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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, visit www.uhcsr.com/biola or call 1-
800-767-0700. For general definitions of common terms, such as allowed amount, balance billing, coinsurance (coins), copayment (copay), deductible (ded), 
provider, or other underlined terms, see the Glossary.  You can view the Glossary at www.healthcare.gov/sbc-glossary/ or call 1-800-767-0700 to request a 
copy.

Important Questions Answers Why This Matters:
What is the overall 
deductible?

Preferred Providers $400 / (Person)
Out-of-Network Providers $800 / (Person)

Generally, you must pay all of the costs from providers up to the deductible amount 
before this plan begins to pay.

Are there services covered 
before you meet your 
deductible?

Yes. Preventive care, Pediatric Dental 
Preventive and Diagnostic Services, Pediatric 
Vision and categories that specify ded does 
not apply.

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

Are there other deductibles
for specific services?

Yes. Pediatric Dental $500. There are no other 
specific 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 
limit for this plan? Preferred Providers $8,000 / (Person) The out-of-pocket limit is the most you could pay in a year for covered services.

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 www.uhcsr.com/biola or call 1-800-
767-0700 for a list of network providers.

This plan uses a provider network.  You will pay less if you use a provider in the plan’s
network.  You will pay the most if you use an out–of–network provider, and you might 
receive a bill from a provider for the difference between the provider’s charge and what 
your plan pays (balance billing). Be aware, your network provider might use an out-of-
network provider for some services (such as lab work). Check with your provider before 
you get services.

Do you need a referral to 
see a specialist? No. You can see the specialist you choose without a referral.
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 

Common Medical Event Services You May Need

What You Will Pay 
Limitations, Exceptions, & Other 

Important InformationPreferred Provider 
(You will pay the 

least) 

Out-of-Network 
Provider (You will pay 

the most)

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

Primary care visit to treat an injury or illness 
$25 Copay per visit 
ded does not apply

40% Coins
The Deductible will be waived and 
benefits will be paid at 100% for Covered 
Medical Expenses incurred when 
treatment is rendered at the Student 
Health Center or Counseling Center.

Specialist visit 
$40 Copay per visit
ded does not apply

40% Coins

Preventive care/screening/immunization No Charge Not Covered

Includes preventive services specified in 
the health care reform law or benefits 
provided as mandated by state law.
You may have to pay for services that 
aren’t preventive. Ask your provider if the 
services needed are preventive. Then 
check what your plan will pay for. 

If you have a test
Diagnostic test (x-ray, blood work) 20% Coins 40% Coins –––––––––––none–––––––––––
Imaging (CT/PET scans, MRIs) 20% Coins 40% Coins –––––––––––none–––––––––––

If you need drugs to 
treat your illness or 
condition 
 
More information about 
prescription drug 
coverage is available at 
www.uhcsr.com/capdl

Tier 1 - Your Lowest-Cost Option
$25 Copay per 
prescription Tier 1
ded does not apply

Not Covered
Preferred Providers: up to a 31-day supply 
per prescription
Preferred Providers: Mail order Network
Pharmacy or Preferred 90 Day Retail 
Network Pharmacy at 2.5 times the retail 
Copay up to a 90 day supply.
You may need to obtain certain specialty 
drugs from a pharmacy designated by us. 
You may need to obtain prior authorization 
for certain prescription drugs.
You may pay more if prior authorization is 
not obtained. 

Tier 2 - Your Midrange-Cost Option
$40 Copay per 
prescription Tier 2
ded does not apply

Not Covered

Tier 3 - Your Highest-Cost Option
$75 Copay per 
prescription Tier 3
ded does not apply

Not Covered

Tier 4 - Additional High-Cost Option Not Applicable Not Applicable

If you have outpatient 
surgery 

Facility fee (e.g., ambulatory surgery center) 20% Coins 40% Coins –––––––––––none–––––––––––

Physician/surgeon fees 20% Coins 40% Coins
If two or more procedures are performed 
through the same incision or in immediate 
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Common Medical Event Services You May Need

What You Will Pay 
Limitations, Exceptions, & Other 

Important InformationPreferred Provider 
(You will pay the 

least)

Out-of-Network 
Provider (You will pay 

the most)
succession at the same operative session, 
the maximum amount paid will not exceed 
50% of the second procedure and 50% of 
all subsequent procedures.

If you need immediate 
medical attention 

Emergency room care
20% Coins 
$100 Copay per visit
ded does not apply

20% Coins
$100 Copay per visit
ded does not apply

May be limited to use of emergency room 
and supplies.
The Preferred Provider and Out-of-
Network Provider Copay will be waived if 
admitted to the Hospital.
Out-of-Network Provider: (The Insured’s 
expense shall not exceed the amount 
payable for Preferred Provider Medical 
Emergency Expenses.)

Emergency medical transportation 20% Coins 20% Coins

Out-of-Network Provider:  (The Insured’s 
ground or air ambulance expense shall 
not exceed the amount payable for 
Preferred Provider ground or air 
ambulance services.)

Urgent care 20% Coins 40% Coins May be limited to facility fees.

If you have a hospital 
stay 

Facility fee (e.g., hospital room) 20% Coins 

Hospital Miscellaneous 
Expenses: 40% Coins
Room and Board 
Expense: 40% Coins 
$500 Copay per Hospital 
Confinement
ded does not apply

–––––––––––none–––––––––––

Physician/surgeon fees 20% Coins 40% Coins

If two or more procedures are performed 
through the same incision or in immediate 
succession at the same operative session, 
the maximum amount paid will not exceed 
50% of the second procedure and 50% of 
all subsequent procedures.
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Common Medical Event Services You May Need

What You Will Pay 
Limitations, Exceptions, & Other 

Important InformationPreferred Provider 
(You will pay the 

least)

Out-of-Network 
Provider (You will pay 

the most)

If you need mental 
health, behavioral 
health, or substance 
abuse services 

Outpatient services 

Office Visits: $25 
Copay per visit 
ded does not apply
Other: 20% Coins 

Office Visits: 40% Coins 
Other: 40% Coins

–––––––––––none–––––––––––

Inpatient services 20% Coins 40% Coins –––––––––––none–––––––––––

If you are pregnant

Office visits

Routine Office Visit: 
No charge 
Office visit related to 
complications: 
$25 Copay per visit 
ded does not apply

40% Coins

Cost sharing does not apply for preventive 
services when provided by a Preferred 
Provider. 
Depending on the type of services, a 
copayment, coinsurance, or deductible 
may apply. Maternity care may include 
tests and services described elsewhere in 
the SBC (i.e., ultrasound). Childbirth/delivery professional services 20% Coins 40% Coins

Childbirth/delivery facility services 20% Coins 

Hospital Miscellaneous 
Expenses: 40% Coins
Room and Board 
Expense: 40% Coins 
$500 Copay per Hospital 
Confinement
ded does not apply 

–––––––––––none–––––––––––

If you need help 
recovering or have 
other special health 
needs

Home health care 20% Coins 40% Coins
100 visits maximum (Per Policy Year)
Separate visit limits apply to rehabilitative 
and Habilitative Services.

Rehabilitation services 20% Coins 40% Coins

Review of Medical Necessity will be 
performed after 12 visits per Injury or 
Sickness. This review does not apply to 
Mental Illness Treatment or Substance 
Use Disorder Treatment.

Habilitation services 20% Coins 40% Coins
Review of Medical Necessity will be 
performed after 12 visits per Injury or 
Sickness. This review does not apply to 
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Common Medical Event Services You May Need

What You Will Pay 
Limitations, Exceptions, & Other 

Important InformationPreferred Provider 
(You will pay the 

least)

Out-of-Network 
Provider (You will pay 

the most)
Mental Illness Treatment or Substance 
Use Disorder Treatment.

Skilled nursing care 20% Coins 40% Coins –––––––––––none–––––––––––
Durable medical equipment 20% Coins 40% Coins –––––––––––none–––––––––––
Hospice services 20% Coins 20% Coins –––––––––––none–––––––––––

If your child needs 
dental or eye care

Children’s eye exam 
$20 Copay per exam; 
ded does not apply

50% Coins; ded does not 
apply

See your plan’s Pediatric Vision Benefit 
Details. Age limits apply.*

Children’s glasses

Lens: $40 Copay; 
ded does not apply
Frames: Tiered 
Copays from no 
charge to 40% based 
on retail cost. ded
does not apply 

50% Coins; ded does not 
apply

See your plan’s Pediatric Vision Benefit 
Details. Age limits apply.*

Children’s dental check-up 
No Charge; ded does 
not apply 

50% Coins; ded does not 
apply 

See your plan’s Pediatric Dental Benefit 
Details. Age limits apply.*
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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.)

 Cosmetic surgery  Dental care (Adult)  Infertility treatment  

Long-term care Non-emergency care when traveling outside the 
U.S.  

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.)

 Acupuncture  Bariatric surgery  Chiropractic care 

Hearing aids  Private-duty ursing  Routine foot care 
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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 Student Resources at 1-800-767-0700 and California Department of Insurance at 1-800-927-4357 or visit 
http://www.insurance.ca.gov/. Other coverage options may be available to you, too, including buying individual insurance coverage through the Health Insurance 
Marketplace. For more information about the Marketplace, visit 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: California Department of Insurance at 1-800-927-4357 or visit http://www.insurance.ca.gov/. 
 
Additionally, a consumer assistance program can help you file your appeal, contact California Department of Insurance Consumer Communications Bureau at 300 
South Spring Street, South Tower, Los Angeles, CA  90013 or call 1-800-927-4357 or 1-800-482-4TDD (4833) or visit http://www.insurance.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 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 (Español): Para obtener asistencia en Español, llame al 1-866-260-2723.
 
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-260-2723. 
 

Chinese ( ): 1-866-260-2723.
 
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-260-2723.
 
 

 
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) 

The plan’s overall deductible $300 
Specialist copayment $25 
Hospital (facility) coinsurance 20% 
Other coinsurance 20%

 

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) 

 

Total Example Cost $12,700

In this example, Peg would pay: 
Cost Sharing

Deductibles $300 

Copayments $25 

Coinsurance $2,000

What isn’t covered

Limits or exclusions $60 

The total Peg would pay is $2,385 
 

 

 

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

controlled condition) 

The plan’s overall deductible $300
 Specialist copayment $25
 Hospital (facility) coinsurance 20%
 Other coinsurance 20%

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) 

Total Example Cost $4,800

In this example, Joe would pay: 
Cost Sharing

Deductibles $300

Copayments $800

Coinsurance $100

What isn’t covered

Limits or exclusions $20

The total Joe would pay is $1,220
 

 

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

care)

The plan’s overall deductible $300
 Specialist copayment $25
 Hospital (facility) coinsurance 20%
 Other coinsurance 20%

 

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 $2,800

In this example, Mia would pay: 
Cost Sharing

Deductibles $300

Copayments $75

Coinsurance $400

What isn’t covered

Limits or exclusions $0

The total Mia would pay is $775
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NOTICE OF NONDISCRIMINATION  
and  

NOTICE OF AVAILABILITY OF LANGUAGE ASSISTANCE SERVICES AND ALTERNATE FORMATS

UnitedHealthcare complies with applicable civil rights laws and does not discriminate on the basis of race, color, national 
origin, ancestry, religion, age, disability, sex (including pregnancy, sexual orientation, gender, and gender identity), or 
marital status.   UnitedHealthcare does not exclude, deny Covered Medical Expenses to, or otherwise discriminate against 
any Insured for participation in, or receipt of the Covered Medical Expense under, any of its health plans, whether carried 
out by UnitedHealthcare directly or through a Network provider or any other entity with which UnitedHealthcare arranges 
to carry out Covered Medical Expenses under any of its health plans. We do not exclude people or treat them less favorably 
because of race, color, national origin, ancestry, religion, age, disability, sex or marital status. 
 
We provide free auxiliary aids and services to help you communicate with us or your doctor. 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 1-866-260-2723 for Medical Plans, 1-800-638-3120 for Vision Plans, 1-877-816-3596 for Dental 
Plans, or call the toll-free phone number listed on your 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:  

 
Civil Rights Coordinator 
UnitedHealthcare Civil Rights Grievance 
P.O. Box 30608 
Salt Lake City, UTAH 84130 
UHC_Civil_Rights@uhc.com 

If you need help filing a complaint, call 1-866-260-2723 for Medical Plans, 1-800-638-3120 for Vision Plans, 1-877-816-3596 
for Dental Plans, or call the toll-free phone number listed on your ID card. (TTY 711).  
 
UnitedHealthcare Insurance Company 
If your complaint is not resolved, you can file a grievance with the California Department of Insurance (“CDI”).  Contact the 
CDI at the toll-free telephone number 1-800-927-HELP (1-800-927-4357) or submit an inquiry in writing to the California 
Department of Insurance, Consumer Communications Bureau, 300 South Spring Street, South Tower,  Los Angeles, CA 90013 
or through the website: www.insurance.ca.gov. The hearing and speech impaired may use the toll-free telephone number 1-
800-482-4833 (TTY). 
 
You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights: 
 

Online:  https://ocrportal.hhs.gov/ocr/portal/lobby.jsf 
Phone:  1-800-368-1019, 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://www.uhc.com/content/dam/uhcdotcom/en/npp/CANDN-LA-UHC-StudentResources-EN.pdf    
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ATTENTION: You can get an interpreter to talk to your doctor at the time of your appointment or with us. If you speak 
English, free language assistance services and free communications in other formats, such as large print, are available to 
you. Call 1-866-260-2723 for Medical Plans, 1-800-638-3120 for Vision Plans, 1-877-816-3596 for Dental Plans, or call the 
toll-free phone number listed on your member ID card. (TTY: 711). If you need more help, call the Department of Insurance 
Hotline at 1-800-927-4357. 

              (Amharic)     

                1-866-260-2723   

  1-800-638-3120     1-877-816-3596
 (TTY: 711)         1-800-927-4357  

 :              .      (Arabic)    
           .   1-866-260-2723     

1-800-638-3120     1-877-816-3596                 

.(TTY: 711) .                                

   1-800-927-4357 . 

  (Bengali) 

 1-866-260-2723 1-800-638-3120
1-877-816-3596 -

 (TTY: 711)  1-800-927-4357  

   
(Cambodian) 

 1-866-260-2723 1-
800-638-3120 1-877-816-3596 

  (TTY  711)  
 

1-800-927-4357  

ATENSHUN Faluwasch 
(Carolinian), ye toore paliuwal kapetal Faluwasch lane bwe me sew format, ta tipel lane, bwe bwale tepangiyom. Kali 1-866-
260-2723 para ughul Lalap ni ughul tipiye, 1-800-638-3120 para ughul Lalap ni tipiye nu mata, 1-877-816-3596 para ughul 
Lalap ni tipiye nu apapa, o kali ewe kali rerekkepal ni Nuumur ni telepon yeeg listed me ni Kaaret ni meybur ID-mu. (TTY: 
711). Ka mwei angang, kali ewe Depatamentun Inshurans Kali Awaey me 1-800-927-4357. 

ATENSYON: Siña hao humosga un intérprete para kumuentos yan i doktermu gi ora di i konsulta-mu pat yan hame. Yanggen 
fifino’ hao CHamoru (Chamorro), guaha setbisio siha para hågu ni’ mandibåtdi, i setbision fino’ pat lengguåhi yan 
fina’uma’espiha gi otro na manera siha, taiguihi i para mana’dångkolo i inemprenta. Kålle 1-866-260-2723 para Planån 
Mediku, 1-800-638-3120 para Planån Visión, 1-877-816-3596 para Planån Dental, pat kålle i númeru gratut na teleponu na 
esta på’go gi kåtta ID para miembro -mu. (TTY: 711). Yanggen manggågå’ hao ayuda, kålle i Departamento di Seguros 
Linahiyan ayudu gi 1-800-927-4357. 

(Chinese)

1-866-260-2723
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1-800-638-3120  1-877-816-3596 (TTY 711)

1-800-927-4357  

:                  .   (Farsi)   
                   . 
 

1-866-260-2723 1-800-638-3120 1-877-816-3596
 .(TTY: 711).              1-800-

927-4357   . 

ATTENTION : Vous pouvez demander à un(e) interprète de parler à votre médecin au moment de votre rendez-vous ou 
avec nous. Si vous parlez français (French), des services d’assistance linguistique et des communications dans d’autres 
formats, notamment en gros caractères, sont mis à votre disposition gratuitement. Appelez le 1-866-260-2723 pour les 
régimes médicaux, le 1-800-638-3120 pour les régimes de soins de la vue, le 1-877-816-3596 pour les régimes de soins 
dentaires, ou appelez le numéro de téléphone gratuit indiqué sur votre carte de membre. (TTY : 711). Si vous avez besoin 
d'aide, appelez le service d'assistance téléphonique du département des assurances au 1-800-927-4357. 

ACHTUNG: Sie können für Gespräche mit Ihrem Arzt bei Ihrem Termin oder mit uns einen Dolmetscher anfordern. Falls Sie 
Deutsch (German) sprechen, stehen Ihnen kostenlose Sprachassistenzdienste und kostenlose Kommunikation in anderen 
Formaten, wie zum Beispiel große Schrift, zur Verfügung. Rufen Sie 1-866-260-2723 für Krankenversicherungen, 1-800-638-
3120 für Augenversicherungen, 1-877-816-3596 für Zahnversicherungen oder die gebührenfreie Telefonnummer auf Ihrer 
Mitgliedskarte an. (TTY: 711). Wenn Sie weitere Hilfe benötigen, wenden Sie sich an die Hotline der Versicherungsabteilung 
unter 1-800-927-4357. 

: 
 (Greek)

 1-866-
260-2723 1-800-638-3120  1-877-816-
3596 

(TTY: 711)
 1-800-927-4357. 

 :                 . 

   (Gujarati),  ,          ,    , 

   .   1-866-260-2723,    1-800-638-3120,    1-877-

816-3596           -      . (TTY: 711).  

    ,     1-800-927-4357   . 

ATANSYON: Ou ka jwenn yon entèprèt pou pale ak doktè ou a nan moman randevou w la oswa avèk nou. Si w pale Kreyòl 
Ayisyen (Haitian Creole), sèvis asistans lang gratis ak kominikasyon gratis nan lòt fòma, tankou gwo lèt, disponib pou ou. 
Rele 1-866-260-2723 pou Plan Medikal, 1-800-638-3120 pou Plan Vizyon, 1-877-816-3596 pou Plan Dantè, oswa rele 
nimewo telefòn gratis ki endike sou kat ID manm ou a. (TTY: 711). Si w bezwen plis èd, rele Liy Dirèk Depatman Asirans lan 
nan 1-800-927-4357. 
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:                     
    (Hindi)  ,                

        1-866-260-2723   ,     1-800-638-3120 , 
    1-877-816-3596   ,        -      

 (TTY: 711)        ,       1-800-927-4357  
  

CEEB TOOM: Koj tuaj yeem tau txais ib tug neeg txhais lus tham nrog koj tus kws kho mob thaum lub sijhawm kev teem caij 
los sis thaum tham nrog peb. Yog tias koj hais Lus Hmoob (Hmong), yuav muaj cov kev pab cuam txhais lus pub dawb thiab 
kev sib txuas lus ua lwm hom qauv, xws li luam ua tus ntawv loj rau koj. Hu rau 1-866-260-2723 rau Cov Phiaj Xwm Kho 
Mob, 1-800-638-3120 rau Cov Phiaj Xwm Kho Qhov Muag, 1-877-816-3596 rau Cov Phiaj Xwm Kho Hniav, los yog hu rau tus 
xov tooj hu dawb uas teev rau hauv koj daim npav ID. (TTY: 711). Yog tias koj xav tau kev pab ntau ntxiv, hu rau Feem Hauj 
Lwm Saib Xyuas Kev Tuav Pov Hwm Tus Xov Tooj ntawm 1-800-927-4357. 

ATENSION: Makaalaka iti interpreter a makisarita kadakami wenno iti doktormo iti oras ti appointment-mo. No makasaoka 
iti Ilocano (Ilocano), makaalaka iti libre a tulong iti lengguahe ken libre a pannakikomunikar iti sabali a format, kas iti 
dadakkel a letra. Tawagam ti 1-866-260-2723 para kadagiti Plan a Medikal, 1-800-638-3120 para kadagiti Plan para iti 
Panagkita, 1-877-816-3596 para kadagiti Plan para iti Ngipen, wenno tawagam ti libre a numero ti telepono a nailista iti ID 
card-mo kas miembro. (TTY: 711). No kasapulam iti ad-adu pay a tulong, tawagam ti  Department of Insurance Hotline iti 1-
800-927-4357. 

ATTENZIONE: il giorno del Suo appuntamento, può richiedere i servizi di un interprete per parlare con il Suo medico o con 
noi. Se parla italiano (Italian), sono disponibili gratuitamente servizi di assistenza linguistica e comunicazioni in altri formati, 
come la stampa a caratteri grandi. Chiami il numero 1-866-260-2723 per i piani sanitari, il numero 1-800-638-3120 per i 
piani oculistici e il numero 1-877-816-3596 per i piani dentistici, oppure chiami il numero verde riportato sul Suo tesserino 
identificativo. (TTY: 711). Per ulteriore assistenza, chiami il numero dedicato della Sezione assicurazioni: 
1-800-927-4357. 

 (Japanese) 

 1-866-260-2723  1-

800-638-3120  1-877-816-3596  ID 

(TTY: 711)  (1-800-

927-4357)  

:            . (Korean)  

                 . 

   1-866-260-2723,    1-800-638-3120,    1-877-816-3596  

   ID     . (TTY: 711).     

  1-800-927-4357  . 
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(Lao), 
1-866-260-2723 1-800-638-3120 1-

877-816-3596 (TTY: 711)
1-800-927-4357  

SHOOH
(Navajo) 

1-866-260-2723 
1-800-638-3120 1-877-

816-3596 ID 
(TTY: 711). 

1-800-927-4357 . 

:
 (Nepali) 

1-866-260-2723 1-

800-638-3120 1-877-816-3596 -
(TTY: 711) 1-800-927-4357 

 

WICHDICH: Du darfscht en Interpreter griege fer schwetze mit dei Dokter an dei Appointment odder mit uns. Wann du 
Deitsch (Pennsylvania Dutch) schwetzscht un brauchscht Hilf fer communicat-e, kenne mer dich helfe unni as es dich 
ennich eppes koschde zellt. Mir kenne differnti Sadde Schprooch-Hilf beigriege aa fer nix. Call 1-866-260-2723 fer Plans as 
zu duh hen mit Dokteres, 1-800-638-3120 fer Plans as zu duh hen mit Sehne, 1-877-816-3596 fer Plans as zu duh hen mit 
Zaeh, odder call die Toll-Free Phone Number as uff dei ID Card is. (TTY: 711). Wann du meh Hilf brauchscht, call die 
Department of Insurance Hotline an 1-800-927-4357. 

UWAGA
polskim (Polish)

1-866-260-2723 
1-800-638-3120 1-877-816-3596 

(TTY: 711). 
1-800-

927-4357. 

ATENÇÃO: Você pode ter um intérprete para falar com o médico no momento da consulta ou conosco. Se você fala 
português (Portuguese), há serviços gratuitos de assistência linguística e comunicações gratuitas em outros formatos, 
como letras grandes, disponíveis para você. Ligue para 1-866-260-2723 para planos médicos, 1-800-638-3120 para planos 
oftalmológicos, 1-877-816-3596 para planos odontológicos ou ligue para o número de telefone gratuito listado no seu 
cartão de ID de membro. (TTY: 711). Se precisar de mais ajuda, ligue para a Linha Direta do Departamento de Seguros no 
número 1-800-927-4357. 
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:  
(Punjabi) 

 1-866-260-2723 1-800-638-3120 1-
877-816-3596 -  (TTY: 711)   

! 
(Russian)

1-866-260-2723 1-800-
638-3120 1-877-816-3596

( TTY: 
711)

1-800-927-4357

Faa- (Samoan)
 

'  1-866-260-2723   Fa' 'i, 1-800-638-3120   Va'ai, 1-877-816-3596  
 ,  '     e   totogi o 'o  i  o   ID tagata. (TTY: 

711).  e te ’    ,   Laina a   o  (Department of 
Insurance Hotline) i  1-800-927-4357. 

FIIRO GAAR AH: Waxaad heli kartaa turjumaan si aad ula hadasho dhakhtarkaaga wakhtiga ballanta ama annaga. Haddii 
aad ku hadasho Soomaali (Somali), adeegyada taageerada luqadda bilaashka ah iyo isgaarsiino bilaash ah oo qaabab kale 
ah, sida far waaweyn, ayaa diyaar kuu ah. Wac 1-866-260-2723 wixii ah Qorshayaasha Caafimaadka, 1-800-638-3120 
Qorshooyinka Aragtida, 1-877-816-3596 wixii ah Qorshooyinka Ilkaha, ama wac lambarka telefoonka bilaashka ah ee ku 
qoran kaarka aqoonsiga xubinta. (TTY: 711). Haddii aad u baahan tahay caawimo dheeraad ah, wac Khadka Taleefanka ee 
Waaxda Caymiska (Department of Insurance) 1-800-927-4357. 

ATENCIÓN: Puede conseguir un intérprete para hablar con nosotros o con su médico durante su cita. Si usted habla español 
(Spanish), tiene a su disposición servicios gratuitos de asistencia en otros idiomas y comunicaciones gratuitas en otros 
formatos, como letra grande. Llame al 1-866-260-2723 para los planes médicos, al 1-800-638-3120 para los planes de la 
vista y al 1-877-816-3596 para los planes dentales, o llame al número de teléfono gratuito que aparece en su tarjeta de 
identificación de membresía. (TTY: 711). Si necesita más ayuda, llame a la línea directa del Departamento de Seguros al 1-
800-927-4357. 

PAUNAWA: Maaari kang makakuha ng interpreter upang makausap ang iyong doktor sa panahon ng iyong appointment o 
sa pakikipag-usap sa amin. 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. Tumawag sa 1-866-260-2723 para sa Mga 
Planong Medikal, 1-800-638-3120 para sa Mga Plano para sa Paningin, 1-877-816-3596 para sa Mga Plano para sa Ngipin, o 
tumawag nang libre sa numero ng telepono na nakalista sa iyong ID card ng miyembro. (TTY: 711). Kung kailangan mo ng 
karagdagang tulong, tawagan ang Hotline ng Departamento ng Insurance sa 1-800-927-4357. 

:   (Thai) 
 1-866-260-2723 

 1-800-638-3120 1-877-816-3596 
(TTY: 711)  

1-800-927-4357 



7 
NDN-NOA SR CA 4/2025 

!
(Ukrainian)

-  1-866-260-2723
1-800-638-3120

1-877-816-3596,

( TTY: 711)
(Department of Insurance)

1-800-927-4357

:    (Urdu) 
 1-866-260-

27231-800-638-3120 1-877-816-3596 
(TTY: 711)  1-800-927-4357  

:    i h a 
 N  nói Ti ng Vi   

 h   ngôn ng   ng 
h  n. i 1-866-260- , 1-800-638-3120 

1-877-816-3596  n tho
   a 

S  o hi  -800- -  

 
 


