sb (866) 346-7198. (Viethamese)

MAHALAGA: Nababasa mo ba ang sulat na ito¢ Kung hindi, maari kaming kumuha ng
isang tao upang matulungan ka upang mabasa ito. Maari ka ring makakuha ng sulat na
ito na nakasulat sa iyong wika. Para sa libreng tulong, mangyaring fumawag kaagad sa
numerong telepono ng Miyembro/Customer Service sa likod ng iyong Blue Shield ID kard,
0 (866) 346-7198. (Tagalog)

Baa’ akohwiindzindooigi: Dii naaltsoosish yiinitta’go biinighah? Doo biinighahg6o éi, naaltsoos nich’y’
yiidoottahigii ta’ nihee hol¢. Dii naaltsoos atdd’ t’aa Diné k’ehji 4doolniit ninizingo biighah. Doo baah ilinigd
shika’ adoowot ninizing6 nihich’{’ béésh bee hodiilnih d66 namboo éi dii Blue Shield bee néiho’dilzinigi
bine’déé’ bikaa’ éi doodago éi (866) 346-7198 ji’ hodiilnih. (Navajo)

FR2: 0| MAZ 2 = A2 g = F2, =22 EE &= U= ARO[ JUSL|CH EoHCHE
A2 R Y= O] MAZ HoM =2 QUELICH FEE =2 TOA|2{H Blue Shield ID 7= SIH2
S| )l/0 MH|A M3HS L= (866) 346-71982 X|& MM Q. (Korean)

YUCBINC B Yupnyubmd &'p upyu) wyu tudwlp: Gph ny, wyu Ukip Yoqukip dkq: dnip whwp k
twl jupnpubwp vnwbu wyju twdwlp dbp (kqyny: Ownwynipniut wiydwnp b vagpnud Bup
wiudhowybu quuquhwpt] Zwdwpunpnutph vywuwpdw puduh hipwinuwhwdwpny, npp tpdus £
Akp Blue Shield ID puipunp tunnih dwunid, ud (866) 346-7198 hwdwpny: (Armenian)

BAXHO: He moxeTe npoyYecTb AQGHHOE NMUCbMO2 Mbl TOMOXEM BAM, ECAM HEOBXOAMMO. Bbl TAKKE MOXETE
MOAYYUTb 3TO MMCbMO HAMMCAHHOE HA BALLEM POAHOM a3blKe. [103BOHUTE B CAYXKOY KAMEHTCKOM/YAEHCKOM
MOAAEPXKKM MPIMO CEMHAC MO TEAETOOHY, YKA3ZAHHOMY C3AAN MAEHTUAOMKALLMOHHOM KapTbl Blue Shield, namn
Mo TeAnedPOoHy (866) 346-7198, 1 BOM MOMOTYT COBEPLLEHHO BecnAaTHO. (Russian)

HE : BEHT. ZOTFREROIENTEETN? b Latle 2 ENTERWIGA, BN, BEH
Y R—FT2DNHEFRHNLET, o, BEROBERTE N TFREBEYV T2 L 67
BETT, ROV R—F2HmLEIN55E61, Blue Shield I DU — FOEFIZTEH N TWVWELEE/BE
e —E XD EEE S, F721E. (866) 346-7198ICBEFHEEZ BT XV, (Japanese)

blue

blueshieldca.com california



g_UlS Ms@smm Gab ) g g g s el (81 CSeS Cdl ja (g) i€ bl lasd L) aa | 4l Cl o g8

(PerSIOn) 280 el (5 siie/liac) Cledd L (866) 346-7198 (ili o jlad 515k 3L 5l s 50 ()5 Blue Shield (lis
HI3RYIS: it IAT feA U39 § ug Aae I2 A &di 37 oA § uge feg vee &d wiHl fai fenast e yso a9
A I| AT fag U39 wuet 3 feg B Ifenr & Y3 39 AR J1 HeS feg Hee Yu3 596 84 393
Blue Shield ID 33 © filg &3 Agg/areHd Adfer 28tda $99 3, 7 (866) 346-7198 3 & &J| (Punjabi)

UM 1ISHAMGIIEMS: SIRiIYIs? 108SHuls lRMGENASWEAERAMIFEST
EfMIS RAHGS SUTSIHEMSINMUIUNEMRRTEI e USSWIENUSSSSIg
woTiginsMugisimsiusgiiniuhumSs/aaSesizumsisiutsnyuaens Blue Shield
TURIHMA UFMBIW:ue (866) 346-71984 (Khmer)

138 e Jsand) ) Lyl zliag 08 el 8 8 dlaclud e (adid jliaa WSy e 8 adaiasd ol () Sl 138 5¢) 8 audainds Jaz ageal)
ilall e o saal) eliac V1 as/e Sleal) dadd Caila o8 e V) Jlat¥l ooy a5 50 sac el e Jpanll olialy U i< Cilladl)

(Arabic).(866) 346-7198 il e sl Blue Shield 4 sell 48l (o 1))

TSEEM CEEB: Koj pos tuaj yeem nyeem tau tsab ntawv no? Yog hais tias nyeem tsis tau, peb tuaj yeem nrhiav ib tug
neeg los pab nyeem nws rau koj. Tej zaum koj kuj yuav tau txais muab tsab ntawv no sau ua koj hom lus. Rau kev
pab txhais dawb, thov hu kiag rau tus xov tooj Kev Pab Cuam Tub Koom Xeeb/Tub Lag Luam uas nyob rau sab
nraum nrob gaum ntawm koj daim npav Blue Shield ID, los yog hu rau tus xov tooj (866) 346-7198. (Hmong)

drdny: anusuasvinsatuil ldnie i winlils Tusewemnuthuanesuls

Atua Idsuanrinuaruililumuwssan mndesnsanushomae low iden Toxe
TusafinsioruusmMegnd/aundnnaues Insdwvi luvnsus:a1s Blue Shield wainas i Ins
(866) 346-7198 (Thai)

AcaqOT: AT 31T H T ! UG Hehdl 62 TG 7gl, Al §H S8 Ugel H HTUh! Heg o folv fordly eafer ol Taier Y
Thl & | 3T $H I T 31T 79T # 8f IT° o Hehd! & | ook FHeg Jred el & forw 319 Blue Shield ID
Fs & NS T 1 FAG/FreaR TfdT TNwIT e, AT (866) 346-7198 GT dwiel Y| (Hindi)

SoSev: mms*)moamaomwmou? Faswdld, wOT)CS‘)S‘)J.)?O?mU‘)‘_)E)DQOE)&?D?U)U)?DMUZO
mmegmmoa?mcw@omvechuwamaegmmlo F93VO0IVFOBCTBCCLLLCTIVNA, NV
Emm‘)cuimaai)wwuomvz man/gnm‘ZvmDmcu?m;)":iuegowg_)i)uosoman Blue Shield 291w,
DnlumcD (866) 346-7198. (Laotian)
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