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

lJJL UnitedHealthcare UHC Gold Copay Focus (No Referrals)

Coverage Period: 01/01/2026 - 12/31/2026
Coverage for: Individual, Family | Plan Type: HMO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-888-200-0325 or visit
uhc.com/aca-sample-policy. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or
other underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary/ or call 1-866-487-2365 to request a copy.

Important Questions

What is the overall
deductible?

Network: $0 Individual / $0 Family

Why This Matters:
See the Common Medical Events chart below for your costs for services this plan covers.

Are there services covered
before you meet your
deductible?

Yes.

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.

for specific services?

Are there other deductibles

Yes, Prescription drugs - $500 Individual /
$1,000 Family

Deductible does not apply to Tier 1, Tier 2
and Tier 3 drugs. There are no other
deductibles.

You must pay all of the costs for these services up to the specific deductible amount before
this plan begins to pay for these services.

What is the out-of-pocket

Network: $7,000 Individual / $14,000

limit for this plan?

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 uhc.com/xildocfindoa2026 or call
1-888-200-0325 for a list of network

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

providers.

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.

44 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
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Common Medical

What You Will Pay

Limitations, Exceptions, & Other Important

Event Network Provider Out-of-Network Provider Information
(You will pay the least) (You will pay the most)
If you visit a health | Primary care visit to $30 copay /visit, Not Covered None
care provider’s treat an injury orillness | deductible does not apply
office or clinic Specialist visit $65 copay /visit, Not Covered None
deductible does not apply
Preventive care/ No Charge Not Covered You may have to pay for services that aren’t preventive.
screening/ Ask your provider if the services needed are preventive.
immunization Then check what your plan will pay for.
If you have atest  Diagnostic test (x-ray, Lab Testing: Not Covered None
blood work) Free Standing/Office: $25
copay /service, deductible
does not apply
Hospital: $65 copay
Iservice, deductible does
not apply
X-Ray/Diagnostics:
Free Standing/Office: $65
copay /service, deductible
does not apply
Hospital: $100 copay
Iservice, deductible does
not apply
Imaging (CT/PET Free Standing/Office: Not Covered None
scans, MRIs) $350 copay /service,
deductible does not apply
Hospital: $450 copay
[service, deductible does
not apply
If you need drugs  Tier 1 - $0 Cost-share No Charge Not Covered Provider means pharmacy for purposes of this section.
to treat your illness — — Retail: One month supply up to a 30-day supply or a 90-
or con d%ion 'ger 2 - Preferred $3 copay Iprescription, Not Covered day supply at 2.5x the 30-day cost-share.
, , eneric deductible does not apply Mail-Order: Up to a 90-day supply at 2.5x the 30-day
More |nforma_t|or_1 Tier 3 - Preferred Brand | $50 copay /prescription, Not Covered cost-share.
about prescription deductible does not apply Specialty drugs limited to a 30-day supply at a network
drug coverageis  Tigr 4 — Non-Preferred 45% coinsurance Not Covered pharmacy.

available at

Brand
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Common Medical
Event

What You Will Pay

Out-of-Network Provider

Network Provider

Limitations, Exceptions, & Other Important
Information

(You will pay the least)

(You will pay the most)

health, behavioral
health, or
substance abuse

Ivisit, deductible does not
apply

Intensive Outpatient: $75

uhc.com/xildruglist2 | Tier 5 - Specialty 50% coinsurance Not Covered Certain drugs may have a preauthorization requirement.
026 If you don't get preauthorization, benefits will not be
covered. Certain preventive medications (including
certain contraceptives) are covered at No Charge.
See the website listed for information on drugs covered
by your plan. Not all drugs are covered.
Insulin products listed as Tier 1 on the Prescription Drug
List are covered at No Charge at a network pharmacy.
If you have Facility fee (e.g., Free Standing/Office: Not Covered None
outpatient surgery ambulatory surgery $300 copay /service,
center) deductible does not apply
Hospital: $600 copay
Iservice, deductible does
not apply
Physician/surgeon fees Free Standing/Office: Not Covered None
$150 copay /date of
service, deductible does
not apply
Hospital: $350 copay
/date of service,
deductible does not apply
If you need Emergency room care $500 copay /visit, $500 copay /visit, None
immediate medical deductible does not apply | deductible does not apply
attention Emergency medical $500 copay /transport, $500 copay /transport, ~ None
transportation deductible does not apply | deductible does not apply
Urgent care $50 copay /visit, Not Covered Virtual visits - No Charge by a Designated Virtual
deductible does not apply Network Provider.
If you have a Facility fee (e.g., $1,500 copay /day up to Not Covered None
hospital stay hospital room) 3 days /admission,
deductible does not apply
Physician/surgeon fees No Charge Not Covered None
If you need mental  Outpatient services Office Visit: $30 copay Not Covered None
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Common Medical
Event

What You Will Pay

Out-of-Network Provider
(You will pay the most)

Limitations, Exceptions, & Other Important
Information

Network Provider
(You will pay the least)

services copay /visit, deductible
does not apply
Partial Hospitalization:
$125 copay Mvisit,
deductible does not apply
All Other Outpatient: $35
copay /visit, deductible
does not apply
Inpatient services $1,500 copay /day up to 3 Not Covered None
days /admission,
deductible does not apply
If you are pregnant  Office visits No Charge Not Covered Cost-sharing does not apply for preventive services.
Childbirth/delivery No Charge Not Covered Depending on the typg of service, a copaymgnt,
professional services coinsurance or deductible may apply. Maternity care
Childbirth/delivery $1,500 copay /day up to 3 Not Covered may incIugje tests and services described elsewhere in
facility services days /admission, the SBC (i.e., ultrasound.)
deductible does not apply
If you need help Home health care 45% coinsurance, Not Covered None
recovering or have deductible does not apply
other special Rehabilitation services $60 copay /visit, Not Covered Limits/year: Physical, Occupational, Speech, Cardiac,
health needs deductible does not apply Pulmonary: Unlimited visits each
Habilitative services $60 copay /visit, Not Covered Limits/year: Physical, Speech, Occupational: Unlimited
deductible does not apply visits each
Skilled nursing care $1,500 copay /day up to 3 Not Covered None
days /admission,
deductible does not apply
Durable medical 45% coinsurance, Not Covered None
equipment deductible does not apply
Hospice services 45% coinsurance, Not Covered None
deductible does not apply
If your child needs  Children’s eye exam No Charge Not Covered Limited to 1 exam/12 months.
dental or eye care  Children’s glasses 45% coinsurance, Not Covered Limited to 1 pair/12 months.
deductible does not apply
Children’s dental No Charge Not Covered Limited to 1 visit/6 months.
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Common Medical i What You Will Pay Limitations, Exceptions, & Other Important

Event Information

Network Provider Out-of-Network Provider
(You will pay the least) | (You will pay the most)

check-up
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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.)

* Acupuncture * Long-term care * Routine foot care - except as covered for certain
» Cosmetic surgery * Non-emergency care when traveling outside the U.S.  diseases

» Dental care (Adult) * Routine eye care (Adult) * Weight loss programs

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

* Abortion « Chiropractic (manipulative) care - 25 visits/year * Infertility treatment - cycle limits may apply

» Bariatric surgery * Hearing aids - 1 per hearing impaired ear /3 years * Private-duty nursing - home health care only

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: UnitedHealthcare of lllinois, Inc. at 1-888-200-0325 or U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or
dol.gov/agencies/ebsalabout-ebsa/ask-a-question/ask-ebsa or lllinois Department of Insurance Consumer Services Section, Chicago Office: 122 S. Michigan Ave.,
19th Floor, Chicago, IL 60603, Springfield Office: 320 W. Washington Springfield, IL 62767, 1-877-527-9431 or idoi.illinois.gov or Office of Personnel Management
Multi State Plan Program: opm.gov/healthcare-insurance/multi-state-plan-program/external-review/ . 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 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 Member Service number listed on the back of your ID card or myuhc.com/exchange or the Employee Benefits Security Administration at 1-
866-444-3272 or dol.gov/agencies/ebsalabout-ebsa/ask-a-question/ask-ebsa or lllinois Department of Insurance Consumer Services Section, at 1-877-527-9431 or

idoi.illinois.gov.
Additionally, a consumer assistance program may help you file your appeal. Contact dol.gov/agencies/ebsa/about-ebsa/ask-a-question/ask-ebsa.

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? 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 1-888-200-0325

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-888-200-0325
Chinese (1 XX): INRFE A XHIEE BN, 1H LT XA~ 55 1-888-200-0325

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-888-200-0325

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)

H The plan’s overall deductible $0
M Specialist copayment $65
B Hospital (facility) copayment $1,500
B Other coinsurance 45%

This EXAMPLE event includes services like:
Specialist office visits (pre-natal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

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

M The plan’s overall deductible $0
B Specialist copayment $65
M Hospital (facility) copayment $1,500
B Other coinsurance 45%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia’s Simple Fracture

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

M The plan’s overall deductible $0
B Specialist copayment $65
M Hospital (facility) copayment $1,500
B Other coinsurance 45%

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 $0 Deductibles $0 Deductibles $0

Copayments $1,900 Copayments $500 Copayments $1,600

Coinsurance $0 Coinsurance $0 Coinsurance $20

What isn’t covered What isn’t covered What isn’t covered

Limits or exclusions $60 Limits or exclusions $0 Limits or exclusions $0

The total Peg would pay is $1,960 The total Joe would pay is $500  The total Mia would pay is $1,620

Note: This plan has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?" row above. |
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Nondiscrimination Notice and Notice of Availability of Language Assistance Services and Alternate
Formats

The Company complies with applicable civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex (including
pregnancy, sexual orientation, and gender identity). We do not exclude people or treat them less favorably because of race, color, national origin, age, disability, or sex.
We provide free aids and services to help you communicate with us. You can ask for interpreters and/or for communications in other languages or formats such as
large print. We also provide reasonable modifications for persons with disabilities.

If you need these services, call the toll-free number on your member ID card. (TTY 711).

If you believe that we failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, or sex, you can send a
complaint to the Civil Rights Coordinator:

Mail: Civil Rights Coordinator
UnitedHealthcare Civil Rights Grievance
P.O. Box 30608
Salt Lake City, UTAH 84130

Email: UHC_Civil Rights@uhc.com
If you need help with your complaint, please call the toll-free phone number listed on your ID card (TTY/RTT 711). We are available Monday through Friday, 8 a.m. to 8
p.m. E.T.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights:

Online: https:/locrportal.hhs.gov/ocr/portal/lobby.jsf

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

Mail: 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 http://www.hhs.gov/ocr/office/file/index.html.

This notice is available at: https://lwww.uhc.com/legal/nondiscrimination-and-language-assistance-notices.

© 2025 United HealthCare Services, Inc. All Rights Reserved
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ATTENTION: If you speak English, free language assistance services and free communications in other formats, such as large print, are available to you. Call
the toll-free number on your member identification card.

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia de idiomas y comunicaciones en otros formatos como letra grande, sin cargo, a su
disposicion. Llame al numero gratuito que figura en su tarjeta de identificacién de miembro.

KUJDES: Nése flisni Shqip (Albanian) shérbime falas pér ndihmé gjuhésore dhe komunikime pa pagesé né formate té tjera, si p.sh. printime me shkronja té
médha, jané té disponueshme pér ju. Telefononi numrin pa pagesé né kartén tuaj té identifikimit té anétarit.

@ ANMN P~ AMECE (Amharic) PTLT74 NPT 19 PEY% ATH ATATABT AT 19 TINNET A F4% A0 N AdeT $C62TF AACNP BIGA:

NANATYT TBFMbP dDLP AL PADTY 59 PNAR 2P C BED-As

Ol Sl 8 1 Jacil, 5508 Ciyaly dellall Jia o5 Al ity Aplaall Bl el 5 dilaall 4 sall) saclusal) cilaxa @ll 8 i ¢ (Arabic)dumad) 2alll oo i€ 13); Aaadla
iald guaal) iy pa5 Ay e

NhcUNNRESNRUL. Gphk nnip jununid kp huwykpku (Armenian), wmuyw dtq hwuwtkh Eu wuddwp (Equljut wmowljgnipju

dwnwynipjntuttp b wtddwp hunnpnpulignipiniubp wy) Abwswthtpny, hisyhuht £ didwnwn nyugpnipiniup: Quuquhwpkp dtp

winwuh tnytwlutugdwt pupnh Ypu tpdws wtddwp hipwpinuwhwdwpny:

DYEDE-GBO-DE-DE: M dyi Basdd- wud (Bassa) po-ny? ju'ni, wudu xwiniin-mi-za-za ké b3 be'dé céé-dyeds ko-ko be, hwoin-ka céé-dyéde vind-véng be’

se widi pé&-p&& do kee ni bo m bii. D4 pidyi ndBa nia ni ID kaad k3. ]
(Y WA W FRHATH (Bengali) FUT AN, OIR(A [FATYCET O HRITO! AGIA G498 TG YHTI V0O SN FIAME

821018311 ) T 5 e o e s a3 VO U NI G A Pl e (e T e
ooo%oequcrg-ooéooé 06D 902 00Ns (Burmese) (7% o@oat%o.ﬂé 3290 0O OOE o%aoeaé?eipz§§ md’?zme[%.o@ (?%59@3(7}0%

o o N (9] C C OO(”] C C 0Co cCO N C (]OO(’Co’]CO C (]O’]
399@(3%“93@[5 3299 o@aa?aomogoatfs’aog Q| OI0POI OCIFCIMOIG| 3299 Y$:96180$COY $01000Y 952961800l
gom: (Us 210 g/ SuntuMm anigs (Cambodian-Mon-Khmer)
wNSgWwMMREAnIE SaresfAdsnnnAnigaAsHRigRig]s §oMNYHAJG DS EUg M
IR E A S B EASIEISIUTUAN AL e 8 /RiUaIE /Y

ATENSHUN: Gare kapetal Faluwasch (Carolinian), ye toore paliuwal kapetal Faluwasch lane sew me sew format, tapil lane fateofat, bwe bwale tepangiyom. Kol yegili nampa
la ye toore paliuwal woal kard la laumw.

ATENSION: Yanggen fifino” hao Chamoru (Chamorro) guaha setbisio siha para hagu ni” mandibatdi, i setbision fino’ pat lengguahi yan fina’'uma’espiha gi otro na manera siha
taiguihi i para mana’dangkolo i inemprenta. Agang i dibatdi na numiru gi katta-mu aidentifikasion membro.

oOYSVTS: VJGY dhYCGood CWY (Cherokee), dhYCGood O°NPMovd ©0v Ot TEZAec0J LhvaecddedY JUSSGO’J, TS4S56°Nd, D4cod
QOVO’TGRY dEGGJ dhYCGovJodY. 0vWWT TETGo0JT J0°Godd B00d dhYCGovd ©0» dhvaedd D4cdd OvVT.

IBERE | REUE A3 (Chinese - Simplified), FHNTITLINTBRERFES MRS URKFHRASEMBXRNRTRRE - HEAELH
2R FHR R EHRATRIESE,

BEER : aREERP X (Chinese - Traditional), RRILIERREZSHMMRBMAFEFEMZXNEERA., FRECHNEESHF
J:E"]ﬁjtj-ﬁ EE.EEEBELE%O
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AHVLLA: Hvsh asha Chahta anumpa (Choctaw), hochefo anumpa aiimpa kavvfi kiyo chi aiimpa, ilvppvt, haknip achuffa holisso kanahpesa holhtina kiyo,
ilvmmito yvt chipisachi. Chipisachi hochefo kanahpesa holhtina i holisso illakmvt.

Asinei ngeni meinisin: Ika pwe ka fos Chuuk (Chuukese), angangen aninisin fosun fonu ese wor momon me pwan kakapas fengen ese wor momor non pwan
ekkoch sakkun maak kena, usun chok watten maak, ra kan kaworeno ngonuk. Kori ewe nampa ese wor momon won noumuwe aiititin katon chon
non.
PIN: Naye guel € Thuonjén (Dinka), akuoony ke thok kék abac ku jemjiem abac to'dhel kok yic, ciméné kéci got dit nyiin, ato'télon yin. Yuop rékdma € majan to”
kendun akut kou.
LET OP: Als u Nederlands (Dutch) spreekt, zijn gratis taalondersteuningsdiensten en gratis communicatie in andere formaten, zoals met grote letters, voor u
beschikbaar. Bel het gratis telefoonnummer dat op uw lidmaatschapskaart staat.

OB el Ly ki Lad G st )3 08 ) Gl e 500 Al o 0801 il ) 5 il ) SaS B iledd S o Cunaa (Farsi) (ou gl 4 S da g

A5G il iy e Dlid GIS () 73

ATTENTION: Si vous parlez frangais (French), des services d’assistance linguistique et des communications dans d’autres formats, notamment en gros
caractéres, sont mis a votre disposition gratuitement. Appelez le numéro gratuit figurant sur votre carte de membre.
HAKILU: So ada haala Fulfulde (Fulani), sarwisaaji ballondiral demde de njobetaake e jokkondiral de njobetaake e nder mbaydiiji goddi, ko wayi no binndi
mawdi, na ngoodi e juude maa. Noddu limoore nde njobataa e kartal tergal maa.
ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen lhnen kostenlose Sprachassistenzdienste und kostenlose Kommunikation in anderen Formaten, wie
zum groBe Schrift, zur Verflgung. Rufen Sie die geblhrenfreie Nummer auf lhrer Mitgliedskarte an.
MPOZOXH: Eav piAare EAAnvika (Greek), utdipyouv d1aB€aiues dwpedv utmpeaieg YAwaoaikAG BorBelag kal Swpeav ETTIKOIVWVIa 0€ GAAES HOPPOTTOINTEIC,
Omwg peydha ypaupara. KaréaTe Tov xwpic xpéwan apiBud atnv Kapta uéAoug oag.
Lol WIUL: %) d AUl (Gujarati) (dletdl ) dl dlell YA HINLSIA HeeU Ac i) Wl efd s1RARHI A1l YA HAR, BH 5 U2
YR, dHRLHIC GUEnE 8. dHIRL U WLAW 5135 URell 2la-§3] «idR UR 14 53,
ATANSYON: Si w pale Kreyol Ayisyen (Haitian Creole), gen sevis lang gratis ak kominikasyon nan 16t foma lo disponib, tankou sa ki enprime ak gwo let. Rele
nimewo gratis ki sou kat idantifikasyon manm ou an.

MALIU MALI! Ina ‘Olelo ‘oe i ka ‘olelo Hawai‘i (Hawaiian), loa‘a manuahi ke kokua unuhi a me palapala i ho‘onohonoho ‘ia e like me i pa‘i ‘ia me na huapalapala
nanui no ke kokua ‘ana aku ia ‘oe. ‘Olu‘olu e kahea aku i ka helu kelepona kaki ‘ole ma kou kaleka lala.

@ 3 g 310 BfeY (Hindi) Sierd €, T 310 TR Thd HINT TETEdT JaTd 3R 3T TRRU! # hd I9R, S of a8 RIe, Suaay g1 3o
g Ugd Uk TR &fl T4 SId-HR) ek IR Hid R |

LUS TSEEM CEEB: Yog tias koj hais lus Hmoob (Hmong), cov kev pab cuam lus pub dawb thiab kev sib txuas lus dawb hauv lwm hom ntawv, xws li luam
ntawv loj, muaj rau koj. Thov hu rau tus xov tooj hu dawb ntawm koj daim npav ID.

GEE NTI: O buru na i na-asu asusu Igbo (Igbo), oru enyemaka nkowa asusu bu n’efu yana inye nziritaozi n'udi ndi ozo diiri gi n’efu, dika € ji nha
mkpuruedemede buru ibu dee ya. Kpoo akara ekwenti nke a na-anaghi akwu ugwo di na kaadi njirimara onye otu gi.

PANANGIKASO: No agsasaoka iti llocano (llocano), magun-odmo dagiti libre a serbisio ti tulong iti pagsasao ken libre a komunikasion iti dadduma a pormat,
kas iti dadakkel a letra. Tawagan ti awan-bayadna a numero a masarakan iti kard a pakabigbigam kas miembro.

PERHATIAN: Jika Anda berbicara bahasa Indonesia (Indonesian), layanan bantuan bahasa gratis dan komunikasi gratis dalam format lain, seperti cetakan
besar, tersedia untuk Anda. Hubungi nomor bebas pulsa yang tercantum pada kartu identifikasi keanggotaan Anda.
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ATTENZIONE: Se parla italiano (ltalian), pud usufruire di servizi di assistenza linguistica gratuiti e comunicazioni gratuite in altri formati, come ad esempio la
stampa a caratteri grandi. Chiami il numero verde riportato sul Suo tesserino identificativo.

EEEIE : BAIE (Japanese) ¥ h 58, BEHOEEXIEY—ERXAD, i kXFLH EMOBATOEN I 2 =yr— 3y
FZHFRBW=ETET, JITBEELSEILY,

crs:ﬁfgcﬁa)smagﬁ-?gﬁéomoolmenﬂo (Karen)

c o C _C O C @ oCc ¢ 0.9 C N N @) co OC O  oCNC cC _oc¢ C N Q Cc o (9]
?P,%ZBS?'IU)'IO’)(DTI.@'I.(DTLU)I’.)ODSS%(Y{I’)U)'I(DU)ISSU)'I@S(T{I'I%%V{ISC\TI(To)'l013’3O'I.,’3’2330330)’)6’)({]193’33?0)@?(\)13’30&8(\)0}(\)&???(\)1.OO‘SZT)

c e O Q0 C oC ocC ’]\ cCoO C c o C C
PC\)(Y{II%(Y)C\):?PO'IC\)'IG?P({I @mﬂ1®33m13€f)m1m8(7?3aﬁfl§?m0?1.

ICITONDERWA: Nimba uyaga lkirundi (Kirundi), serevise y'ugufasha mu ndimi utariha n’'itumanako mu bundi buryo, nk’ibicapo binini, wobironka. Tera akamo
umuronko utariha ku bijanye n'ikarata yawe karanga y'umunyamuryango.

UTUALE: BF0|(Korean) S AFBSHAI S Z P 22 O10f K| MH| 20 Tf# RN S CH2 Y402 B O|AF &5 DM S 0| 8844 +
QLI 312 1D ZHE0f Liot Y 22 MBS 2 Hafe) FHAL.

20038 (s So g ¢ i (Sl ) 58 03 (2o sany 5 ey (5 S 5l oy o Jlimas (5 ) 3 5Kne 13 0 508 oS o (Kurdish Sorani) (slades 52,88 (e or 55 ool 1s a8
o5 A Sgsalaiad (IHIS jeus (5680 jaaal jeyss o selad o jla § e S gaon  Cycgeald Causd yoaed eal jesy

VRIBCBIOTIOD: NINIVCOMWIFIDID (La0), WoNCSHITNIVUINIVROBCUIDOIWIFTNIS (DT NIVTTIMWIS LVSVCCLLBLH LNV, CT:

NIVWL2:MVIO LS. LNMICCINWSEPIVOUL9IcCTOSLIFN20917D).

AHY T: SR o] ARTST (Marathi) STeTd ST, TR Hhd HTST HERE JdT 10 ¥R BRAcHYD Thd IR, 59 &1 giadn iRie,
3UASY 3HTed. THIIT YT HISHURIARI Tldl Bl hrHIbTAR Dhid BRI,

Nan: Ne kwdj kenono Kajin Majol (Marshallese), jibafi ko kdm maron im ejellok wonneir einwdt ukok im bok melele ilo waween ko jet, einwdt jeje ko relab, Kall

ae nomba eo ejellok wonnen ebed itulikin kaat eo am.

BAA'AKONINIZIN: Diné (Navajo) saad bee yanilti'go, t'4a jiik eh saad bee aka’e’eyeed bee

aka’anida’'wo’i do6 naana tahgo at'éego bee hadadilyaa bee ahit hane'i, dii nitsaago bee

ak’eda’ashchinigii, nahdlg. Bee atah nil'ini ninaaltsoos nitfizi bee nééhozini baah t'a4a hiik’eh

bee hane’i namboo bee hodiilnih.

WHEI?@'H Wm(Nepah)Wlﬁ AR T Tl qusg\?&ﬂu GIATE AT A X[A® TaREY, S dl B,
dHI'iObI W\dqﬂd‘d@_"fl \31IUO'-II SESE HE;ItII'-I PIXRSHI {60bl CIQ’1 W*IHGNHI Dnal ‘I{':LGI{-II

OBS: Hvis du snakker norsk (Norwegian), er gratis sprakhjelpstjenester og gratis kommunikasjon i andre formater, for eksempel stor skrift, tilgjengelig for deg.
Ring gratisnummeret som du finner pa medlemskortet ditt.

XIYYEEFFANNOO: Yoo Afaan Oromoo (Oromo) dubbattu ta’e, tajaajilootni deeggarsa afaanii bilisaa fi waliin dubbiin bilisaa kan akka maxxansa gurguddaa
afaan keessaniin ni jiraatu. Lakkoofsa bilbila bilisaa kaardii miseensummaa keessan irra jiru irratti bilbilaa.

GEB ACHT: Wann du Deitsch (Pennsylvania Dutch) schwetzscht, Schprooch Helfe mitaus Koscht un Communications in annere Formats wie groosse Druck
iss meeglich. Ruf die koschdelos Nummer uff dei Member Identification Kaart.

PAKAIR: Mah ke ese lokaian Pohnpei (Pohnpeian), sahpis en sawas en lokaia oh mehn kapehse ni soangen mwohmw teikan kin sohte isepe, me duwehte
inting lapala, kak kohda ohng kowe. Eker nempe ni sohte isepe me mih pohn noumw doaropwehn tohn pwihn ID.
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UWAGA: Dla os6b méwigcych po polsku (Polish) dostepne sg bezptatne ustugi pomocy jezykowej i bezptatne komunikaty w innych formatach, takich jak duzy
druk. Prosimy zadzwoni¢ pod bezptatny numer podany na karcie identyfikacyjne;.

ATENGAO: se vocé fala portugués (Portuguese), tem & sua disposicéo servicos gratuitos de assisténcia linguistica e comunicaces gratuitas em outros
formatos, como caracteres grandes. Ligue para o0 nimero gratuito que se encontra no seu cartdo de identificagdo de membro.

ufre 2fG: 7 3 YAt (Punjabi) §5= 3, 31 3973 BT HE3 I A3 AErei w3 Id @i, Al 3f s ydfe, <fg Hes Had Quzsy
TS| MU HEd UBTE 9193 3 ¢8-Td 58 3 918 o3|

ATENTIE: Daca vorbiti limba roména (Romanian), va sunt disponibile servicii gratuite de asistenta lingvistica si modalitati gratuite de comunicare in alte formate,
cum ar fi cu litere marite. Apelati la numarul gratuit de pe legitimatia dvs. de membru.

BHUMAHMUE: Ecnu Bl roBopuTe Ha pycckoM s3bike (Russian), Bam AOCTYNHbI 6ecnnaTHble YCnyri S3bIkoBOW NOAAEPXKKM 1 BecnnaTHble MaTepuanbl B Apyrvx
(hopmartax, Hanpumep, HanevyaTaHHble KpyrnHbIM LWpKdTOM. 3BOHUTE NO BecnnaTHOMy HoOMepy TenedoHa, ykasaHHOMY Ha Ballel MAeHTU(UKALMOHHON kapTe
y4acTHUKa.

FA‘AALIGA: Afai e te tautala i le Faa-Samoa (Samoan), o lo‘0 avanoa mo oe ‘au‘aunaga fesoasoani tau gagana e leai se totogi ma feso‘ota‘iga e leai se totogi i
isi faiga, e pei o lomiga e lapopo‘a mata‘itusi. Valaau i le numera e leai se totogi i lau kata faailo o le sui auai (ID).

PAZNJA: Ako govorite srpski (Serbian), dostupne su vam besplatne usluge jezicke asistencije i besplatni na&ini komunikacije u drugim formatima, kao $to je
veliki format Stampe. Pozovite besplatni broj koji se nalazi na vasoj ¢lanskoj identifikacionoj kartici.

FIIRO GAAR AH: Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada lugadda bilaashka ah iyo isgaarsiino bilaash ah oo qaabab kale ah, sida
far waaweyn, ayaa diyaar kuu ah. Ka wac lambarka wicitaanka bilaashka ah kaarkaaga agoonsiga xubinta.

ZINGATIA: kiwa unazungumza Kiswahili (Swabhili), huduma za usaidizi wa lugha za bila malipo na mawasiliano ya bila malipo katika miundo mingine, kama vile
maandishi makubwa, zinapatikana kwako. Piga nambari isiyolipishwa ya simu kwenye kadi yako ya kitambulisho cha mwanachama.

riad< - i a2\ odymind <o) ahux (< Iiman
) Rrind< - o Na 2] < _ad,mini <o aha’ (< InimaSYIiaC. b <o smarde A < 2o ~hiinr whipde (adydobr (od, oo
. AV 1T KPIAMDT ~hoymr ~haior oo s olr e AP oAt Jda . OBDaD . woi\ ~hodh <o r(J'J,.:yJ’lv\,cq 1< G ~hwias g

PAUNAWA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng tulong sa wika at libreng komunikasyon sa ibang mga
format, tulad ng malalaking print. Tawagan ang walang bayad na numero na nasa iyong ID card ng miyembro.

85 3355 8201 (Telugu) SHESESSeB, 3350 &t3eh 2553 HsTOD F90 0BT 3E5¢5 0958 503 ¥eHS PEHEES
EHONTBEATY 3507 23585053, o33 63302030 930E33EANS B 52E58 E5S5-58 3020508 ¥S 30003,

Tusansu wneaauws [ve (Thai) 16 aatanansa lHuinisdrumdsdhunuwsuaznisdoans lusduuudu 4 Wi iwu menniighosidnusvuna Tnay
Tns Wdawanuae uswidmiuandnmutinsUssadivasnn

FAKATOKANGA: Kapau ‘oku ke Lea Faka-Tonga (Tongan), ‘oku ‘i ‘ai ‘a e ngaahi tokoni ta'etotongi ‘i he lea'ni pea mo e ngaahi founga kehe fakafetu‘utaki,
hangeé ko e ngaahi me‘a ‘oku paaki, ‘oku ‘ataa” ma‘au. Fetu‘utaki ki he telefoni ta‘etotongi ‘oku ha ho kaati memipa.

DIKKAT: Tiirkge (Turkish) konusuyorsaniz tcretsiz dil yardim hizmetlerinden ve biyik puntolu baski gibi diger formatlarda icretsiz iletisimlerden
yararlanabilirsiniz. Uye kimlik kartinizdaki dcretsiz hatti arayin.

YBATA: fAkwo 81 po3mosnsieTe ykpaiHcbkoro (Ukrainian), Bam HagaoTbes 6€3KOLWTOBHI MOBHI Nocnyrit Ta 6@3KOLUTOBHI NOBIZOMMNEHHS B iHLLIMX (hopMaTax,
HanpuKnag, KpynHuM WwpndgTom. 3atenedoHyinte 3a 6e3KoWTOBHAM HOMEPOM TeNeMOHY, No3Ha4YeHUM Ha Balwin igeHTuikauinHin kapTyi.
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930 G 8 i a8 (Urdu) =) - Sl o S Gl e o 5 s o0l e e (pe S ld Kon ) cilead sbae (S o) = S s o Sl Ol
(S S i ds 8 n 3K Rl e
LUU Y: Néu quy vi néi Tiéng Viét (Vietnamese), quy vi s& duoc cung cap cac dich vu hd tro ngdn ngir mi&n phi va cac phuwong tién trao déi lién lac mi&n phi
& cac dinh dang khac, chang han nhu ban in chit Ién. Goi d&n sé dién thoai mién phi co trén thé nhan dang thanh vién caa quy vi.
ATENSYON: Kung ang imong sinultihan kay Visayan (Visayan), libre nga mga serbisyo sa tabang sa pinulongan ug libre nga komunikasyon sa ubang mga
pormat, sama sa dagkong print, available kanimo. Tawage ang toll-free nga numero sa imong identipikasyon nga kard sa miyembro.
TIDT NININ PONMTI 0N LJURRIND PIVTIN PR PIZRPIIPRRP YVOIRIN PR OYSINIWO 907 IR0 yuonIN ,(Yiddish) wa7oR w7y 99K 298 awaR
. DUAIRP POXRPIDIVIVTOR WIRYR TWOR NI YR YII5 DRV 57 VO LK IND DayOUNIK
AKIYESI: Ti o ba 11 so Yoruba (Yoruba), awon isel atilelyin &dé olfel ati awon ibanisolrol nini awon iglinrégé, bi dwon ateljade rla, wa fin o. Pe nolmba ti ko
nild owo 16ri kdadi idanimoll omo egbel re.

© 2025 United HealthCare Services, Inc. All Rights Reserved




