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MASSACHUSETTS

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Preferred Blue® PPO Saver with Copayment

Coverage Period: on or after 01/01/2024
Coverage for: Individual and Family | Plan Type: PPO

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, see bluecrossma.org/connector. 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 bluecrossma.org/shcglossary or call 1-800-262-BLUE (2583) to request a copy.

What is the overall

Important Questions m Why This Matters:

$2,000 individual contract / $4,000
family contract in-network; $5,000

Generally, you must pay all of the costs from providers up to the deductible amount before this plan
begins to pay. If you have other family members on the policy, the overall family deductible must be

covered before you meet
your deductible?

deductible? individual contract / $10,000 family met before the bian bedins o b
contract out-of-network. £an beg pay.
. This plan covers some items and services even if you haven’t yet met the deductible amount. But a
Are there services

Yes. In-network prenatal care,
preventive drugs; preventive care.

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. For pediatric essential dental,
$50 member (no more than $150
for three or more eligible members
per family). 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?

For medical and prescription drug
benefits, $6,700 member / $13,400
family in-network and $13,400
member / $26,800 family out-of-
network; and for pediatric essential
dental, $350 member (no more
than $700 for two or more eligible
members per family).

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

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

Premiums, balance-billing charges,
and health care this plan doesn't
cover.

Even though you pay these expenses, they don't count toward the out-of-pocket limit.

Will you pay less if you
use a network provider?

Yes. See
bluecrossma.com/findadoctor or
call the Member Service number
on your ID card for a list of network

This plan uses a provider network. You will pay less if you use a provider in the plan’s network. You will
pay the most if you use an out-of-network provider, and you might receive 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

roviders.

with your provider before you get services.
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Important Questions Why This Matters:

Do you need a referral to

L No. You can see the specialist you choose without a referral.
see a specialist? Specialist y referral

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

What You Will Pay

In-Network Out-of-Network Limitations, Exceptions, & Other

(You will pay the (You will pay the Important Information
least most

Common Medical Event Services You May Need

Deductible applies first; family or
general practitioner, internist,
OB/GYN physician, pediatrician,
geriatric specialist, nurse midwife,
limited services clinic, multi-specialty

Primary care visit to treat an injury or illness $30 / visit 20% coinsurance . e
provider group, or by a physician
assistant or nurse practitioner
designated as primary care; a
telehealth cost share may be
applicable
If you visit a health care 20% coinsurance; %nagspslliztsawtsgrIgﬁlriies
provider’s office or clinic $60 / visit; $60 / 20% coinsurance / ra(?titi{)ner desianated as specialt
Specialist visit chiropractor visit; $60 chiropractor visit; P . g pecialty
o of o care; limited to 12 acupuncture visits
[ acupuncture visit 20% coinsurance /

per calendar year; a telehealth cost
share may be applicable

Limited to age-based schedule and /
or frequency; a telehealth cost share
may be applicable. You may have to
Preventive care/screening/immunization No charge 20% coinsurance pay for services that aren't preventive.
Ask your provider if the services
needed are preventive. Then check
what your plan will pay for.

acupuncture visit
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Common Medical Event

Services You May Need

In-Network
(You will pay the

What You Will Pay

Out-of-Network
(You will pay the

Limitations, Exceptions, & Other
Important Information

If you have a test

Diagnostic test (x-ray, blood work)

least)

$75 for x-rays and
$60 for lab tests

most)

20% coinsurance

Deductible applies first; copayment
applies per category of test/ day; pre-
authorization may be required

Imaging (CT/PET scans, MRIs)

$500

20% coinsurance

Deductible applies first; copayment
applies per category of test / day; pre-
authorization may be required

If you need drugs to treat
your illness or condition
More information about
prescription drug coverage
is available at
bluecrossma.org/medicatio

Generic drugs

$30/ retail supply or
$60 / mail service

supply

$60 / retail supply
and all charges for
mail service

Preferred brand drugs

$60 / retail supply or
$120 / mail service

supply

$120 / retail supply
and all charges for
mail service

n

Non-preferred brand drugs

Specialty drugs

$105 / retail supply or
$315 / mail service

supply

Applicable cost share
(generic, preferred,
non-preferred)

$210 / retail supply
and all charges for
mail service

Not covered

Deductible applies first except for in-
network preventive drugs; up to 30-
day retail (90-day mail service)
supply; cost share may be waived or
reduced for certain covered drugs and
supplies; pre-authorization required
for certain drugs

Deductible applies first; when
obtained from a designated specialty
pharmacy; cost share may be waived
or reduced for certain covered drugs

and supplies; pre-authorization
required for certain drugs

If you have outpatient
surgery

Deductible applies first; pre-

Facility fee (e.g., ambulatory surgery center) $500 / admission 20% coinsurance authorization required for certain
services
Deductible applies first; pre-
Physician/surgeon fees No charge 20% coinsurance authorization required for certain

services
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What You Will Pay

Common Medical Event Services You May Need In-Network Out-of-Network i ST e 5 0L
(You will pay the (You will pay the Important Information
least) most)
In-network deductible applies first for
Emergency room care $300 / visit $300 / visit m-nt_etwo.rk and out-of—ne_twork
services; copayment waived if
. . admitted or for observation stay
If you need immediate | . S
medical attention _ . n-qetwork deductible applies first for
Emergency medical transportation No charge No charge in-network and out-of-network
services
- o i Deductible applies first; a telehealth
Urgent care $60 / visit 20% coinsurance cost share may be applicable
Deductible applies first; pre-
Facility fee (e.g., hospital room) $750 / admission 20% coinsurance authorization / authorization required
I vou h hosbital st for certain services
you have a hosprial stay Deductible applies first; pre-
Physician/surgeon fees No charge 20% coinsurance authorization / authorization required
for certain services
Deductible applies first; a telehealth
. . - o) i cost share may be applicable; pre-
Fiamirees el Outpatient services $30 / visit 20% coinsurance authorization required for certain
behavioral health, or services
substance abuse services Deductible applies first; pre-
Inpatient services $750 / admission 20% coinsurance authorization / authorization required
for certain services
Office visits No charge 20% coinsurance Deductible applies first except for in-
 Childbirth/delivery professional services No charge 20% coinsurance | Network prenatal care; cost sharing
does not apply for in-network
If preventive services; maternity care
you are pregnant , ,
o . 3 . o . may include tests and services
Childbirth/delivery facility services $750 / admission 20% coinsurance described elsewhere in the SBC

(i.e. ultrasound); a telehealth cost
share may be applicable
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What You Will Pay

In-Network Out-of-Network Limitations, Exceptions, & Other

Common Medical Event Services You May Need .
eal BN a8 TOR Ay (Youwillpaythe | (You will pay the Important Information

least) most)

Deductible applies first; pre-

Home health care No charge 20% coinsurance = )
authorization required
Deductible applies first; limited to 60
outpatient visits per calendar year

$60 / visit for 20% coinsurance for (other than for autism, M
. . e care, and speech therapy); limited to

Rehabilitation services S Services, outpahgnt SOIVICoS, 60 days per calendar year for

$750 / admission for =~ 20% coinsurance for

inpatient admissions; a telehealth cost
share may be applicable; pre-
authorization required for certain
services
Deductible applies first; limited to 60
visits per calendar year (other than for
If you need help recovering al#]ism, ht))me health ctare,dand speech
. erapy); copayment and coverage
gg:::e el el el Habilitation services $60 / visit 20% coinsurance limits waived for early intervention
services for eligible children; a
telehealth cost share may be
applicable; pre-authorization may be
required for certain services
Deductible applies first; limited to 100
Skilled nursing care $750 / admission 20% coinsurance days per calendar year; pre-
authorization required
Deductible applies first; in-network
cost share waived for one breast

inpatient services inpatient services

Durable medical equipment 20% coinsurance 40% coinsurance o . :
pump per birth, including supplies
(20% coinsurance for out-of-network)
Deductible applies first; pre-
Hospice services No charge 20% coinsurance authorization required for certain

services
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Common Medical Event

Services You May Need

What You Will Pay

In-Network
(You will pay the

Out-of-Network
(You will pay the

Limitations, Exceptions, & Other
Important Information

Children’s eye exam

least)

No charge

most)

20% coinsurance

Limited to one exam every 12 months
until the end of the month a member
turns age 19

If your child needs dental

Children’s glasses
or eye care

35% coinsurance

55% coinsurance

Deductible applies first; limited to one
set of prescription lenses and / or
frames or contact lenses per calendar
year until the end of the month a
member turns age 19

Children’s dental check-up

No charge

Not covered

Limited to twice per calendar year
until the end of the month a member
turns age 19

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.)

o Cosmetic surgery
e Dental care (Adult)

Long-term care

Private-duty nursing

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 per calendar year)
e Bariatric surgery

e Chiropractic care

Hearing aids ($2,000 per ear every 36 months for
members age 21 or younger)
Infertility treatment

Non-emergency care when traveling outside the
u.S.

Routine eye care - adult (one exam every 24
months)

Routine foot care (only for patients with systemic
circulatory disease)

Weight loss programs ($150 per calendar year per
policy)
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Your Rights to Continue Coverage:

If you have Individual health insurance:

There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: the Massachusetts Division of Insurance
at 1-877-563-4467 or www.mass.gov/doi. 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. For more information about possibly buying individual coverage
through the state marketplace, please contact the Massachusetts Health Connector at www.mahealthconnector.org. For more information on your rights to continue
coverage, you can contact the Member Service number listed on your ID card or call 1-800-262-BLUE (2583).

OR

If you have Group health 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 U.S. Department of Labor, Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform and the U.S. Department of Health and Human Services at 1-877-267-2323
x61565 or www.cciio.cms.gov. Your state insurance department might also be able to help. If you are a Massachusetts resident, you can contact the Massachusetts Division
of Insurance at 1-877-563-4467 or www.mass.gov/doi. 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. For more information about possibly buying
individual coverage through a state exchange, you can contact your state’s marketplace, if applicable. If you are a Massachusetts resident, contact the Massachusetts Health
Connector by visiting www.mahealthconnector.org. For more information on your rights to continue your employer coverage, contact your plan sponsor. (A plan sponsor is
usually the member’s employer or organization that provides group health coverage to the member.)

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, call
1-800-472-2689 or contact your plan sponsor. (A plan sponsor is usually the member’s employer or organization that provides group health coverage to the member.)
You may also contact The Office of Patient Protection at 1-800-436-7757 or www.mass.gov/hpc/opp.

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.

Disclaimer: This document contains only a partial description of the benefits, limitations, exclusions and other provisions of this health care plan. It is not a policy. Itis a
general overview only. It does not provide all the details of this coverage, including benefits, exclusions and policy limitations. In the event there are discrepancies between
this document and the policy, the terms and conditions of the policy will govern.

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 prenatal care and a
hospital delivery)

m The plan’s overall deductible $2,000
mDelivery fee copay $0
mFacility fee copay $750
mDiagnostic tests copay $60

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)

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

m The plan’s overall deductible $2,000
m Specialist visit copay $60
mPrimary care visit copay $30
mDiagnostic tests copay $60

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia’s Simple Fracture

(in-network emergency room visit and follow-up

care)
mThe plan’s overall deductible $2,000
m Specialist visit copay $60
mEmergency room copay $300
mAmbulance services copay $0

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

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

Total Example Cost $12,700  Total Example Cost $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost sharing Cost sharing Cost sharing
Deductibles $2,000  Deductibles $2,000 Deductibles $2,000
Copayments $1,000  Copayments $1,300 Copayments $300
Coinsurance $0  Coinsurance $0 Coinsurance $0

What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60  Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $3,060  The total Joe would pay is $3,320 The total Mia would pay is $2,300
The plan would be responsible for the other costs of these EXAMPLE covered services. 002295158 80-001639366CON1-1-24 (9/23)

® Registered Marks of the Blue Cross and Blue Shield Association. © 2024 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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* ' MCC COMPLIANCE

MASSACHUSETTS

This health plan meets Minimum Creditable Coverage Standards
for Massachusetts residents that went into effect January 1, 2014,
as part of the Massachusetts Health Care Reform Law.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2024 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
001652563 55-0647 (6/23)



¥

MASSACHUSETTS

PEDIATRIC ESSENTIAL

DENTAL BENEFITS

Your health plan coverage includes a dental policy that covers pediatric dental services as
required under the federal Patient Protection and Affordable Care Act.

This separate dental policy covers pediatric essential dental benefits for members until the
end of the calendar month in which they turn age 19 as required by federal law.

You must meet a plan-year deductible for certain covered
dental services. Your deductible is $50 per member (no more
than $150 for three or more members enrolled under the same
family membership).

Your out-of-pocket maximum is the most that you could pay
during a plan year for deductible and coinsurance for covered
dental services. Your out-of-pocket maximum is $350 per
member (no more than $700 for two or more members
enrolled under the same family membership).

Pediatric Essential Dental Benefits*

Group 1: Preventive and Diagnostic Services: oral exams, X-rays, and routine dental care

To find participating dental providers, visit the

Blue Cross Blue Shield of Massachusetts website at
bluecrossma.com/findadoctor or call the Member Service
number on your ID card.

Your Cost In-Network**

Nothing, no deductible

Group 2: Basic Restorative Services: fillings, root canals, stainless steel crowns, periodontal care,

oral surgery, and dental prosthetic maintenance

25% coinsurance after deductible

Group 3: Major Restorative Services: tooth replacement, resin crowns, and occlusal guards

50% coinsurance after deductible

Orthodontic Services: medically necessary orthodontic care pre-authorized for a qualified member

50% coinsurance, no deductible

*

services or additional information, refer to your subscriber certificate.

**  There are no out-of-network benefits for dental services.

All covered services are limited to members until the end of the month they turn age 19, and may be subject to an age-based schedule or frequency. For a complete list of covered

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2024 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

001653000

55-000964542 (6/23)


https://member.bluecrossma.com/fad

¥

MASSACHUSETTS

NONDISCRIMINATION NOTICE

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil rights
laws and does not discriminate on the basis of race, color, national origin, age, disability,
sex, sexual orientation, or gender identity. It does not exclude people or treat them
differently because of race, color, national origin, age, disability, sex, sexual orientation,

or gender identity.
e —

BLUE CROSS BLUE SHIELD
OF MASSACHUSETTS PROVIDES:

* Free aids and services to people with
disabilities to communicate effectively
with us, such as qualified sign language
interpreters and written information in other
formats (large print or other formats).

* Free language services to people whose
primary language is not English, such as
qualified interpreters and information written
in other languages.

If you need these services, call Member Service
at the number on your ID card.

If you believe that Blue Cross Blue Shield

of Massachusetts has failed to provide
these services or discriminated in another
way on the basis of race, color, national
origin, age, disability, sex, sexual orientation,
or gender identity, you can file a grievance
with the Civil Rights Coordinator by mail

at Civil Rights Coordinator, Blue Cross

Blue Shield of Massachusetts,

One Enterprise Drive, Quincy, MA 02171-2126;
phone at 1-800-472-2689 (TTY: 711),

fax at 1-617-246-3616; or email at
civilrightscoordinator@bcbsma.com.

If you need help filing a grievance, the Civil
Rights Coordinator 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,

online at ocrportal.hhs.gov; by mail at U.S.
Department of Health and Human Services,
200 Independence Avenue, SW Room 509F,
HHH Building, Washington, DC 20201; by phone
at 1-800-368-1019 or 1-800-537-7697 (TDD).

Complaint forms are available at hhs.gov.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2024 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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* ' TRANSLATION RESOURCES
MASSACHUSETTS

PROFICIENCY OF LANGUAGE ASSISTANCE SERVICES

Spanish/Espariol: ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de
asistencia con el idioma. Llame al nimero de Servicio al Cliente que figura en
su tarjeta de identificacion (TTY: 711).

Este aviso tiene informacion importante. Este aviso tiene informacion importante sobre su solicitud
0 su cobertura de Blue Cross Blue Shield of Massachusetts. Es posible gue deba tomar medidas
antes de ciertas fechas limite para mantener su cobertura meédica o recibir ayuda con los costos.
Tiene derecho a recibir esta informacion y ayuda en su idioma de manera gratuita. Llame al nimero de
Servicio al Cliente que figura en su tarjeta de identificacion (TTY. 711).

Portuguese/Portugués: ATENCAQ: Se fala portugués, sdo-Ine disponibilizados gratuitamente
servicos de assisténcia de idiomas. Telefone para os Servicos aos Membros, através do ndmero no
seu cartao ID (TTY: 711),

Este Aviso contém Informacao Importante. Este aviso contém informacgao importante acerca do

seu pedido ou cobertura através da Blue Cross Blue Shield of Massachusetts. Podera ter de agir em
funcéo de determinadas datas-limite para manter a sua cobertura de salde ou ajudar nos custos. Tem
o direito de obter esta informacao e auxilio no seu idioma, sem qualquer custo. Telefone para o Servico
aos Membros, atraves do numero no seu cartao ID (TTY: 711).

Chinese/B{EHX: JF5: MR E L, HNAIEEEFIRMIES RS . BRITE D £EH
SHEKASRESE (TTY S8 711) o

HWBHESEERE. WBMNES E. B X 1B318 1T Blue Cross Blue Shield of Massachusetts 123X B &
NEEHNARBRSHNEEER. Bl eEEAFEE L BHRIREITE), DRFEHRERKR, ¢
ﬁ?%%%ﬁﬁééﬂﬁﬁﬂﬂo AN RIREXLEER, ELLMEE’]IELZ%%\E’]%EJJO BHRITEID £ EH
"?ﬁ%ﬁ?é/ ZJ'_‘\ nB (—|_|—Y "?ﬁ% 711 )

Haitian Creole/KreybI Ayisyen: ATANSYON: Si ou pale kreyol ayisyen, sevis asistans nan lang, gratis
ap disponib pou ou. Rele nimewo Sevis Manm nan ki sou kat Idantitifkasyon w lan. 711).

Avi sa a gen Enfomasyon Enpotan ladann. Avi sa a gen enfomasyon enpotan osije demann
aplikasyon ou oswa pwoteksyon Blue Cross Blue Shield of Massachusetts bay. Ou gendwa bezwen
gji anvan seten dat limit pou kenbe pwoteksyon asirans ou oswa pou ede ak depans yo. Ou gen
dwa jwenn enfomasyon sa a ak asistans nan lang ou gratis. Rele nimewo Sevis Manm nan ki sou kat
l[dantititkasyon w lan. 711).

Vietnamese/Tiéng Viét: LUU Y: Néu quy vi néi Tiéng Viét, cac dich vu ho trg ngdn ng ducc cung cap cho
quy vi mién phi. Goi cho Dich vu Hbi vién theo s6 trén thé ID clia quy vi (TTY: 711).

Thong bao nay c6 Thong tin Quan trong. Thong bao nay co théng tin quan trong vé don dang ky hodc
pham vi bao trd thong qua Blue Cross Blue Shield of Massachusetts. Quy vi ¢ thé can cé hanh dong trudc
thai han nhat dinh dé duy tri pham vi bao tra y té hodc dugc trg gidp vé phi tén. Quy vi co quyén dugc
nhan théong tin nay va dugc trg gitp bang ngdn nglr clia quy vi mién phi. Goi cho Dich vu Hbi vién theo s6
trén thé ID cla quy vi (TTY: 711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.



Russian/Pyccknin: BH/MAHWE: ecnn Bbl roBopurTe no-pycckin, Bl MoxeTe BOCNONb30BaTLCA OecnnaTHbIMM
ycnyramu nepeBofdyvika. [1o3BoHmTe B OTAeN 0OCNYXKMBAHNUA KIMEHTOB MO HOMEPY, YkazaHHOMY B Bawei
naeHTOUKaLMoHHOM KapTe (TeneTamn: 711).

B 3TOoM yBegoMneHnn cogepxnTca BaxkHaa MHPopmauuma. B 3Tom yBeOMNEHMIN COAEPKUTCA BaKkHanA
nHbopMauma o Balwem 3aABNeHNM Ha CTPaxoBaHWe UK CTPAXOBKe NpK y4acTum KomnaHum Blue Cross

Blue Shield of Massachusetts. YTobbl COXpaHTb MEANLIMHCKYIO CTPax0BKyY WV MOAYUYNUTb MOMOLLb B CBA3M

C KaKMMUM-TO BbiMaTaMK, Bam MmoxeT noTpeboBaThCca NpeanpuUHATL Kakue-To AeNCTBUA K ONpeaeneHHOMY
CPOKY. Y Bac ecTb NpaBo Ha becnnaTHble YCNyrv NnepeBoAUvKa And nosyyeHus 1o nHdopmaumn.
Mo3BOHWTE B OTAEN OOCNYKMBAHMA KIMEHTOB MO HOMEPY, YKazaHHOMY B Balen naeHTMdrKaLmoHHom KapTe
(tenetann: 711).
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French/Francais: ATTENTION : si vous parlez francgais, des services d'assistance linguistigue sont
disponibles gratuitement. Appelez le Service adhérents au numéro indiqué sur votre carte d'assuré

(TTY : 711).

Cet avis contient des informations importantes. Cet avis contient des informations importantes
concernant votre demande ou votre couverture avec Blue Cross Blue Shield of Massachusetts. Il se
peut que vous deviez réagir avant certaines dates limites pour conserver votre couverture santé ou
recevoir une assistance concernant vos frais. Vous étes en droit d’obtenir gratuitement les présentes
informations et une assistance dans votre langue. Appelez le Service adhérents au numéro indiqué sur
votre carte d'assuré (TTY : 711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.



ltalian/Italiano: ATTENZIONE: se parlate italiano, sono disponibili per voi servizi gratuiti di assistenza
linguistica. Chiamate il Servizio per i membri al numero riportato sulla vostra scheda identificativa

(TTY: 711),

Il presente avviso contiene informazioni importanti. Il presente awiso contiene informazioni
importanti riguardanti la vostra domanda o copertura Blue Cross Blue Shield of Massachusetts.
Potrebbe essere necessario agire entro precisi termini per non perdere la copertura sanitaria o ottenere

assistenza con i costi. Avete diritto a ricevere gratuitamente queste informazioni e assistenza nella
vostra lingua. Chiamate il Servizio per i membri al numero riportato sulla vostra scheda identificativa

(TTY: 711).
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Greek/EAANVIKA: [TPOXOXH: Eav pihdte EAANVIKG, SlatiBevTal yia oag urnpeoieg yYA\woolkr¢ BorBelag,
dwpedv. Kahéote TV Ynpeoia E€umnpétnong MeAwv otov aplBuod tng kaptag pélouc oag (ID Card)
(TTY:711).

H mapouoa kolvomoinon mepLEXEL CNUAVTIKEG TANPOPOpPIEC. H mapovoa Kolvoroinon MEPIEXEL ONUAVTIKEC
TIANPOQOPIEC OXETIKA UE TNV altnon 1} TNV kK&Aupr oag péow tn¢ Blue Cross Blue Shield of Massachusetts.
Mrmopel va XpelaoTel va MPoPE(Te O CUYKEKPIUEVEC EVEPYEIEC OE OUYKEKPIUEVEC TTPOBeouleC, WoTE va
dlaTnpEroeTe TNV KAALYPN TNC LyEiag oag ry va Fonbrioete oto B€ua Tou KOoTOUC. EXeTe TO Oikaiwua va
ANABETE QUTEC TIC MANPOPOPIEC Kal TN BonBela oTn YAWooa oag Xwpic kooToc. Kahéote Tnv Ymnpeoia
ECurnpétnong MeAwv otov apiBud tne kdptag péloug oag (ID Card) (TTY: 711).

Polish/Polski: UWAGA: Osoby postugujace sie jezykiem polskim moga bezptatnie skorzystac z pomocy
jezykowej. Nalezy zadzwoni¢ do Dziatu obstugi ubezpieczonych pod numer podany na identyfikatorze
(TTY:711).

To powiadomienie zawiera wazne informacje. To powiadomienie zawiera wazne informacje na

temat ztozonego wniosku lub ochrony ubezpieczeniowej zapewnianej przez Blue Cross Blue Shield of
Massachusetts. Konieczne moze by¢ podjecie pewnych dziatant w okreslonych terminach, by utrzymac
ochrone ubezpieczeniowa lub uzyskac¢ pomoc w pokryciu kosztéw. Ubezpieczonemu przystuguje prawo
do uzyskania tych informacji i pomocy w jego jezyku bez zadnych kosztéw. Nalezy zadzwoni¢ do Dziatu
obstugi ubezpieczonych pod numer podany na identyfikatorze (TTY: 711).

Hindi/fgdl: &areT & afe 3 Redr diefla &, df 9T J8r™ar 4, 39 & fov &Fees
3y & TEET [T F MIF MEE. FE W U 7T Fa8 W Fiel &Y @E.a.as.: 711),

gH AIfeE H FAgcaqul S RY g1 38 Aifew & Blue Cross Blue Shield of Massachusetts &
m‘m-‘l q W AT AT Fa¥eT F IR F FAZTYOT SATABRY T| AT TAELT HaAYST FATU
@ AT ARl ﬁqumﬁr%%Umi@ﬁrﬁmmﬁﬂﬁﬁa?mmwﬁ
I MaeTehcll & Hhcll gl 3Tk G Ig SAleiehl Ud HEG HTell HWT & fo¥:2[oeh UTel ol
FRFR & TEET JAT FF IH FE.E. FE W U 7T AN | Fel & (@.&.a8. 711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.



Gujarati/asvaidl: 241 21Ul o5l dH, ARl oladl €1, dl dHed CUMISAL ASdL A2 (AL Hel Gudoy, €9,
AM1zL 2L 518 Uz BUTAL 4012 42 Member Service 4 $id 531 (TTY: 711).

Bl Allzani Heasdl Wlsdl 9. 20 4uui Blue Cross Blue Shield of Massachusetts Higd dHIZl 2129 5
592, (A9 Heraedl HUSAL 69, dHa dHIZ U094 5942 ALY AMAL S HALAUHL HEE HI2 AlssA 2[R diRlvil YHluL
sAALEL 5201l 0032 gl 5. dHA dHIZL cummi 21 HilgAL 244 Hee [l et Haadldl 2512 9. dHIzL 2UHEL
513 U2 YAl 012 Y2 Member Service 4 sid $31 (TTY: 711).

Tagalog/Tagalog: PAUNAWA: Kung nagsasalita ka ng wikang Tagalog, mayroon kang magagamit na
mga libreng serbisyo para sa tulong sa wika. Tawagan ang Mga Serbisyo sa Miyembro sa numerong
nasa iyong ID Card (TTY: 711).

Ang Paunawang ito ay naglalaman ng Mahalagang Impormasyon. Ang paunawang ito ay
naglalaman ng mahalagang impormasyon tungkol sa iyong aplikasyon o pagkakasaklaw sa Blue Cross
Blue Shield of Massachusetts. Maaaring kailanganin mong magsagawa ng mga pagkilos na aabot sa
mga deadline upang mapanatili ang iyong pagkakasaklaw sa kalusugan o upang matulungan ka sa
lyong mga gastusin. Karapatan mong matanggap ang impormasyong ito at matulungan ka sa iyong
wika nang libre. Tawagan ang Mga Serbisyo sa Miyembro sa numerong nasa iyong 1D Card (TTY: 711).
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German/Deutsch: ACHTUNG: Wenn Sie Deutsche sprechen, steht Innen kostenlos fremdsprachliche
UnterstUtzung zur Verflgung. Rufen Sie den Mitgliederdienst unter der Nummer auf Ihrer ID-Karte an

(TTY: 711).

Diese Mitteilung enthalt wichtige Informationen. Diese Mitteillung enthalt wichtige Informationen zu
Inrem Antrag oder zur Abdeckung durch Blue Cross Blue Shield of Massachusetts. Sie mussen unter
Umstéanden innerhalb gewisser Fristen bestimmte Handlungen ergreifen, damit Ihr Gesundheitsschutz
bestehen bleibt oder Sie Kostenunterstutzung erhalten. Sie sind berechtigt, diese Informationen sowie
kostenlos Hilfe in Inrer Muttersprache zu erhalten. Rufen Sie den Mitgliederdienst unter der Nummer auf
lnrer ID-Karte an (TTY: 711).
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Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.
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Navajo/Diné Bizaad: BAA AKOHWIINDZIN DOOIGI: Dii Diné, k’ehji yanitt’i’go saad bee yat’i> éi
t’a4jiik’e bee nika’a’doowotgo bee ndhaz’4. Dii bee anitahigi ninaaltsoos bine’déé¢” ndomba bikd’igiiji’
béésh bee hodiilnih (TTY: 711).

Dii bee é€hozinigi t’a4 {iyiisi baa dkoninizin doo. Dii bee é¢hozninigi é{ dii ninaaltsoos Blue Cross Blue
Shield of Massachusetts bii’ bee naa’ahdyanigi éi bideet’i’ d66 baa dkoninizin dooleet. Dii ta’ dadoo
iitkaahi dii naah’¢’él’inii bee nd’ahoot’1’1g] bidadéit’i” d6o6 tahd6d na bik’¢ ni’doolyéétgo at’é. Dii

bee ¢¢hozinigi nich’y’ iishjani aalzindoogo éi bee ndhaz’4 d6o t’aa ninizaad k’ehji t’a4 jiik’e bee nika’
a’doowot. Dii bee anitahigi ninaaltsoos bine’déé’ ndomba bika’igiiji’ béésh bee hodiilnih (TTY: 711).
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