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

& KAISER PERMANENTE. : Silver HMO B

07/01/2025
Coverage Period: Beginning on or after 01/01/2025

Coverage for: Individual / Family | Plan Type: Deductible HMO

o 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, 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 http://www.healthcare.gov/sbc-glossary or call 1-800-278-3296 (TTY: 711) to request a copy.

mporant Questons | Anowers | Why This Mats

What is the overall
deductible?

$1,900 Individual / $3,800 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 your deductible?

Yes. Preventive care and services
indicated in chart starting on page 2

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 https://www.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?

$8,750 Individual / $17,500 Family. $350
Child / $700 Children for Child Dental

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

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 www.kp.org or call 1-800-278-
3296 (TTY: 711) for a list of network

roviders.

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.

Plan ID: 14979/14980-EN-2025
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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.

What You Will P L .
at Tou Wiff Fay Limitations, Exceptions, & Other Important

Plan Provider Non-Plan Provider -
Information
(You will pay the least) I

Common Medical

Event Services You May Need

(You will pay the most)

Primary care visit to $65 / visit, deductible does not
o ) Not covered None
treat an injury orillness | apply
If you visit a health | Specialist visit ﬁ;?gégﬂ/s't’ deductible does Not covered None
g%?i% Preventive You may have to pay for services that aren’t
care/screening/ No charge, deductible does not Not covered preventive. Ask your provider if the services
T _q apply needed are preventive. Then check what your
immunization
plan will pay for.
X-ray: $75 / encounter,
Diagnostic test (x-ray, deductible does not apply.
i h test blood work) Lab tests: $30 / encounter, Not covered None
youhave a tes deductible does not apply.
:\ng)ng [ENFE] ez, $400 / procedure Not covered None
- : Up to a 30-day supply retail and a 100-day
. : $20/ ﬁLSCI’!M (reta”)’ supply mail order. Contraceptives are no
Generic drugs (Tier 1) $40 / prescription (mail order), | Not covered charge, deductible does not apply. Subject to
If you need drugs to deductible does not apply. formula’rv quidelines. .
irg:;i{;;unr U6 el Preferred brand druas $100 prescription (retail), Up to a 30-day supply retail and a 100-day
. . . g $200 / prescription (mail order), | Not covered supply mail order. Subject to formulary
More information (Tier 2) . L
about prescriotion deductible does not apply. guidelines.
prescription. - , The cost-sharing for non-preferred brand drugs
dﬂ.g COVETage 15 Non-preferred brand $100 MM (reta|!), under this plan aligns with the cost-sharing for
available at drugs (Tier 2) $200 /w (mail order), | Not covered preferred brand drugs (Tier 2), when approved
www kp.org/formulary deductible does not apply. through the formulary exceptic;n process.
: , 20% coinsurance up to $250 / Up to a 30-day supply (retail). Subject to
SRR (L= prescription. NteaiEt formulary guidelines.
Faciliy fee (e.g., ambula- 45% coinsurance Not covered None
If you have tory surgery center)
UL B Physician/surgeon fees | Not Applicable Not covered E:éiltcyl aFne/Surgeon FEBBmEreEs e
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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

If you need
immediate medical
attention

Emergency room care

(You will pay the least)

45% coinsurance

(You will pay the most)

45% coinsurance

Coinsurance is waived if admitted to hospital as
inpatient.

Emergency medical
transportation

45% coinsurance

45% coinsurance

None

$65 / visit, deductible does not

Non-Plan providers covered when temporarily

Urgent care a00l Not covered outside the service area: $65 / visit, deductible
pply does not apply.
Facm.ty EB e, 45% coinsurance Not covered None
If you have a hospital room)
hosoital - . — . .
ospital stay Physician/surgeon fees | Not Applicable Not covered Phy_§|0|an/ Surgeon Fee s included in the
Facility Fee.
No charge for individual or

If you need mental group visit, deductible does not

health, behavioral ' OQutpatient services apply. No charge for other Not covered None

health, or outpatient services, deductible

substance abuse does not apply.

services Inpatient services 45% coinsurance Not covered None

Depending on the type of services, a
. copayment, coinsurance, or deductible may
Office visits ’:0 clzharge, sl e o Not covered apply. Maternity care may include tests and
pply services described elsewhere in the SBC (i.e.,
ultrasound).

If you are pregnant o _ _ . . . -
Chlldblrlth/dellvery Not Applicable Not covered Professional services are included in the Facility
professional services Fee.

Ch|IQb|rth/deI|very [ 45% coinsurance Not covered None
services
No charge, deductible does not Up to 2 hours / visit, up to 3 visits / day, up to

If you nged help Home health care apply. Not covered 100 visits / year.

recovering or have

other special health Inpatient: 45% coinsurance

needs Rehabilitation services | Outpatient: $65 / visit, Not covered None

deductible does not apply.
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What You Will Pay

Services You May Need Plan Provider Non-Plan Provider
(You will pay the least) (You will pay the most)

Common Medical
Event

Limitations, Exceptions, & Other Important

Information

Inpatient: 45% coinsurance
Habilitation services Outpatient: $65 / visit, Not covered None
deductible does not apply.
Skilled nursing care 45% coinsurance Not covered Up to 100 days limit / benefit period.
Durable medical 45% coinsurance, deductible Up to $2,000 supplemental benefit limit / year
. Not covered T . o .
equipment does not apply. for certain items. Prior authorization required.
Hospice services gsplcyarge, BT 6l el Not covered None
Children’s eye exam gsplc;arge, deducfible does not Not covered None
If your child needs Children’s glasses No charge, deductible does not Not covered Limited to one pair of glasses/year from select
dental or eye care apply frames and lenses
S:)uldren s dental check- ggplc;arge, deductible does not Not covered Limited to two check-ups / year

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 Cosmetic surgery o Infertility treatment e Private-duty nursing
o Dental care (Adult) e Long-term care e Routine foot care
e Hearing aids ¢ Non-emergency care when traveling outside the U.S. e Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Abortion e Bariatric surgery ¢ Routine eye care (Adult)
e Acupuncture (20 visits limit/year combined with e  Chiropractic care (20 visits limit/year combined with
chiropractic) acupuncture)

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.
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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/ebsalhealthreform
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.gov
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 (/1 XX): N RFZEHXHIFER), FEIRITEE5RHE 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)

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

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

B The plan’s overall deductible $1,900
M Specialist copayment $100
B Hospital (facility) coinsurance 45%
M Other (blood work) copayment $30

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)

W The plan’s overall deductible $1,900
M Specialist copayment $100
B Hospital (facility) coinsurance 45%
B Other (blood work) copayment $30

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)

care)
M The plan’s overall deductible $1,900
M Specialist copayment $100
B Hospital (facility) coinsurance 45%
W Other (x-ray) copayment $75

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
In this example, Peg would pay:
Cost Sharing
Deductibles $1,900
Copayments $300
Coinsurance $3,000
What isn’t covered
Limits or exclusions $50
The total Peg would pay is $5,250

Total Example Cost | $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $0
Copayments $2,300
Coinsurance $200

What isn’t covered
Limits or exclusions $0
The total Joe would pay is $2,500

Total Example Cost ‘ $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $1,900
Copayments $500
Coinsurance $20
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,420

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

Discrimination is against the law. Kaiser Permanente! follows State and Federal civil rights laws.

Kaiser Permanente does not unlawfully 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 Service Contact Center, 24 hours a day, 7 days a week (closed holidays). The call is free:

e Medi-Cal: 1-855-839-7613 (TTY 711)
e All others: 1-800-464-4000 (TTY 711)

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

How to file a grievance with Kaiser Permanente

You can file a discrimination grievance with Kaiser Permanente 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

' Kaiser Permanente is inclusive of Kaiser Foundation Health Plan, Inc, Kaiser Foundation Hospitals, The Permanente Medical Group, and the Southern California
Medical Group



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:

e By phone: Medi-Cal members may call 1-855-839-7613 (TTY 711). All other members may call 1-800-464-4000 (TTY 711).
Help is available 24 hours a day, 7 days a week (closed holidays)

e 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.

e 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)

e 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:

e 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:

Deputy Director, Office of Civil Rights
Department of Health Care Services
Office of Civil Rights

P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

Complaint forms are available at: http://www.dhes.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 for 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

Complaint forms are available at: https://www.hhs.gov/ocr/complaints/index.html

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



Language Assistance Services

English: Language assistance is available at no cost to you, 24 hours a day, 7 days
a week. You can request interpreter services, or materials translated into your
language or alternative formats. You can also request auxiliary aids and devices at
our facilities. Call our Member Service Contact Center for help, 24 hours a day,

7 days a week (closed holidays).

e Medi-Cal: 1-855-839-7613 (TTY 711) e All others: 1-800-464-4000 (TTY 711)

Gl L i€y 5 AT ol gl bl G365 A ji 5l 4y sil) A jill dadd Calla GlASAL & g Al QS deld) jlan e Ulae ell5 58 gl 4y ) il daa 5l cilads :Arabic
(e aal) & 5uul) 3ol 7 sasll Sdele 24 Jlae o il eliac Y daad il 3S pe pe ol L) o L35 jead 5 dilia) claclis

(TTY 711) 1-855-839-7613 :Medi-Cal e (TTY 711) 1-800-464-4000 : 2 AY) e @

Armenian: Qtiq jupnn L widawn jtiqujub wewljgnipynit mpuiwnmyty opp 24 dwd, pwipwen 7 on: “knip Jupnn tip yuwhwbipty
puiynp pupgqiwbsh Swnwynipynihttp, Qtip Jtqyny pupgiuiduwo jud wyphnpuipuyhtt diwsuthny yumpuumywd tyniptin:
“nip bwle Jupnn tip piimpt] odwbinui] oqlinipyniititin b uvwpptipn dtin hwunmwwmni pynibiitipnid: Oqbinipyui hudwp
quibiquihwptip Wtp Qanuitbtph vyuuwpiwb juwh fEhnpnd opp 24 dwd, wpwipn 7 op (nnb optipht thwy k):

e Medi-Cal' 1-855-839-7613 (TTY 711) o Uy 1-800-464-4000 (TTY 711)
Chinese: FAN1EFH 7K, R 24 /MR REIEF R B, ERTUERBMADFER . SCEAMREN AT RIS S 8RS R,

Ry DAAERATT (0t R AE P A B R 8o IS 3T LIRS BRATI 2 SRS RES rhols, RSN TN BRI 7R, BER 24 /]NK)
(FERHERSN .

o A4S 1-800-757-7585 (TTY 711)
4058 G4 S des i (AL pa e iledd 2l e el JEA1 53 Bl sty 4Tt 5557 5 55 ailed el 24 0 ) lerd :Farsi

0907 5 sl Celu 24 5 oSS il 50 (gl et Gl g3 0 Le 380 a5 K0 ccSS 5 Wel&in il 5i e Oxiaed € Gl g3 a1 Ko laci
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Hindi: T fohdT ST o #1TT TErgelr, féeT & 24 €, Foalg & Aral o 3uciets §1 39 genfyy &1 Jasit & fow, a1 f9ar
forel oIreTeT & WATIAT &1 37T 9T H 3refare A & AU, AT Shfousw TG FT IHERIY FX Hehd g1 AT FAR A
Tl /TR AEAl 3R 3T & fAT ot 3er X Fohd B ITERIAT & fAU gANY HeET Qamsit & FF9w g @,
e % 245, FeaE & A e (oot aret ReT 9 War §) Fiet Y

e Medi-Cal: 1-855-839-7613 (TTY 711) o ST THX: 1-800-464-4000 (TTY 711)

Hmong: Muaj kev pab txhais lus pub dawb rau koj, 24 teev tuaj ib hnub twg, 7 hnub tuaj ib lim tiam twg. Koj thov tau cov kev pab txhais
lus, muab cov ntaub ntawv txhais ua koj hom lus, los yog ua Iwm hom. Koj kuj thov tau lwm yam kev pab thiab khoom siv hauv peb tej
tsev hauj Iwm. Hu rau peb Qhov Chaw Pab Cov Tswv Cuab 24 teev tuaj ib hnub twg, 7 hnub tuaj ib lim tiam twg (cov hnub caiv kaw).

e Medi-Cal: 1-855-839-7613 (TTY 711) e Dualwm cov: 1-800-464-4000 (TTY 711)

Japanese: % 57 iéfﬁ%&i%%ﬁﬂf 24 BFFAE R ERIR T Z %IJFHb\fJi JET, BIRY—E A, BHAGE ’%ﬂ?ﬂéhtié
B 250 i/“a'JODﬁ/I WCEDERS TRV £, E. SHERRICR T D MBI SRR IC oW TS TR WS
T ET, BREICTEMSSZIV (PR Z2RE 2415EE 7 H)

e Medi-Cal: 1-855-839-7613 (TTY 711) o F DML TEHELE: 1-800-464-4000 (TTY 711)

Khmer (Cambodian): SSWMAMaN SSRSASIBRUHAIS]W 24 1EnHaH0wis 7 ig@tﬂgmmgﬁtﬁﬂ HEHEGI N ERUSTY
Uamanis o SuSTUmManis USERSSuINHEIS)s gRsmoidguminh SHUTHISSWSSIASSHUEU
HEOAMISIEHRUOIDHNHETRN SIO01STegUEUS I/ S SHIUNFRY B SMIUUDRUEUSSW 24 BN RUWiG
7 igEHgwch U g WwUnESUs)d
e Medi-Cal: 1-855-839-7613 (TTY 711) o INHIS]SSIHHN: 1-800-464-4000 (TTY 711)
Korean: £.9) 51 ) 2ko] #7500 elo 2| o 28 R 2 o] § 814 4 QlEuith Ashs £ Aul 2 EE Aste) edof=
WolE A8 B oA 44 A28 8 F AT Ed A 4ol 0] 5 % lerLie. 48]
JHSIA AT 8] 2 e ALE o F 7L, % 04 A HE R T AT E5E woAAL
e Medi-Cal: 1-855-839-7613 (TTY 711) °« 7 2 1-800-464-4000 (TTY 711)
Laotian: Snvgoeciecinwizategesnluiccnivio, 24 30lw9tdn, 7 5uHeIko. WHIZIINL03NIVECUWIZY § consgmiicy

Ouwrgrgegun § ?n§uccuuavlo. VILEIFIVIN2YUENDVROBCT L) (€T caag»egs 703N 209WoNcSNO. ?mmv:gvmomuo
o o~ & ° ' . A $ oo o 4 ) ) o Y
NIVTLDIYN 29I WO NCSN WO 2009 VQOCMD, 24 qo?ugmon, 7 DVCBMNO (Uo?nouwn).
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Mien: Mbenc nzoih liouh wangv-henh tengx nzie faan waac bun muangx meih maiv cingv, yietc hnoi mbenc maaih 24 norm ziangh hoc,
yietc norm leiz baaix mbenc maaih 7 hnoi. Meih se haih tov heuc tengx faan benx meih nyei waac bun muangx, a’fai zoux benx nyungc
horngh jaa-sic zoux benx meih nyei waac. Meih corc haih tov tengx nyungc horngh jaa-dorngx aengx caux jaa-sic nzie bun yiem
njiec zorc goux baengc zingh gorn zangc. Beiv hnangv gqiemx zuqc longe mienh nzie weih nor douc waac lorx taux yie mbuo ziux
goux baengc mienh nyei gorn zangc, yietc hnoi tengx duqv 24 norm ziangh hoc, yietc norm leiz baaix tengx duqv 7 hnoi (simv
cuotv gingc nyei hnoi se guon oc).

e Medi-Cal: 1-855-839-7613 (TTY 711) e Yietc zungv da’nyeic deix: 1-800-464-4000 (TTY 711)
Navajo: Dii h6zhé nizhoni bee hane’ dd¢6 jiik’ah jooni doonilwo’. Ndik’é yadi naaltsoos bee haz’danii bee hane” d66 yadi nihookaa
déo6 nadaahagii yadi nihookaa. Shi éi bee haidinii bibee’ haz’4anii d66 bee t’ah kodi bizikinii wo’da’gi doolyé. Ahéhee’ bik’ehgo
nohdloon’igii, 24 t’4ddawolii, 7 t’addawoliigo (t’dadoo t’adlwo’).

e Medi-Cal: 1-855-839-7613 (TTY 711) e Yadilzingo bitk’ehgo bee: 1-800-464-4000 (TTY 711)

Punjabi: f5&" fqr 3913 2, fos © 24 w2, ge3 © 7 fos, 3T AT 3973 S Qusey J1 3H T3Hie & Aeet g, A
AT & vt 9T g wigee I9<T8E B8, At faR 2 Tr9ne €8 YUz 596 B 963t g Aae J1 IH Adh Bferet Rg &
ATRed AOe’ w3 Gudast B8 8631 99 AaT J1l HeT 38 A3 Hed ATe’ © AUId ded §, fea © 24 W2, ge3 @ 7 fes (B
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e Medi-Cal: 1-855-839-7613 (TTY 711) o JIHS: 1-800-464-4000 (TTY 711)

Russian: fI3p1K0Bast TOMOIIb JOCTYITHA TS BaC OECIUIaTHO KPYTIOCYTOYHO, €KETHEBHO. BB MOXeTe 3alpOCHTh YCIyTH TIEPEBOTINKA HITH
MaTepHabl, IepeBeICHHbBIC Ha Balll SI3bIK WK B ATbTepHATUBHBIE (DopMaThl. BBl Takke MOXKETe 3aKa3aTh BCIIOMOTaTeIbHEBIE CPECTBA U
npucriocoosieHwst. JI71st morydeHus ITOMOIIH MTO3BOHUTE B HAII IIEHTP 0OCITY>KUBAHUS YIaCTHUKOB €XKETHEBHO, KPYTIIOCYTOUHO (Kpome
MPa3IHUYHBIX JHEH).

e Medi-Cal: 1-855-839-7613 (nunus TTY 711) e Bce ocranpunie: 1-800-464-4000 (uams TTY 711)
Spanish: Tenemos disponible asistencia en su idioma sin ningun costo para usted 24 horas al dia, 7 dias a la semana. Usted puede
solicitar los servicios de un intérprete, que los materiales se traduzcan a su idioma o formatos alternativos. También puede solicitar

recursos para discapacidades en nuestros centros de atencion. Llame a nuestra Central de Llamadas de Servicio a los Miembros para
recibir ayuda 24 horas al dia, 7 dias a la semana (excepto los dias festivos).

e Para todos los demas: 1-800-788-0616 (TTY 711)



Tagalog: May magagamit na tulong sa wika nang wala kayong babayaran, 24 na oras sa isang araw, 7 araw sa isang linggo. Maaari
kayong humiling ng mga serbisyo ng interpreter, o mga babasahin na isinalin sa inyong wika o sa mga alternatibong format. Maaari rin
kayong humiling ng mga pantulong na gamit at device sa aming mga pasilidad. Tawagan ang aming Center sa Pakikipag-ugnayan ng
Serbisyo sa Miyembro para sa tulong, 24 na oras sa isang araw, 7 araw sa isang linggo (sarado sa mga pista opisyal).

e Medi-Cal: 1-855-839-7613 (TTY 711) e Lahat ng iba pa: 1-800-464-4000 (TTY 711)

Thai: fivsmsthowmdesumeneaon 24 dr lumniules lifiehToane Tass aeninsave Tousmsaw vsnmuwalenansdunnvasr amse ugUuuusug
st asaninsaveUnsnilasAdsdlevumds Isiaususnmevoun e Insnimiigudfssion Ui nsand nuaamiiovorueumd onaon 24 27l
vmiu @evinmaugheiuve a)

e Medi-Cal: 1-855-839-7613 (TTY 711) o iSugfanun: 1-800-464-4000 (TTY 711)

Ukrainian: [Tocnyru nepexiiagaya HaJar0Thest O€3KOIITOBHO, 111101000B0, 7 AHIB HA THX/IeHb. B1 MokeTe 3poOUTH 3aMuT Ha OCIYTH
YCHOTO IepeKIaaada abo OTpUMAaHHS MaTepialliB y IepeKiiaii MOBOIO, SIKOIO BOJIOJIIETE, UM B aJIbTepHATHBHUX (popMarax. Takox Br
MOJKeTe 3pOOUTH 3alUT Ha OTPUMAHHS JOTIOMIKHHX 3ac00iB 1 IPUCTPOIB y 3aKjaaxX HaIoi Mepexki koMmmnaniil. Tenedonyiite B Hai
KOHTAKTHHUH IEHTP T 00CITyTOBYBaHHS KIIIEHTIB MIJI0000B0O, 7 THIB HA TYDKIACHD (KPIM CBATKOBHX JIHIB).

e Medi-Cal: 1-855-839-7613 (TTY 711) e Vciinmi: 1-800-464-4000 (TTY 711)

Vietnamese: Dich vu hd tro ngon nit duoc cung cdp mién phi cho quy vi 24 gid mdi ngdy, 7 ngay trong tudn. Quy vi c6 thé yéu cau dich
vu thong dich, hodc tai liéu duoc dich ra ngdn ngit ciia quy vi hodc nhiéu hinh thire khac. Quy vi ciing c6 thé yéu cau cac phuong tién trg
giup va thiét bi bo tro tai cac co sd cla chung t6i. Goi cho Trung Tam Lién Lac ban Dich Vu Hdi Vién cta chung t6i dé dugce tro giup,
24 gid mdi ngay, 7 ngdy trong tuln (trlr cac ngay 18).

e Medi-Cal: 1-855-839-7613 (TTY 711) e Moi chuong trinh khac: 1-800-464-4000 (TTY 711)
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