Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
GSGGOPT Blue Options Gold PPO™ 101

mueﬂm
al linois

Coverage Period: 01/01/2019-12/31/2019
Coverage for: lndmduai/Famtly i Pian T ype: PPO

a

The Summary ry of Benefits and Coverage (SBC) document will help you choose ahealth ]J__lgﬂ The SBC shews you ow you and the plan would share
the cost for covered health care services. NOTE: Information about the cost of this plan {called the premium) ill be provided separately. This is

i i only 2 summary. For more information about ycur coverage, or to get a copy of the complete terms of coverage, visit

| https://www.hchsil.com/member/policy-forms/2019 or by calling 1-800-541-2768. For general definitions of cammion terms, such as aliowed amount,
ha.lanc_e_blﬂmg, o insu[ange, g_gaymgui, d_&dl_lgnblﬂ, provider, or other umie[lmg_d terms see the Glossary. You can view the Glossary atbﬂp_s,[m&m&

What is heoveraii
deductible?

$1,500; Out-of-Network $3,000
Family: Blue Choice $2,100; PPO
$4,500; Out-of-Network $9,000

IndwlduaIBIue Choice $700; PRO|

T . T e e

of call 1- 855-756 4448 to fequest a copy

Generally, you must pay all of the costs from providers up to the ﬂaducmﬁ amuunt hefare
this plan begins to pay. If you:have other family members on the plag, each famify member
must meet their own individual deductible until the total amount of deductible expenses paid
by all family members meets the overall family deductihle.

Arethere services:.covered

Yes: In-Network Preventive Health

This plan covers someitéms.and services evenif you haven® tyet met the deduictible amount.

deduetiblas for specific
services?

before you meet your and services wnth acopay are | Buta copayment or.coinsurance may apply. For example, this plan covers certain preventive
deductible? covered before you meet your | services without costs rm -and before you meet your .de_dugtb_g See a list of covered

deductible, preventive services at’ : i-gate-b .
Are there other No. You don't have to meet dgd ctibles for Spe(:lflc services.

What is the out-of-pocket.
fimit for this plan?

Individual: Blue Choice $4,200;
PPO $6,000; But-uf Network
Unlimited .

Family: Blue Choice $12, 600 PPO
$14,700; Out—of-Network
Unlimited

The out-of-pocket limif is the most you-could pay-in a year for covered sefvices. If you have
other family members in this plan, they hava to méet their own gut-of-packet limits until the
overall family put-of-pocket limit has been met.

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

Premjums, baiance—briled

doesn't cover.

TEven though you pay these expenses, they don't count foward the oi-of-pocket himit.
) -charges, and health care this plan

Will you pay less if youuse

Yes. See www. bebsil.com-or call

This plan uses a provider network. You will pay less |f you use 3 provider in the plan’s petwork:.
out-of-nigtwork provider,

see a spacjalist?

a 0 vider? * | 1-800-541-2768 fora list of You will pay the most if you use an and you might receive a bill from
Participating Providers. - a provider for the difference between the grovider's charge and what your plan pays (balance
' hilling). Be aware your network provider might use an aut-of-neiwork provider for some services
_ | (such as lab work). Check with your provider before you get services. -
Do you need a referral to | No. You can see the specialist you choose without a feferral.

Blue Cross and Blue Shield of Iflinois, a Divisicr of Health Care Service Carporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Associatian,

SBC IL Nen-HMO SG-2019

1of 8



,————--—.—-—.— -

A AI! __Qp_ayjlﬂll. and s_D_iMLQIE_E costs. shcwn in thzs cha

- GCommoh

"Medical Event

- Services You May Need' l
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" Provider 1
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m:taj&nn& E:rceptmns, & Otfier IMportant
liiformation |

5 o

. Prim‘ary care visit to treatan - 0/visit ‘ ‘$5/visit; 50% coinsurance ! ;. L - .
o v, .- " | injury-or illness . | deductible does | deductible does gg;'&iﬁf?gﬁﬁg{:‘s't‘ See your henefif
é - u P not apply +not apply S . '
A Specialist visit 840/ visit; $100/visit; : 50% coinstrance! -
lfyoudvisitafi;eaithcare deductible does | deductible does [None
ﬂ-ﬁ-‘c—ﬁ“ ottice.or not apply not apply
‘ . ) Preventive care/screening/ | No Charge; No Charge; | 50% coinsurance You may have to pay for services that aren't |
i LT immunization  deductible does deductible do‘esg preventive. Ask your provider if the services
T = notapply - - tnotapply . needed are preventive. Then check what your,
s 7o § . _ : ) . . i plan will pay for.
T { Diagnostic test (x-ray, blood | 20% coinsurance 30%@9&@@?50%@@% Preauthorization may be required; see your
ifybuhaveatest” - jwork) M R — henefit booklet* for details.
.. =¥ _{Imaging (CT/PET scans, MRis) | 20% coinsurance | 30% coinsurance| 50% coinsurance

*For more information about limitations and exceptions, see the plan or policy document at hitps://www.bebsil conn/membet/policy-forms/2019.
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" Preferred genri drugs

Seivies You May Need

1.
B
f
¥
-
4

e
4

meder ‘

(You will pay the
least).

Retalil - Preferred
- No Charge
Non-Preferred -
$10/prescription
Mail - No
Charge;
deductible does
not apply

(Yau wrl] pay
' mere)
A

Retarl Preferfed

- No Charge
Non-Preferred -
§10/prescription
Mail - No
Charge;

deductible does

not apply

TN, o &4

Nofi-PPQ
b Provider

1 (Ynu willi pay the1

sk

Retail -

$10/prescription;
deductible does
not apply

| Non-preferred generic drugs

: fRetail'- Preferred:

$1 o/ p rescrrpnon

| Non- Preferred -

| $20/pieScription:
Maib- -
$30/prescr|pt|on

|déductible does

PR net apply” *

R

Retaii'-Preferred

- $20/prescription;

$1 Olprescrrptacn
Non-Preferred -
$20/prescnptron
Mail - .

$30/prescription;
dedu c_l;ibﬂle.d"oes.

{not apply .-

Retait -

’d.e_duﬂlb_le does
not appiy

I

209 QIE_GT

Preferred brarrd.dr't'rgs‘" '

Retarl Preferred

SSS/prescnptrcn

- Non-Preferred -

$55/prescription
Mail -

$105/prescription;

deductible does
not apply

Retazl Preferred

$35lprescr|pt|en
Non-Preferred -

 $55/prescription

Mail -
$105/prescription;
deductible does
not apply

Retail -
$55/prescription;
deductible does
not apply

Non-preferred brand drugs

¢ o,
. - L T
.

o .
- .

.‘ Retail -.Preferred

$75/prescnpt|on

Non-Preferréd.-
$95/prescription

1'Mail -

Retail - Preferred-

SZSIpreseriDtien-

Non-Preferred -

red - i notapply
$95/prescription
. Mail -

Retail -
$95/prescription;
deductible does

+
%L:mstatsons ‘Exceptions, & Other lmportan:

| pharmacies). Up to a 90-day supply at mail
"1 order. Specialty drugs fimited to a 30-day

| the cost of a brand name drug-and a generic

/\ information.
>

Limited to a 30-day supply af refail {or a
50-day supply at a nefwork of select retail

supply. Payment of the difference between

may also be required if a generic drug is
available. Alt Out-of-Network prescriptions |
are subject to a 50% additional charge after
the applicable copay/coinsurance. Additional!
charge will not apply to any deductible or |
out-of-pocket amounts. You may be eligible |
to synchronize your prescription refills, please|
see your benefit booklet* for detaifs.
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$225/presmptmn‘ $225/prescgpt|on;
.:— deductible does | deductible does
SR not apply riot apply
- "“J - {Preferred specialty drugs $150/prescription; | $150/prescription; | $1 50/prescnpt:on
LT deductible does | deductible does | deductible does
’ not apply not apply ‘| not apply '
T .~ .|Non-Preferred specialty drugs } $250/ptescription; $250/prescription;.| $250/prescription;
e S dedictible does | deductible does | deductible does
EEIRRT : not apply not apply not apply _
R T < " | Facility fee (e.g., ambulatory $200/visit plus | $400/visit plus ] §500/visit plus | Preauthorization may be required. Abortion
If-you have o utpatlent { surgery center) 20% coinsurance | 30% coinsurance 50% coinsurance is not covered except in limited
surgery ] 1 Physician/surgeon fees 20% coinsurance | 30% coinsurance SD%M. circumstan_ces. .
. . . For Qutpatient Infusion Therapy, see your
e U _ benefit booklet* for details.
-1 Emergency room care $400/visit plus | $400/visit plus | $400/visit plus |
S e . . ohe
- 20% coinsurance | 20% coinsurance | 20% coinsurance
' : , - | Emergency medical -~ -}20% coinsurance | 20% coinsurance] 20% coinsurance | Preauthorization may be required for
1f you rieed! |mmedlate | transportation "=t | | non-emergency transportation; see your
medlcal attentlonf . - A benefit booldet* for details.
= 1 lrgent care  §75/visit; S75/visit; 50% coinsurance
. : o deductible-does ; deductible does None
T ST B : not apply not apply
e T Facmty fos, (2, g hospltal 18250 visit plus | $500/visit plus | $600/visit plus | Preauthorization required. Preauthorization
If you have a hospltal | room) " |20%coinsurance | 30% coinsurance | 50% coinsurance | penalty: $1,000 ar 50% of the eligible charge
stay 1 Physician/surgeon fees 120% coinsurance | 30% coinsurance | 50% coinsurance | in-Network, $500 Out-of-Network. See your
. henefit hooklet*® for detaiis.
*For more information about limitations and exceptions, see the plan or policy document at hitps://fwww behsil.com/menher/palicy-forms/2019.
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(You w:ll pay the} ;

““ Pr ‘,def‘ ]

PPO Prowder

more) .

" Mhat. You Wzil Pa','

1 B ue Chmce

b

NonvPPD

[

{¥ou will pay }

+

Provider

|

{(Youwill pay the |

|
i

4 )
'850/office visits |

‘most) 1

t L:mltauons Ercept:ons, & Other Imporiant _

Information

2

_ ol Outphtieﬁt‘servicés . $20/off|cevzstts 50%9_0_111&!1[3!]!2& .
s ' ' or 20% . or 30% - aT
Q;If you "Bed mental coinsurance for {-cginsuranée for Dutpatlent'__rg&umguatmamay be required;
-.health behavmral Jother outpatient | other outpatient see yourbenefit booklet* for details. Inpafient:}
health, or substance I services - -pSefvices- - E[gguthanz_a_tm required. .
:.abuse semces +Inpatient services $250/visit plus | $500/visit plus S&ﬂ(l/wsn pius 3
) i , 20% coinsurance | 30% coinsurange | 50% coinsurance | ,

A - | Office visits Primary-Care: | Primary Care:" | 50% Coinsurance
L e $20 $50 ' Copay applies to first prenatal visit (per
‘. Crl | Specialist; $40; | Specialist: S?OG - pregnancy). Cost sharing does not apply to

RS Qgiucnhl_does«. dgdj.l_c;lh_tedoes -: certain preventive services, Depending on the
if you are pregnant’ notapply: |notapply : type of services, colnsurance may apply.

" | Childbirth/delivery professional
. services

20% coinsurance

30% colnstrance

509 coinsirance

Matermity care may include tests and services

Wl described elsewhere in the SBC (i.e.
.+« |Childbirth/delivery; faclllty $250/veslt plus [ $500/visit plis | $600/visit plus | ultrasound).
b 7.7 =t )services S . 120% coinsurance | 30% coinsurance SO%m_msu{anp_e
- 5 "ayr |Home hgglxh gare o * 120% coinsurance | 30% coinsurance | 50% coinsurance
" yoil need help " {Rehabilitation services 120% coinsurance’ 30% coinsuirance| 50% coinsurance
recoveringorhave  { Habilitation services 120% coinsurance | 30% coinsurance | 50% coinsyirance Preauthorization may be required
other special health d nursing care - [ 20%coinsurance | 30% coinsurance | 50% coinstrance .
Lneeds .. ", | Durable redical egulp_ment 20% coinsurance| 30% coinsurance | 50% coinsurance
e AR '“,- «.*" Hospite services- 7%, - . | 20%coinsurance} 30% coinsurance | 50% coinsurance _
} A Children's eyeexam No Charge; No Charge; Not Covered . .
] S | de ”|[ does | ded .Il] does ?ol:edzlts;itl s‘eryear. See your benefit booklet*
lf your °h“d feeds . - Chiidre‘n’s-glasses' ;Tnt‘gll:gr;e' x:&(:)tgl?;;e' Not Covered
dental ore ecare > - s I i : One pair of glasses per year. See your benefit
_ rRe ., { deductible does | deductible does | ookt fn?details.p ' ’
L 4 - L not apply notapply -
ST “{ Children's dental check-up  {30% coinsurance 30%comsurance,5{l%m_n§u_a_m:_e None

*For more information about [imitations and exceptions,

see the plan or policy document at hitps://www bebsil.com/member/policy-forms/2018.
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Excluded Services & Other Covered Services:

Services Your Plan General!y Does NOT Cover (Check your policy.or plan document for more information and a list of any other excluded sorvices )
=~ Abortion (Except where a pregnancy 1s the result « Long-term care « Routine eye care (AdUlt)
of rape or incest, or for a pregnancy which, as - Non-emergency care when traveling outside the - Weight loss programs
certified by a physician, places the woman in us.
danger of death unless an abortion is performed)
s Acupuncture i
= Dental care {Adult) : s

Other Covered Services (Ltmltatlons may apply fo these s services. Thisisn'ta complete list. Please see yoirf plan éacumenﬂ}

= Bariatric surgery < Hearing aids (Two covered every 36 months for Prwate-duty fiursing (With the exception of
- Chiropractic care (Limited to 25 visits percalendar  children ot bone anchored) inpatient privaté duty-nursing)

year.) » Infertility treatment ((4:procedures per benefit - Routine foot care (Only in connection with
o Cosmetic surgery (Only for the correction of perlod)) diabetes)

congenital deformities or conditions resulting
from accidental injuries, scars, tumors, or
diseases)

Your Rights to Continue Coverage: There are agencies that can help if you want to contiriue your coverage after it ends. The contact information for those
agencies is: the plan at 1-800-541-2768, U.S. Department of Labor’s. Employee Benefits Security Administration at 1-866-444-EBSA (3272) or wiww.dol.gov/
ebsa/healthreform, or Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or
www.cciio.cms.goy. Other coverage options may be availible to you foo, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www.HealtfiCare.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 2 claim, appeal, or a grievance for any reason to your plan. For more information about your rights,
this notice, or assistance, contact: Blue Cross.and:Blue Shield of lllingis at 1-800-541-2768 or visit www.bchsil.com, or contact the U.S. Depastment of Lahor's
Employee Benefits Security Administration at 1:866-444-EBSA (3272) o visit www.dol.gov/ehsa/healthreform,

Additionally, a consumer assistance program can help you file your appeal. Contact the lifinois Department of Insurance at (877) 527-9431 or visit fitifs://
insurance.illinois.gaov.

Does this plan provide Minimum Essential Coverage? Yes

If you don’t have Minimum Essennal Coverage for a month, you'll have to make a payment when you file your tax feturn unless you qualify for an exemption
from the requirement that you have"health coverage for that month.
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Does this plan meet the Minimum Value Standards? Yes
If your plan doesn't meet the Minimum Value Standards, you may be e!igjible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Aceess Services:
Spanish (Espafiol): Para obtener asistencia en Espaiiol, llame al 1-800-541-2768.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-541-2768.

Chinese (F132): ZIRB/EHAIFERD » HIRITEA S 1-800-541-2768,
Navajo (Dine): Dinek'ehgo shika at'chwol ninisingo, kwiijigo holne' 1-800-541-2768.

To see examples of how this plan might cover costs for a sample medical sifuation, see the next section.
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About These Coverage Examples:

._..-—— g e " iy e - — o t—— e —— = . —— o e - B e e e ok S e n i —amm

; Thisis not a cost. éstimator. Treatments shown are fuét examples of how thls gtgn might- cover medical care. Your actual costs will be different
i .‘. depending on.the actual careyou receive, the prices your providers charge, and many other factors. Focus on-the cost sharing amounts
|

(deductibles, copaymerits and-coinsurance) and excluded services under the plan. Use this information to compare the portion of costsyou
might pay under different health plans. Please note these coverage examples are based on self-only coverage

e n - e = e m et e e e e ma e oy Am — ~ - - - - — = e A m - e = = = [

: Mia's Simple Fracture :
(m -Retwork emergency roony visit and: foliow up

T -' " P&gisHaving aBahy
i (9 months of m—petwayk pres wmnataf cafe and a

. hespttal delwefy) - el %mr;qulg - - care) i :
& The M.E overall deductible $§700 = The plan's overall ggugsb §700 & The pjag_s overall deductible $700
B Specialist $40  E Specialist $40 o Specialist 840
E1 Hospital (facility) $250 +20% ™ Hospital (facility) $250+20% W Hospital (facility) $250 +20%
Other 20% & Other 20% & Other 20%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event inclides sarvices like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care {including medical supplies)
Childbirth/Delivery Professional Services disease education) Diagnostic test (x-ray)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Durable medical equipment {cruiches)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Rehabilitation services {physical therapy)
Specialist visit (anesthesia) Durable medical equipment {glucose meter)
[ Total ExampleCost . . . . | -§12,800] [Tofal ExampleCost - -~ [ §7,400] | Total'Example Cost 4 gt908 ]
ln this example, Peg would pay: In this example, Joe would pay: In this example, Mia wouldl Bay:

. Cost Sharing oy " {CostSharing N < - CostSharing .- . = |
Deductibles 5700 Deductibles §700° Deductibles ~ §700
Copayments , . 8300  Copayments $700  Copayments 5400
Coinsurance $2300  Coinsurance $200  Coinsurance ' S100

. Whatisn't covered .. i ~°  Whatisn't covered . 7 Whatisn'teavered '
Llrmts or exclusmns $60 Limits or exciusions S60 Limits or exclusions LIt
{ The total Pegwould payis -~ |- $3,360] |Thetotaldoewouldpayis -~ | . 1,660} | ThetotalMiawouldpayis = | 57,200]

The plan would be responsible for the other costs of these EXAMPLE covered services. Bof 8



% @ BlueCross BlueShield of inols

Health care coverage is important for everyone,

We provide free communication aids and services for anyone with a disability or who needs language assistance,
We do not discriminate on the basis of race, color, national origin, sex, gender identity, ‘age or disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984.

if you believe we have failed 1o provide a service, or think we have discriminated in another way, contact us to file a grievance.

Office-of Civil Rights Coordinator Phone:  855-664-7270 {voicemail)
300 E. Randolph St TTY/TDD: 855-661-6965
35th Floor Fax: 855-661-6960
Chicago, lllinois 60601 : Email.  CivilRightsCoordinator@®hcsc.net
You may file a civil rights complaint with the U.S. Depariment of Health and Human Services, Office for Civil Rights, at:
U.S. Dept. of Health & Human Services Phone: 800-368-1019
200 Independence Avenue SW TTY/TDD: 800-537-7697
Room 509F, HHH Building 1019 Complaint Portal: hitps:/focrportal.hhs.govioct/portal/iobby.jsf
Washington, DC 20201 Complaint Forms: hitp:/faww.hhs.goviocriofficeffilefindex.himl

bebsil.com



BlueCross BlueShield of Ilinois

if you, or scmeone you ere helping, have questions, you have the right to gel help and information in your language at no cost.
To speak to aninterpreter, call the cuslomer service number on the back of your member card. ifyou are not a member, or don't have a.card, call 856-710-6384.

Tyl | o dgeme oS5 0 o8 ol e Wy s e 5yl o Meanll Tatd g1 oo ol egg sl pn e ol ctatatll ABSSTY iy e A5k B g el laphadily Belndll gl Gpemall 6 gadt oyl (R siolad et ool f el S of
Arabic B55-710-6584 e Juald (d8thy el Y ot
SEBrhsr HUUR A, SUERIEAEIERIRE AR, BT TR, A RSN SN RMA. AN—VEER, SN BHEINGR-FEENERRBBESGE. NRALTRYR, TRs
Chinesa WA, SR 655-710-6884.
Frangais Sivous, ou quelqu'un que vous &tes on frain d'alder, avez des questions, vous avez le droit d'obtenir de Faide el linformation dans voire langue  aucun co0t. Pour parler 4 un interpréte, composez le numéro du
French service client indiqué au verso de votre carte de membre, Sivous 'éles pas membre ou sl vous Vavez pas de carte, veuillez compaser Je 855-710-5584.
Dettsch Falls Si2 oder jemand, dem Sie heffen, Fragen heben, haben Sie das Recht, kostenlose Hilfa und informationen in Threr Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die
German Kundenservicenummer auf der Rickseite Ihier Mitgliedskarte an. Falls Sig kein Mitgfied sind oder keine Mitgliedskarie besitzen, rufen Sie bitte 855-710-6084 an.
EMnvikd Edv eotle ff xémoiog mou PonBdme Exere epumioesg, fxere 1o Bixalopa va AdBere foriBeia xar mAnpogoples om yhdoga gag xwpls ypiwon. Ma va. puhioere o évav Siepynvéa, kahiare Tov apiBpd efumpimoeng
Greek Tekomihv Tou avaypdetar oo Tow ppog Mg kiprag pihoug oag. Ebv Gav eloTe péhog 1 Bev xeve képra, xahfore Tov apdé B55-710-6984,
ajorell ol ctuel wlel R HeE sl 2a B Acll B ollyy Al Aol A S WA aud 5L HIZ, IRl HeAUsatt stSell Wise wilet Wes Al e Ur Sle 53
Gujarati of B WEAUE oft YAl Blel, wadl wiuel WA 518 «iell Al 855-710-6984 oltiz Uz Sl&t &3 .
fear 2 3T, 0 3T TRy TSI T 0, SReT &, ot ST 31y S o T4 SaTera i S Sy s 7 SRR 31 el e & arer e v, e e i o
Hindi e R 1T e Yo He{ W H| AR AT TEGEA G &, T 9P T S5 +HeT §, 7 855-710-6984 TUHIT B
ltaliano $a i o qualeuna che stal aiutando avete domande, hai il diifto di oftenere aluto e infarmazioni nefia tua fingua gratuitamsnte. Par parlare con un interprete, puel chiamara il servizio clienfi al numero riportato sul lato
Halian posteriors dalla fua tessera di socio. Se non sel socio o non possiedi una tessera, puct chiamare 1l numers 858-710-5984.
et=0 grer G T A S=E AR S0 ACH AR RER I S SN FEE A2 iR 2E = U= A2 USULL AR IS SHM U=0W AHA s
Korean S SEHA 2, BIR0| OHLEAIHLE DF=0) 2l S AI™ 855-T10-6984 28 EEFA AL,
Diné "I*44 ni, & doodago 1a*da biké andnflwe'igll, na'fdilkidgo, ts*ida bee nd ahb6ti'” t°44 nifk’e nikd a*doolwol. Ata® halne®l bich'{’ hadeesd=ih ninfxingo éf kwe'é da’infishgl dka anfdaalwoigi{
Navajo bich'{’ bodilnth, bee nééhézinii bine’déé” bikd4’. Koil atah nealtsoos né had{t’éégsdé €f doodago bee nééhézinigif ddingo keoji® hodfilaih 855-710-6584.
Pelski Jaéll Ty lub osoba, kidre} pomagasz, macie Jaklekolwlek pylanta, macle prawo do uzyskania bezptatne) Informacjl | pomocy we whasnym [ezyku. Aby porozmawlad z #umaczem, zadzwali pod humer podany na
Polish odwrocle karty czionkowsklef. Jeze!t nle jeste$ czlonkien i nia masz przy soble karfy, zadrwon ped numer 855-710-5984,

. ESni ¥ 6aC K 4&NoBexa, KOTOROMY Bb! HOMOIAETS, BOMHMKITH BONDPOCH), ¥ BAC £6TL RPARO HA DeCrRaTHYI0 NOMOLLS M HHOPMaLMIS, NpeaoCTABREHHY) Ha Bawem A3bike, HTofisl noroeopuTs € NepasoymKoM,
:ﬁ‘;gg: RC3IBOHKTS B OTAEN OBCNYMMBAHHA KKEHTOB No TenadoHy, YXaIatRomy Ha obpaTHai CTOPOKS Balllel KAPTONK YHacTHUKE. ECrm Bl He ARnseTech YACTHUKOM WNH ¥ B3c HOT XaPTOYM, SO3BOHITS No

TenedoHy 855-710-6984,
Espafiol 5f usted o glguien a quien usted estd ayudando iena preguntas, tisne derscho a obiener ayuda e informacion en st igioma sin costo alguna. Para habfar con un inférprete comuniguese con ef nimero del Sarvicio al
Spanish Cliante que figura en ¢l reverso de su tarjeta de miembra, Sl usted no es miembro o no posee una tarjets, llame al 855-710-6884.
Tagalog Kung kaw, o ang [sang taony iyong tnutulungan ay may mga tanong, may karapatan kang makakiha ng tulang et impormasyon sa iyong wika nang walang bayad, Upang makipag-usap sa Isang tagasaiin-wika,
Tagaleg tumawsy sa numero ng serbisyo para sa kustomer ea likod ng tyong kard ng miyembmo, Kung ikaw ay hindi Isang miyembro, o kaya ay walang kard, tumawag ga 855-710-6984,
2l #»QJSJSJ: gy ptule 8 VS g e G S deala Slaglia 58 ate e e 05 o3 08 G 6Tt 50 Jlpea o808 v ety St el K e S0 sl el S S

Urdy S JS 3 855T10-6989 8 o o B8 0 S Gl U siend s Stz yay S35 <
Titng Vigt Néu quy vi hofic ngudi ma quy vi gitp 8 cd b4t ki cau hai ndo, quy vj 6 quydn dwrge b3 try v nhéin théng fin bing ngdn ng clra minh midn phi, B4 néi chuysn vai théng djch vién, ool 56 dich vy khdch
Vielnamese hang ném & phia sak tha héi vien elia quy v, Ndu quy v| khéng phdi 12 hdi vién holic khéng ¢6 thé, goi sb 855-710-6584. )
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