Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2023-12/31/2023
Anthem Blue Cross: Coverage for: All Coverage Types | Plan Type: HDHP
Northrop Grumman Corporation: Value Health Plan - Sunnyvale

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the
a5 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, coverage, you may access your summary plan
description at https://totalrewards.northropgrumman.com/download/file library/146/NGHPSPD 2021.pdf.

For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other undetlined
terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary/ or call (800) 894-1374 to request a copy.

What is the overall $1,700/employee or Generally, you must pay all of the costs from providers up to the deductible amount before
deductible? $3,000/employee + spouse or this plan begins to pay. If you have other family members on the policy, the overall family

$3,000/employee + children or
$3,300/employee + family for
In-Network Providers.
$3,200/employee or
$4,800/employee + spouse or
$4,800/employee + children or
$6,400/employee + family for
Out-of-Network Providers.

deductible must be met before the plan begins to pay.

Are there services Yes. Preventive care for In- This plan covers some items and services even if you haven’t yet met the deductible amount.
covered before you Network and Out-of-Network | But a copayment or coinsurance may apply. For example, this plan covers certain preventive
meet your Providers and telemedicine services without cost-sharing and before you meet your deductible. See a list of covered
deductible? visits with Live Health Online. | preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other No. You don't have to meet deductibles for specific services.

deductibles for

specific services?

What is the out-of- $6,000/employee or The out-of-pocket limit is the most you could pay in a year for covered services. If you have

pocket limit for this $9,000/employee + spouse or other family members in this plan, they have to meet their own out-of-pocket limits until the

plan? $9,000/employee + children or
$12,000/employee + family for
In-Network Providers.
$12,000/employee or
$18,000/employee + spouse or

overall family out-of-pocket limit has been met.
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$18,000/employee + children or
$24,000/employee + family for
Out-of-Network Providers.
What is not included | Services deemed not medically | Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
in the out-of-pocket | necessary by Medical

limit? Management and/or Anthem,
Premiums, balance-billing
charges, and health care this
plan doesn't cover.

Will you pay less if Yes, Blue Card PPO. See This plan uses a provider network. You will pay less if you use a provider in the plan’s
you use a network www.anthem.com/ a ot call network. You will pay the most if you use an Out-of-Network Provider, and you might
provider? (800) 894-1374 for a list of receive a bill from a provider for the difference between the provider’s charge and what your

network providers.

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 No. You can see the specialist you choose without a referral.
referral to see a

specialist?

44 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if 2 deductible applies.

What You Will Pay
Common Out-of-Network Limitations, Exceptions, & Other

Services You May Need In-Network Provider

Medical Event )
(You will pay the least)

Provider Important Information
(You will pay the most)

Coinsurance applies to both in-person

. .. and virtual visits with your provider.
Primary care visit to treat an Y

.. . 20% coinsurance 50% coinsurance You pay a $10 copay for each
injury or illness L
. telemedicine visit with LiveHealth
if y;";IVISIt a Online.
ealth care ST : :
. Specialist visit 20% coinsurance 50% coinsurance none
provider’s office -
or clinic You may have to pay for services that
. . Sy
. . aren't preventive. Ask your provider if
Preventive care/screening . 5
. o / No charge No charge the services needed are preventive.
immunization .
Then check what your plan will pay
for.
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

Out-of-Network

Provider

(You will pay the most)

Limitations, Exceptions, & Other

Important Information

If you have a test

Diagnostic test (x-ray, blood
work)

20% coinsurance

50% coinsurance

none

Imaging (CT/PET scans, MRIs)

20% coinsurance

50% coinsurance

Costs may vary by site of service.
Please check with your plan for details.

If you need
drugs to treat
your illness or
condition

Mote information
about

prescription
drug coverage is

available at
www.caremark.co
m

Generic Drugs

20% coinsurance
(retail) and
20% coinsurance up to a
$200
maximum/ prescription
(home delivery)

50% coinsurance
(retail

Limited to a 30 day supply at retail or
90 day supply through mail order/CVS
Pharmacy. Maintenance medications
are required to be obtained via mail
order or CVS pharmacy. Please check
with your plan for details. Medical
deductible applies. Preventive drugs
not subject to deductible.

Formulary Brand Name Drugs

20% coinsurance
(retail) and
20% coinsurance up to a
$200
maximum/ presctiption

(home delivery)

50% coinsurance
(retail)

Limited to a 30 day supply at retail or
90 day supply through mail order/CVS
Pharmacy. Chemically equivalent
generics, if available are required.
Maintenance medications are required
to be obtained via mail order or CVS
pharmacy. Please check with your plan
for details. Medical deductible applies.
Preventive drugs not subject to

deductible.

Non-Formulary Brand Name
Drugs

35% coinsurance
(retail) and
35% coinsurance up to a
$200
maximum/ prescription

(home delivery)

50% coinsurance
(retail)

Limited to a 30 day supply at retail or
90 day supply through mail order/CVS
Pharmacy. Chemically equivalent
generics, if available are required.
Maintenance medications are required
to be obtained via mail order or CVS
pharmacy. Please check with your plan
for details. Medical deductible applies.
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

Out-of-Network
Provider

Limitations, Exceptions, & Other

Important Information

(You will pay the most)

Preventive drugs not subject to
deductible.

Specialty drugs

20% coinsurance up to a
$200 maximum

Not covered

Medical deductible applies. Check with
plan for details.

transportation

/prescription
Facility fee (e.g., ambulator . .
If you have ty fee (e.g;, Y 20% coinsurance 50% coinsurance none
. surgery center)
outpatient
. . . none
surgery Physician/sutrgeon fees 20% coinsurance 50% coinsurance
20% coinsurance for Emergency
Room Physician Fee. Failure to obtain
pre-authorization for Emergency
Emergency room care 20% coinsurance Covered as In-Network | admission (require notification no later
than 72 business hours after
admission) may result in non-coverage.
If you need
immediate . . o
. Failure to obtain preauthorization for
medical Emergency medical air ambulance may result in non
. . u u -
attention seney 20% coinsurance Covered as In-Network y

coverage.

Utgent care

20% coinsurance

50% coinsurance

You pay a $10 copay/visit for each
telemedicine visit with LiveHealth
Online.

If you have a
hospital stay

Facility fee (e.g., hospital room)

20% coinsurance

50% coinsurance

Failure to obtain pre-authorization
may result in a penalty of $500

Physician/surgeon fees

20% coinsurance

50% coinsurance

none
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

Out-of-Network
Provider

(You will pay the most)

Limitations, Exceptions, & Other
Important Information

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

Outpatient services

Office Visit
20% coinsurance
Other Outpatient
20% coinsutrance

Office Visit
50% coinsurance
Other Outpatient
50% coinsurance

Office Visit
Coinsurance applies to both in-person
and virtual visits with your provider.

Other Outpatient
none

Inpatient services

20% coinsurance

50% coinsurance

20% coinsurance for Inpatient
Physician Fee In-Network Providers.
50% coinsurance for Inpatient
Physician Fee Out-of-Network
Providers. Failure to obtain pre-
authorization may result in a penalty of

$500.

Office visits

20% coinsurance

50% coinsurance

Childbirth/delivery professional
services

20% coinsurance

50% coinsurance

Maternity care may include tests and
services described elsewhere in the
SBC (i.e. ultrasound.) Failure to obtain

Il)izgz;zf pre-authorization may result in a
Childbirth/delivery facility o o penalty of $500 for inpatient stay that
services 20% coinsurance 50% coinsurance exceeds 48 hours of normal delivery

and 96 hours after a cesarean delivery.
100 visits/benefit petiod including
private duty nursing in and out of
Home health care 20% coinsurance 50% coinsurance network combined. Failure to obtain
pre-authorization may result in a

If you n.eed help penalty of $500

Lecover;lng or Rehabilitation services 20% coinsurance 50% coinsurance

s;::i:lt hzl;ll th Habilitation setrvices 20% coinsutrance 50% coinsurance none

ik 100 visits/benefit petiod including

Skilled nursing care

20% coinsurance

50% coinsurance

private duty nursing in and out of
network combined. Failure to obtain
pre-authorization may result in a

penalty of $500.
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What You Will Pay

Out-of-Network
Provider

Common
Medical Event

Services You May Need

In-Network Provider
(You will pay the least)

Limitations, Exceptions, & Other
Important Information

(You will pay the most)

Durable medical equipment 20% coinsurance 50% coinsurance

Includes two hearing aids/benefit year.
Wigs and toupees are limited to
$1500/benefit yeat. One pair of
custom shoes or custom molded
inserts prescribed by a physician per
benefit year.

20% coinsurance 50% coinsurance

Hospice services

Failure to obtain pre-authorization
may result in non-coverage. Respite
care and bereavement are excluded.

If your child Children’s eye exam Not covered Not covered

none
needs dental or | Children’s glasses Not covered Not covered
€ye care Children’s dental check-up Not covered Not covered none

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 Cosmetic surgery e Dental care (adult) e Dental Check-up

e Long- term care e Routine eye care (adult) e Infertility treatment
e Weight loss programs e Routine foot care unless you have been

diagnosed with diabetes.

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

e Abortion e Acupuncture 12 visits/benefit petiod includes o
acupressure.
e Chiropractic cate 24 visits/benefit petiod. e Hearing aids two/benefit petiod. °

Bariatric surgery

Most coverage provided outside the United

States. See www.bcbsglobalcore.com

e Private-duty nursing covered in the home. 100
visits/benefit petiod including home health
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: Department of Labor, Employee Benefits Security Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform. 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 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:

ATTN: Grievances and Appeals, PO Box 54159, Los Angeles, CA 90054-0159

Department of Labor, Employee Benefits Security Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform

Does this plan provide Minimum Essential Coverage? Yes

If you don’t have Minimum Fssential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption
from the requirement that you have health coverage for that month.

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 plan tax credit to help you pay for a plan through the Marketplace.

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-netwotk pre-natal care and a

hospital delivery)
B The plan’s overall deductible $1,700
B Specialist coinsurance 20%
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services
like:

Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (u/trasounds and blood work)
Specialist visit (anesthesia

Total Example Cost $12,840
In this example, Peg would pay:
Cost Sharing
Deductibles $1,700
Copayments $0
Coinsurance $2,216
What isn’t covered
Limits or exclusions $60
The total Peg would pay is $3,976

Managing Joe’s type 2 Diabetes

(a year of routine in-network care of a well-
controlled condition)

B The plan’s overall deductible $1,700
B Specialist coinsurance 20%
B Hospital (facility) coinsurance 20%
B 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 (g/ucose meter)

Total Example Cost $7,460
In this example, Joe would pay:
Cost Sharing
Deductibles $1,700
Copayments $0
Coinsurance $1,141
What isn’t covered
Limits or exclusions $55
The total Joe would pay is $2,896

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

Mia’s Simple Fracture

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

B The plan’s overall deductible $1,700
B Specialist coinsurance 20%
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services
like:

Emergency room care (zncluding medical supplies)
Diagnostic test (x-7ay)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,010
In this example, Mia would pay:
Cost Sharing
Deductibles $1,700
Copayments $0
Coinsurance $62
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,762
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(TTY/TDD: T11)

Albanian (Shqip): IN&ze keni pretje né hdhje me kété dokument, kem t& drejté &8 merrm falas ndihmé dhe informacion né gjuhén tua). Pér té kontaktuar me njé
pérkthves, telefononi (800) 894-1374

Amharic (RMEGF):- NAHY NTE T9F@-F° M Pk NAPT NLNP 2YE ACEF AT RUT T°2F NIR PO997 T+ AN+ AAPF= AN+CATY, ATITIC (800) 894-
1374 & B0-fr

(800) B94-1374 lo Juall spn fe M) Zoandll L o abial; Sibe glacll g Sanlosddl Jlo gl Gl Sad ol 138 ol i i 2l SIS 1Y (R _all) Arabic

Armenian (hagkpkh). Trk wu thwuwnmpnrh hkwn Yuupjus hwopgbp acake, nmp hpudoiip niakp mb]Zmp uwnmbmg cginienih b
wnbknEimunnipnih Akp (Eqyni: Fropguminh htn poukjne huniop gqubgquhupkp hkwnlpoug hhnm]:unumhmlfmpnl.[\ (BO0Y 894-1374:

Bassa (‘BAs5 Widt): M dyli dyi-di2-dz 6& bédé b4 cée-dE nia ke dyinf, > md ni dyi-b2dEin-dz 6 ké gbo-kpa-kpa ké b3 kp3 dé m bidi-widadin
b6 pidyi. B€ m ké wudu-ziin-ny do gbo widii ke, da (800) 894-1574.

Bengali (IT5AT): I 92 AfMEd REE A1 (11 99 A0S, SIEE AFAE SHF FARET ST TSTE & B ASIR ANSE A =T |
AFHA (e §|3 HI =] 31T &Y (8007 B94-1374 (@ Hd FFEdA)

Burmese ([g&wn): ojongodencné:sé vodbooode) 20&opé euifghcoopbyp§don mqedmacoadypisé momnmpda?d mecfryeg cutoapuads
20§ oonomeongé quedlal co§opé §dloophcomgs 0d3:5€ comelpitad of (800) 894-1574 ’.‘1-% Gal Gl%t.?ll

Chinese (P37) : MIRTHETHETOER  ZEEEACHESLEEESENNENR - IRSSRESE - FHE (800) 894-1574,

Dinka (Dinka): Na nag thigéc né ke de vi thoré, ke vin non log) bé v kuony ku wer aléu bé geer yic vin ne thog du ke cin wéu tiddué ke piny. Te kar yin
ba jam weéné ran ye thok geryic, ke vin el (800) 894-1374.

Dutch (Nederlands): By vragen over dit document hebt u recht op hulp en informatie in ww taal zonder bijkomende kosten. Als u een tolk wilt spreken, belt u
(8O0 B94-15374

Fe e I IJMJJLEﬂ_Ell -IJ_:_:_;I_‘I I3 3> O=! e d3l 3 Aaw Gl i:?..'l'—"'l..:'—Hu.—l".;"‘ dJu__i_;_’,_.a J._'r:{,v,_u_;'l_-'l} Farsi
IS MI—A—L!'::E-DD:I-BEM'—].ST‘# s ylas Lo i-u_hl_'i_:r prais S Lo pX5 38 o) 0 Laai € adlazs Glisyale Glo) 4o sl 4isia
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French (Frangais) : 31 vous avez des guestions sur ce document, vous avez la possibilite d'acceder grafuitement 2 ces informations et 3 une aide dans votre
langue. Pour parler & un interpréte, appelez le (800) 894-1374.

German (Deutsch): Wenn Sie Fragen zu diesem Dokument haben, haben Sie Anspruch auf kostenfreie Hilfe und Information in Threr Sprache. Um mit einem
Dolmetzcher zu sprechen, bitte wihlen e (800} §894-1574.

Greek (Elamvo) Av SyeTs Tuy0v TOQIES OYSTIMK [LE TO TRPOY EYYOUYo, EYETE To Suxiwpe vo hafets fonbew wn Thypoyoples oty yhwooo ouc Swpsov. T var
WA FETE e Hamolov Slepunver, TMASpwY T oTo (800) 894-1574.

Gujarad (1%¥Ucil): %1 11 2ct1der w3 AU sl usil 1 dl, sleug Wl 9212 11l et Hee 14e Hiledl Rnadisil dua #4652 8.
gL MUL 1L dld 5291 HI2, 56 53] (800) §94-1574.

Haitan Creole (Kreydl Ayisyen): 51 ou gen nenpdt kesvon sou dokiman sa 2, ou gen dwa pou jwenn éd ak enfdmasvon nan lang ou gratis. Pou pale ak von
entépret, rele (800) 894-1374.

Hindi (f8&): 30 3193 O 56 Seads & a3 #18 weat &, o 3o oy qresh 3=l st 3 s1gg AR ey wrel ey s,
W?Wmﬂ? faT wia & (800) 894-1374 | Wi

Hmong (White Hmong): Yog tias koj muaj lus nug dab tsi atsip tiog daim ntawv no, koj muaj cai tau txais kev pab thiab lus ghia hais va ko) hom lus vam tsim
xam fus ngl Txhawm rau tham nrog tus neeg txhaiz lus, hu xov too) rau (800) §94-1574.

Igbo (Igbo): O blr U na i nwere aj3ju @ bula ghasara akwillew 2, 1 nwere ikike inweta envemaka na ozi n'asUsy gi na akwighi Upwo 0 bula. Ka gi na okowa okwu
kwuo ok, kpoo (800) 894-1374.

Ilokano (Ilokano): MNu addaan ka ifi aniaman a saludsod panggep 1h davtov a dokomento, adda karbengam a makaala ti tulong ken impormasvon babaen t
lenguahem nga awan t bavad na. Tapno makatungtong i mavsa nga tagipatars, awagan i (800) §94-1374.

Indonesian (Bahasa Indonesia): Jika Anda memihki pertanvaan mengenai dokumen ini, Anda memibki hak untuk mendapatkan bantuan dan informasi dalam
bahasza Anda tanpa biaya. Untuk berbicara dengan interpreter kam:, hubungi (800) 894-1374.

Italian (Italiano): In caso di eventuah domande sul presente documento, ha 1l dintto di nicevere assistenza e informaziom nella sua lingua senza alcun costo
agmuntivo. Per parlare con un interprete, chiami il numero (800) §24-1374
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Japanese (H#35): COXECOVNTLICH TR mbBNE. BELCEHLEO SH/ TR TIEEZ (TR HERIHEFINGEDE
9. BERCEETICE (800) 8941374 [CHBEECEELN.

Khmer (i25): iigmsosnognping]safinsnmnns: grosnt§ssudguducisomsmmanmngrmisn s s Ssige
iSgiuigmmhgwgsUsiio owT (800) 894-1374 4

Kirundi (Kirandi): Ugize ikibazo ico arco cose kun ivi nvandiko, ufize uburenganzica bwo kuronks ubufasha mu rusimi rovawe ata giciro. Kugire uvugizhe

umusemuzi, akura (800) §94-1374.

of

Korean (St 0{): 2 2A 0 CHol e 222 o(2t: & d2. At Aot gt 2 R =5 S HEE €5 #Haldt
U LICH SS9 AL2E O] OF7| 5124 T (800) 894-1374 2 B[S Al 2.

]

Lao (W39290): Tuvauiermulognjorucentamwi, viwdSoldsunoingoacie ot 2yuclvwizizeguuioslcsoa.
chelssuriudiucuwrm, lolvom (800) 894-1574.

Navajo (Diné): Dii naaltsoos bika’igii fahgo bina'iditkidgo na bohonéedza doo bee ahoot'i’ t'aa ni nizaad k'ehj bee nil hodoonih t'aadoo baah ilinigoo.
Ata’ halne'igii 1a’ bich’{" hadeesdzih ninizingo koj’ hodiilnih (800} 894-1374.

Nepali (F9Tei): IS 4T FRETTETL TUTLEHT Fgl WAZE G G4, A ATITAT (79756 TZFRT 797 ST ITH T4 G134 9 AITEHT F)
STSTHET FHT TART A1, TGT Fef g (500) 894-1574

Oromo (Oromifaa): Sanad: kanaa wajin walqabaate gaffi kamivou voo gabduon tanaan, (zargaarza argachon fi odeeffanoo afaan ketiin kaffalti alla argachunf
mirgaa gabdaa T'urju.maana dubaachuuf, [800) 894-1374 hilbilla.

Pennsylvania Dutch (Deitsch): Wann du Frooge iwwer selle Document hozcht, du hozcht die Recht um Helfe un Information zu griege in dei Schprooch
mitaus Koscht Um mit en Iwwersetze zu schwetze, ruff (800) 894-1574 aa.

Polish (peolski): W przvpadka jakichkolwiek pytanl zwizzanvyeh z nintejszvm dokumentem masz prawo do bezplatnepo uzvskania pomocy oraz informac w
swoim jezviu. Aby porozmawiac z thumaczem, zadzwor pod numer (800) 894-1374.

Pormguese (Pormagués): Se tiver quatsquer dividas acerca deste documento, tem o diresto de solicitar ajuda e informacdes no zen idioma, sem qualquer custo.
Para falar com um intérprete, hgue para (800) 894-1574.
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Punjabi (47 7 3T72 fer erada 92 39 A8 g% 95 I 3U2 98 HE3 e wuEt 3 ffe wee w3 Fearet yu3 /95 e nfuae g
3| i gl &5 315 I95 S (800) 8941574 I FB I

Romanian (Romina): Dacd avef intrebdn refentoare la acest document, aveti dreptul sd pomiti sjutor §iinformatn in hmba dumneavoastrd in mod
gratuit. Pentru a vd adresa unwi interpret, contactafi telefonic (800) 894-1374.

Russian (Pycckmii): ecam v Bac ecTs kakme-AHGO BOMPOCH B OTHOMICHIH AQHHOTO AOKYMEHTA, BH HMECTE MPABO HA OECIAATHOE MOAVIEHHE MOMOIIN I
HEPOPMAININ HA BaIIeM A3WKe. YTOOH CBA3ATHCA C TCTHHIM ICPEBOAYHKOM, IOIBORNTE Io Tea.  (BOO) 894-1574.

Samoan (Samoa): Afa: e iai i ou fesiki e uiga i lene: tus, e a1 lou “aia e maua se fesoasoan: ma faamatalaga 1 lou lava gagana e aunoz ma se totogi. Ina ia talanoca:

se tagata faakilio, vili (800) 894-1574.

Serbian (Srpski): Ukoliko imate bilo kakvih pitanja u vezi sa ovim dokumentom, imate pravo da dobijete pomoé 1 informacije na vaiem jeziku bez ikakvih
trotkova. Za razgovor sa prevodiocem, pozovite (B00) 894-1374.

Spanish (Espaiiol): Si tiene preguntas acerca de este documento, tiene derecho a recibir ayuda e informacion en su idioma, sin costos. Para hablasg con un
intérprete, llame al (800) 894-1374.

Tagalog (Tagalog): Kung mayroon kang anumang katanungan tungkol :a dokumentong ito, may karapatan kang humingi ng tulong at impormasyon sa iyong
wika nang walang bavad. Makipag-usap :2 isang tagapagpaliwanag, tawagan ang (800) 894-1574,

Thai (Ina): winvinuiienauleg ierduanasaduid vinuidnsnasldsuanuihomdanariayalumsizasvitulasidea 15 Taains (800)
894-1374 Wiawaaafuaiy

Ukrainian (YKkpaiHCbKa): SKIIIO ¥ BAC BHHHKAKOTH 3AIMHTAHHA 3 MPHBOAYT MBOTO AOKVMEHTA, BH MAETE MPABO OEIKOMITOBHO OTPHMATH AOMOMOIY i
1HOPMAILO BALIOIO PLAHOIO MOBOSO. L1100 OTPINMATH MOCATTH MEpekAdaada, 3aTerehonTiTE 33 HOMEPOM: (B00) 894-1374.

£S5 SE S i S feala G018 S Jsla Sl e e e ) ) e S B e SRS T e 2 b S s ) B1(52)) Urdu
S Sy (800) 894-1374 o=

Viemamese {Tlﬁng Viét): Néu qut vico bét kv thic mic nio vé tii ity nav, quy vi cd qu]:‘:é‘ﬂ nhdn sIf trQ gidp vi thong tin b:ing ngdn ngll cla qut v1 hoin toin
mién phi. D€ traoc d0: v0i mot thong dich vién, hiy goi (800) 894-1374.

I¥ [TV 1Y T30 "7 [ON TXOOW WON 'R UTYNNOINDY'N DYT [UNIPR 1Y 02U T 1R OXD 0IVNIZNT DYT [AVi DN OND YN QIR (' TK) (Yiddish)
.(800) 894-1374 UOIN WXVTIVIA'N [N
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Yoruba (Yoritbd): Ti o bd ni évikévii ibéré nipa ikosile vil, o ni etq liti gha irinwg ati fwifin ni édé r¢ lofee. Bd wa ogbufo kan sorg, pe (500) 594-1374.

It's important we treat you fairly

That's why we follow federal civil rights laws in our health programs and activities. We don’t discominate, exclude people, or treat them differently on the basis of
race, color, national ogipin, sex, ape or disability. For people with disabilities, we offer free aids and services. For people whose pomary language isn't English, we
offer free lanpuage assistance services through interpreters and other wotten languages. Interested m these servicess Call the Member Services number on vour ID
card for help (TTY/TDD: 711). If vou think we failed to offer theze services or discriminated based on race, color, national origin, age, disability, or sex, vou can
file 2 complaint, also known as 2 gnevance. You can file a complamt with our Comphance Coordinator in wanting to Comphance Coordinator, P.O. Box 27401,
Mail Drop VA2002-IN160, Richmond, VA 23279, Or vou can file a complaint with the U.5. Department of Health and Human 3ervices, Office for Civil Rights at
200 Independence Avenue, SW; Room 309F, HHH Buﬂdmg’ Washington, D.C. 20201 or by calling 1-800-368-101% (TDD: 1- 800- 53"-"69 or online at

https:/ /oceportal hhs rov/oct/ ortal /lobbv.jsf. Complamt forms are available at hl'tp [wrarw.hhs gov/ ‘oo office/ ﬁlefmdex html
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