Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2026 — 12/31/2026

~, SummacCare Gold 1000-Limited w/ 3 Free PCP Visits & Adult Vision Coverage for: Individual, Spouse, 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
M8, 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.summacare.com or call
800.996.8701. 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 800.996.8701 to request a copy.

Important Questions Why This Matters:

$0 at Indian Health Care Provider | Generally, you must pay all of the costs from providers up to the deductible amount before this

What is the overall (IHCP) or with IHCP referral at plan begins to pay. If you have other family members on the plan, each family member must meet
deductible? non-IHCP; or $1,000 individual / | their own individual deductible until the total amount of deductible expenses paid by all family
$2,000 family members meets the overall family deductible.

Yes. Preventive care, office visits,

urgent care, diabetic eye exams, | This plan covers some items and services even if you haven't yet met the deductible amount. But
pediatric vision exam and frames | a copayment or coinsurance may apply. For example, this plan covers certain preventive services
and generic and preferred brand | without cost sharing and before you meet your deductible. See a list of covered preventive

Are there services
covered before you meet
your deductible?

drugs are covered before you services at https://www.healthcare.gov/coverage/preventive-care-benefits/.
meet your deductible.

Are there other

deductibles for specific | No. You don't have to meet deductibles for specific services.

services?

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 the out-of-pocket | For network providers
limit for this plan? $9,500 individual / $19,000 family

Premiums, balance billing charges
and health care this plan doesn't | Even though you pay these expenses, they don't count toward the out-of-pocket limit.
cover.

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

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

Yes. See
Will you pay less if you WWW.Summacare.com/providersea
use a network provider? | rch or call 800.996.8701 for a list

O AN OB, (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 referral.

see a specialist?
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i g" All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

: Indian Health | Non-IHCP Out- - :
Common Services You May | Care Provider Non-IHCP Provider In- of-Network Limitations, Exceptions, & Other Important

Medical Event Need (ICHP) Network Provider (You will Provider Information
(You will pay pay more) (You will pay
the least) the most)

Cost sharing waived at non-IHCP with IHCP
referral. If an out-of-network provider charges more
than the allowed amount, you may have to pay the
difference (balance billing).

Prior authorization is required to see a surgeon for
. back pain. Obtaining prior authorization is

If you visita provider's responsibility for in-network services.
health care alist visi h $50 copay per visit. d Failure to obtain prior authorization will result in
provider's Specialist visit No charge Deductible does not apply. Not covere denial of claim. Cost sharing waived at non-IHCP
office or clinic with IHCP referral. If an out-of-network provider
charges more than the allowed amount, you may

have to pay the difference (balance billing).

Preventive You may have to pay for services that aren't
care/screening/ No charge No charge Not covered preventive. Ask your provider if the services needed
iImmunization are preventive. Then check what your plan will pay for.

Primary care visit to $0 copay for first three visits,
treat an injury or No charge then $10 copay per visit. Not covered
iliness Deductible does not apply.

Physician order required. Cost sharing waived at
Diagnostic test (x-ray, O i non-IHCP with IHCP referral. If an out-of-network
blood work) No charge 20% colnsurance Not covered provider charges more than the allowed amount,
you may have to pay the difference (balance billing).

Requires prior authorization. Obtaining prior
authorization is provider's responsibility for in-
network services. Failure to obtain prior authorization
No charge 20% coinsurance Not covered will result in denial of claim. Cost sharing waived at
non-IHCP with IHCP referral. If an out-of-network
provider charges more than the allowed amount, you
may have to pay the difference (balance billing). |

If you have a
test

Imaging (CT/PET
scans, MRIs)
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What You Will Pay

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

Indian Health
Care Provider
(ICHP)
(You will pay
the least)

Limitations, Exceptions, & Other Important
Information

Common Services You May
Medical Event Need

Non-IHCP Provider In-
Network Provider (You will
pay more)

$10/$25 copay per prescription
(Deductible does not apply) for
preferred/non-preferred generic
drugs for up to a 30-day supply
retall.

supply retail.

Generic drugs No charge $30/$75 copay per prescription | Not covered
(Deductible does not apply) for up
10 a 90-day supply retai. » Brand and generic drugs limited to a 90-day supply at
$20/$50 copay per prescription retail. Brand and generic drugs up to a 90-day supply
(Deductible does not apply) through mail order. $100 maximum for up to a 30-day
If you need through our mail order pharmacy. supply of Brand Orally Administered Cancer Drugs.
drugs to treat $50 copay per prescription Some drugs require prior authorization. Refer to our
your illness or (Deductible does not apply) for formulary, http://www.summacare.com/formulary.
condition up to a 30-day supply retail. Mail Order is covered through our Contracted Mail
More information $150 copay per prescription Order Pharmacy. Cost sharing waived at non-IHCP
about Preferred brand drugs | No charge (Deductible does not apply) for |\ © o with IHCP referral. If an out-of-network provider
prescription up to a 90-day supply retail. charges more than the allowed amount, you may
drug coverage $125 copay per prescription have to pay the difference (balance billing).
is available at (Deductible does not apply)
http://www.sum through our mail order
macare.com/for pharmacy.
mulary 45% coinsurance per
Non-preferred brand No charge prescription for up to a 30-day or Not covered
drugs 90-day supply retail or through
our mail order pharmacy.
Limited up to a 30-day supply (retail prescription).
Some drugs require prior authorization. Refer to our
50% coinsurance per formulary, http://www.summacare.com/formulary.
Specialty drugs No charge prescription for up to a 30-day | Not covered Cost sharing waived at non-IHCP with IHCP

referral. If an out-of-network provider charges more
than the allowed amount, you may have to pay the

difference (balance billing).
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What You Will Pay

Indian Health Non-IHCP Out-
Common Services You May | Care Provider Non-IHCP Provider In- of-Network Limitations, Exceptions, & Other Important
Medical Event Need (ICHP) Network Provider (You will Provider Information
(You will pay pay more) (You will pay
the least) the most)
Certain outpatient services require prior
authorization. Refer to prior authorization list at
www.summacare.com. Obtaining prior authorization
Facility fee (e.g., is provider’s responsibility for in-network services.
ambulatory surgery No charge 20% coinsurance Not covered Failure to obtain prior authorization will result in
If you have center) denial of claim. Cost sharing waived at non-IHCP
outpatient with IHCP referral. If an out-of-network provider
surgery charges more than the allowed amount, you may
have to pay the difference (balance billing).
Cost sharing waived at non-IHCP with IHCP
Physician/surgeon , referral. If an out-of-network provider charges more
fee)g ’ RO A0 TR o Mo e than the allowed amount, you may have tg pay the
difference (balance billing).
Emergency room care | No charge $300 copay $300 copay
If you need Emergency medical , 20% Cost sharing waived at non-IHCP with IHCP
immediate transportation KO e U LA coinsurance referral. If an out-of-network provider charges more
mediqal $75 copay $75 copay. than the allowed amount, you may have to pay the
attention Urgent care No charge Deductible does not apply. Deductible does | difference (balance billing).
- not apply.
Requires prior authorization. Obtaining prior
authorization is provider's responsibility for in-
Facillty fee (e.g. . nc_atwork sgrviceg. Failurg to obtain pripr auth_orization
hospital room) ’ No charge 20% coinsurance Not covered will result in _demal of claim. Cost sharing waived at
If you have a non-.IHCP with IHCP referral. If an out-of-network
hospital stay provider charges more than the allowed ar_npunt, you
may have to pay the difference (balance billing).
Cost sharing waived at non-IHCP with IHCP referral.
Physician/surgeon N o If an out-of-network provider charges more than the
fees 0 charge 20% coinsurance Not covered allowed amount, you may have to pay the difference
'Y y pay
(balance billing).
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Common

Medical Event

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

If you are
pregnant

If you need help
recovering or
have other
special health
needs

Services You May
Need

Outpatient services

Inpatient services

Office visits

Childbirth/delivery
professional services
Childbirth/delivery
facility services

Home health care

Rehabilitation
services

Habilitation services

What You Will Pay

Non-IHCP Out-

Indian Health
Care Provider
(ICHP)
(You will pay
the least)

No charge

No charge

No charge

No charge

No charge

No charge

No charge

No charge

Non-IHCP Provider In-
Network Provider (You will
pay more)

$0 copay for first three visits, then
$10 copay per visit. Deductible
does not apply.

20% coinsurance

$10 copay for initial visit, then
$0 copay. Deductible does not

apply.
20% coinsurance

20% coinsurance

20% coinsurance

$10 copay per physical therapy
or occupational therapy visit.
Deductible does not apply.

$50 copay per visit for all other
rehabilitation services.
Deductible does not apply.
$10 copay per physical therapy
or occupational therapy visit.
Deductible does not apply.
$50 copay per visit for all other
rehabilitation services.
Deductible does not apply.

$10 copay per mental health
visit. Deductible does not apply.

of-Network
Provider
(You will pay
the most)

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Limitations, Exceptions, & Other Important
Information

Inpatient services require prior authorization. Obtaining
prior authorization is provider's responsibility for in-
network services. Failure to obtain prior authorization
will result in denial of claim. Cost sharing waived at
non-IHCP with IHCP referral. If an out-of-network
provider charges more than the allowed amount, you
may have to pay the difference (balance billing).

Maternity care may include tests and services
described elsewhere in the Summary of Benefits
and Coverage (i.e. ultrasound). Cost sharing waived
at non-IHCP with IHCP referral. If an out-of-network
provider charges more than the allowed amount,
you may have to pay the difference (balance billing).

100 visits per calendar year. Cost sharing waived at
non-IHCP with IHCP referral. If an out-of-network
provider charges more than the allowed amount,
you may have to pay the difference (balance billing).

Physical Therapy, Occupational Therapy, Speech
Therapy and Pulmonary Rehabilitation limited to 20
visits/calendar year each; Cardiac Rehabilitation limited to
36 visits/calendar year. 20 visits per habilitation service,
includes Physical Therapy, Speech Therapy and
Occupational Therapy; 30 visits per year for Mental/
Behavioral Health Outpatient Services; 20 hours per
week for Clinical Therapeutic Intervention. Cost sharing
waived at non-IHCP with IHCP referral. If an out-of-
network provider charges more than the allowed amount,
you may have to pay the difference (balance billing).
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What You Will Pay

Indian Health ' Non-IHCP Out-
Common Services You May | Care Provider Non-IHCP Provider In- of-Network Limitations, Exceptions, & Other Important

Medical Event Need (ICHP) Network Provider (You will Provider Information
(You will pay pay more) (You will pay
the least) the most)

90 days per calendar year. Cost sharing waived at
non-IHCP with IHCP referral. If an out-of-network
provider charges more than the allowed amount,
you may have to pay the difference (balance billing).
Requires prior authorization. Obtaining prior
authorization is provider's responsibility for in-network
Durable medical . services. Failure to obtain prior authorization will
cquibment No charge 20% coinsurance Not covered result m_denlal of claim. Cost sharing waived at non-
EqUIpment IHCP with IHCP referral. If an out-of-network provider
charges more than the allowed amount, you may
have to pay the difference (balance billing).

Cost sharing waived at non-IHCP with IHCP
referral. If an out-of-network provider charges more
than the allowed amount, you may have to pay the

difference (balance biIIing}.

One routine exam every 12 months. One frame/set
of lenses every 12 months. Cost sharing waived at
non-IHCP with IHCP referral. If an out-of-network
Children's glasses | No charge No charge Not covered | provider charges more than the allowed amount,

If your child you may have to pay the difference (balance billing).
needs dental or Routine fluoride dental exam for a child covered under
eye care preventive benefit at no charge in-network. Cost
Children’s dental sharing waived at non-IHCP with IHCP referral. If
check-up an out-of-network provider charges more than the
allowed amount, you may have to pay the
difference (balance billing).

Skilled nursing care | No charge 20% coinsurance Not covered

Hospice services No charge 20% coinsurance Not covered

Children’s eye exam | No charge No charge Not covered

Not covered Not covered Not covered

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.)

e Abortion ¢ Non-emergency care when traveling outside the U.S.
e Acupuncture * Dental care e Private-duty nursing
e Bariatric surger o Infertility treatment. Initial testing covered only. e Routine foot care
- SUTGETy e Long-term care :
e Cosmetic surgery e Weight loss programs
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Chiropractic care o Infertility testin e Routine eye care (Adult)
e Hearing aids (ages 21 and younger) y g e Teladoc visits

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: The Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 877.267.2323 x61565 or
www.cms.gov/cciio/index.html. 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 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 plan at 800.996.8701 or the Ohio Department of Insurance’s Consumer Hotline at 800.686.1526 or www.insurance.ohio.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 800.996.8701.]
[Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 800.996.8701.]

[Chinese (FX): sNRF|EHXHIEEE), BKFTIXANS3 800.996.8701.]
[Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne’ 800.996.8701.]

To see examples of how this plan might cover costs for a sample medical situation, see the next section.

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number.
The valid OMB control number for this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response, including the
time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of the time
estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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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

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

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

hospital delivery)

m The plan’s overall deductible $1,000
W Specialist copay $50
M Hospital (facility) coinsurance 20%
M 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)

controlled condition)

® The plan’s overall deductible $1,000
W Specialist copay $50
M Hospital (facility) coinsurance 20%
M 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)

up care)
® The plan’s overall deductible $1,000
B Specialist copay $50
M Hospital (facility) coinsurance 20%
M 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 $1,000
Copayments $500
Coinsurance $200

What isn't covered

Total Example Cost $12,700 Total Example Cost $5,600

In this example, Peg would pay: In this example, Joe would pay:

Cost Sharing Cost Sharing
Deductibles $1,000  Deductibles $900
Copayments $10  Copayments $300
Coinsurance $2,300  Coinsurance $0

What isn't covered What isn't covered

Limits or exclusions $60  Limits or exclusions $20
The total Peg would pay is $3,370  The total Joe would pay is $1,220

Limits or exclusions $0

The total Mia would pay is $1,700

Note: These numbers assume the patient received care from an Indian Health Care Provider (IHCP) or with IHCP referral at a non-IHCP. If you receive care from a
non-IHCP provider without a referral from an IHCP your costs may be higher.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Important Information

SummaCare complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, religion, gender
identity or sex.

SummaCare does not exclude people or treat them differently because of race, color, national origin, age, disability, religion, gender identity or sex.

SummacCare:
« Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats)

« Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact Member Services.

If you believe that SummaCare has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, religion,
gender identity or sex, you can file a grievance through Member Services:

Civil Rights Coordinator

PO Box 1107

Akron, OH 44309-1107

Toll-free: 800.996.8701

TTY: 711

Fax: 330.996.8545

Email: appeals@summacare.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, a Member Services Representative is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights electronically through the Office for Civil Rights
Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence
Avenue SW., Room 509F, HHH Building, Washington, DC 20201, 800.368.1019, 800.537.7697 (TDD).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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Important Information
Language Access Services:

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de SummacCare, tiene derecho a obtener ayuda e informacion en su
idioma sin costo alguno. Para hablar con un intérprete, llame al 1-800-996-8701.

Este Aviso contiene informacion importante. Este aviso contiene informacion importante acerca de su solicitud o cobertura a través de
SummacCare. Preste atencion a las fechas clave que contiene este aviso. Es posible que deba tomar alguna medida antes de determinadas fechas
para mantener su cobertura médica o ayuda con los costos. Usted tiene derecho a recibir esta informacion y ayuda en su idioma sin costo alguno.
Llame al 1-800-996-8701.

izu%@‘, 2R EEHBNESR, SGEANIEASBM EBNLESummaCare AEMIERE, TEENREUENAEESINEBMAL, SH— 2
8, FHEREFEEHEASTF1-800-996-8701,
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8701,
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Falls Sie oder jemand, dem Sie helfen, Fragen zum SummacCare haben, haben Sie das Recht, kostenlose Hilfe und Informationen in lhrer Sprache
zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer 1-800-996-8701 an.

Diese Benachrichtigung enthalt wichtige Informationen. Diese Benachrichtigung enthalt wichtige Informationen bezuglich lhres Antrags auf
Krankenversicherungsschutz durch SummacCare. Suchen Sie nach wichtigen Terminen in dieser Benachrichtigung. Sie kénnten bis zu bestimmten
Stichtagen handeln mussen, um lhren Krankenversicherungsschutz oder Hilfe mit den Kosten zu behalten. Sie haben das Recht, kostenlose Hilfe
und Informationen in Ihrer Sprache zu erhalten. Rufen Sie an unter 1-800-996-8701.

e slaad g Baclued ala J peas B xs B3 Salcs « Summacare «e s alid aaelucy amd 5 aad sl S Ad 5l 1-800-996-8701. « Ll
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Important Information

Wann du hoscht en Froog, odder ebber, wu du helfscht, hot en Froog baut SummacCare, hoscht du es Recht fer Hilf un Information in deinre
eegne Schprooch griege, un die Hilf koschtet nix. Wann du mit me Interpreter schwetze witt, kannscht du 1-800-996-8701 uffrufe.

Die Bekanntmaching gebt wichdichi Auskunft. Die Bekanntmaching gebt wichdichi Auskunft baut dei Application oder Coverage mit
SummacCare. Geb Acht fer wichdiche Daadem in die Bekanntmachung. Es iss meeglich, ass du ebbes duh muscht, an beschtimmde Deadlines,
so ass du dei Health Coverage bhalde kannscht, odder bezaahle helfe kannscht. Du hoscht es Recht fer die Information un Hilf in deinre eegne
Schprooch griege, un die Hilf koschtet nix.

Ecnu y Bac nnu nuua, KOTopoMy Bbl MOMOraeTe, MMETCA BONpockl no noBogy SummaCare, To Bbl UMeeTe NpaBo Ha 6ecnnaTHoe nonyyeHve
NoMOLLM U MHpopMaLnmn Ha Bawem a3blke. [1ns pa3roBopa ¢ nepeBogunkoM nNo3BoHUTE no TenedoHy 1-800-996-8701.

HacToswee yBegomneHne CoaepXnT BaXKHy0 MHopMaLmio. OTO yBEAOMIIEHNE COAEPKUT BaXXHYHO MHGOPMaLMIO O BalleM 3asiBNEHUN UNu
CTPaxoBOM MOKpbITUKN Yepe3 SummacCare. [locMOTpuTe Ha KNoYeBble AaThl B HACTOSALWLEM yBegoMIeHMn. BaM, BO3MOXHO, NoTpebyeTcst NpUHATL
Mepbl K onpegeneHHbIM NpeaenbHbIM Cpokam A1 COXPaHEHUS CTPaxoBOro NOKPbITUSE UM MOMOLLM C pacxogamu. Bel nmeeTe npaBo Ha
SecnnaTtHoe nony4veHne 3Ton MHOoPMaLMM U NOMOLLb Ha BalLeM s3bike. 3BoHUTE no TenedoHy 1-800-996-8701.

Si vous, ou quelgu'un que vous étes en train d'aider, a des questions a propos de SummacCare, vous avez le droit d'obtenir de l'aide et
l'information dans votre langue a aucun coQt. Pour parler a un interpréte, appelez 1-800-996-8701.

Cet avis a d'importantes informations. Cet avis a d'importantes informations sur votre demande ou la couverture par l'intermédiaire de
SummacCare. Rechercher les dates clés dans le présent avis. Vous devrez peut-étre prendre des mesures par certains délais pour maintenir
votre couverture de santé ou d'aide avec les codts. Vous avez le droit d'obtenir cette information et de I'aide dans votre langue a aucun codt.
Appelez 1-800-996-8701.

Néu quy vi, hay ngwdi ma quy vi dang gitp d&, cé cau héi vé SummacCare, quy vi sé ¢ quyén dwoc gidp va co thém théng tin bang ngén ngiy
ctia minh mién phi. D& noi chuyén véi mét théng dich vién, xin goi 1-800-996-8701.

Théng bao nay cung cép théng tin quan trong. Thong bao nay co thong tin quan trong ban vé don nép hoac hop déng béo hiém qua chuo’ng trinh
SummacCare. Xin xem ngay then chot trong thdng bao nay. Quy vi co thé phai thwc hién theo théng bao dung trong thoi han dé duy tri bao hiém
strc khoe hodc dugrc tro trip thém vé chi phi. Quy vi c6 quyén dwoc biét thdng tin nay va dwoc trg gilp bang ngdén ngi cGa minh mién phi. Xin
goi sb 1-800- Isin yookan namni biraa isin deeggartan SummacCare irratti gaaffii yo qabaattan, kaffaltii irraa bilisa haala ta’een afaan keessaniin
odeeffannoo argachuu fi deeggarsa argachuuf mirga ni gabdu. Nama isiniif ibsu argachuuf, lakkoofsa bilbilaa 1-800-996-8701 tiin bilbilaa.



Important Information

Beeksisni kun odeeffannoo barbaachisaa gaba. Beeksisti kun sagantaa yookan karaa SummacCare tiin tajaajila keessan ilaalchisee
odeeffannoo barbaachisaa gaba. Guyyaawwan murteessaa ta’'an beeksisa kana keessatti ilaalaa. Tarii kaffaltidhaan deeggaramuuf yookan
tajagjila fayyaa keessaniif guyyaa dhumaa irratti wanti raawwattan jiraachuu danda’a. Kaffaltii irraa bilisa haala ta’een afaan keessaniin
odeeffannoo argachuu fi deeggarsa argachuuf mirga ni gabaattu. Lakkoofsa bilbilaa 1-800-996-8701 tii bilbilaa.
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Se tu o qualcuno che stai aiutando avete domande su SummacCare, hai il diritto di ottenere aiuto e informazioni nella tua lingua gratuitamente. Per
parlare con un interprete, puoi chiamare 1-800-996-8701.

Questo avviso contiene informazioni importanti sulla tua domanda o copertura attraverso SummacCare. Cerca le date chiave in questo awviso.
Potrebbe essere necessario un tuo intervento entro una scadenza determinata per consentirti di mantenere la tua copertura o sovvenzione. Hai il
diritto di ottenere queste informazioni e assistenza nella tua lingua gratuitamente. Chiama 1-800-996-8701.

CARANMR, EEEEFOEORYDOATEH., SummaCarelZDWTZEBRBINSEWELEL, CHFEDEBTYHR—LEZZIT-Y ., BREA
F LEEYTEIENTEET, HEEMDYFRA, BRREBEINDIZEES. 1-800-996-8701F THEEL 2LV,

COBHICITEELGFERMNESEATET, COBAIZIE. SummaCareDBEF - IIEEGRICET IEELFRNESEATNET., CORE
g3l

[CRRHINTWREELAMNE CHRCESLD, BREREBROBHYR— F2#33 212, BEOHBETIZTHZRO LTAELZSHWNGE
N HYET, CHREDSEICKDEREYHR— EHAEHTIRES N FET, 1-800-996-8701F THEFEL LY,



Important Information

Als u, of iemand die u helpt, vragen heeft over SummacCare, heeft u het recht om hulp en informatie te krijgen in uw taal zonder kosten. Om te
praten met een tolk, bel 1-800-996-8701.

Deze mededeling heeft belangrijke informatie. Deze mededeling heeft belangrijke informatie over uw aanvraag of dekking via SummacCare. Kijk
naar belangrijke datums in deze mededeling. Het kan nodig zijn om actie te ondernemen binnen bepaalde termijnen om uw zorgverzekering te
behouden of hulp met kosten te krijgen. U heeft het recht op deze informatie en hulp in uw taal zonder kosten. Bel 1-800-996-8701.

Akwo y Bac 4m y korocbk, XT0 oTpumye Baluy gonomory, BUHMKaTb NUTaHHA npo SummacCare, y Bac € npaBo otpumatn 6e3KoLwTOBHY 4ONOMOry Ta
iHdpopmaito Ha Bawin pigHin mosi. LLlo6 3B’a3aTuck 3 nepeknagaveM, 3aa43BoHiTb Ha 1-800-996-8701.

Lle noBigomneHHsa MicTuTb Baxnmey iHdopmadito. Lie noBigomMneHHsa MiCTUTb BaXknuBy iHdhopmaLito npo Balue 3BepHEHHS WOoA0o CTpaxyBanbHOMo
nokputTa Yeped SummaCare. 3BEpHITb yBary Ha KItO4OBi aTu, BKasaHi y LibOMY NOBIAOMMEHHI. ICHye iMOBIpHICTb Toro, wo Bam Tpeba byae

30iICHUTN NEBHI KPOKWN Y KOHKPETHI KiHLLEBI CTPOKM Ansi Toro, wob 36eperty Bawe megnyHe ctpaxyBaHHa abo oTpumaTty giHaHcoBy gonomory. Y
Bac € npaBo Ha oTpuMaHHS Uiei iHopmalii Ta gonomorn 6e3kowToBHO Ha Bawwin pigHii moBi. [13BOHITL 3a HOMepom TenedoHy 1-800-996-8701.

Daca dumneavoastra sau persoana pe care o asistati aveti intrebari privind SummacCare, aveti dreptul de a obtine gratuit ajutor si informatii in limba
dumneavoastra. Pentru a vorbi cu un interpret, sunati la 1-800-996-8701.

Prezenta notificare contine informatii importante. Aceasta notificare contine informatii importante privind cererea sau acoperirea asigurarii
dumneavoastre de sanatate prin SummacCare. Cautati datele cheie din aceastéa notificare. Este posibil sa fie nevoie sa actionati pana la anumite
termene limita pentru a va mentine acoperirea asigurarii de sanatate sau asistenta privitoare la costuri. Aveti dreptul de a obtine gratuit aceste
informatii si ajutor in limba dumneavoastra. Sunati la 1-800-996-8701.
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