Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

e ®
@"”é KAISER PERMANENTE, Pensioned Operating Engineers - TRADITIONAL PLAN

Coverage Period: 01/01/2025-12/31/2025
Coverage for: Individual/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 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

https://kp.org/plandocuments or call 1-800-278-3296 (TTY: 711) . 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

1-800-278-3296 (TTY: 711) to request a copy.

Important Questions

What is the overall
deductible?

Answers

$0

Why this Matters:

See the Common Medical Events chart below for your costs for services this plan
covers.

Are there services
covered before you meet
your deductible?

Not Applicable.

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

Are there other
deductibles for specific
services?

No.

You don't have to meet deductibles for specific services.

What is the out-of-pocket
limit for this plan?

$1,500 Individual / $3,000 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, health care this plan doesn't cover, and
services indicated in chart starting on page 2.

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

Will you pay less if you
use a network provider?

Yes. See www.kp.org or call 1-800-278-3296 (TTY:
711) for a list of network providers.

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

Do you need a referral to
see a specialist?

Yes, but you may self-refer to certain specialists.

This plan will pay some or all of the costs to see a specialist for covered services
but only if you have a referral before you see the specialist.
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44 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay
Plan Provider

What You Will Pay

Common Non-Plan Provider

Limitations, Exceptions & Other Important

Services You May

Sl 25 (You will pay the least) (You will pay the most) Information
Primary care visit to
treat an injury or $15 / visit Not Covered None
iliness
If you visit a health oliat viel o
care brovider's Specialist visit $15/ visit Not Covered None | '
office or clinic Preventive care/ You m?y haxe kto pay for $§N|%<atﬁ that aren't
A preventive. Ask your provider if the services
mgt/ion No Charge Not Covered needed are preventive. Then check what your
plan will pay for.
Pai;] &%%t(if&,%sr’i(()x' No Charge Not Covered None
If you have a test — o
Isrggr?'sn?\ﬂ(gl.é) No Charge Not Covered None
- : " e Ma Up to a 30-day supply retail or 100-day supply
Genericdrugs (Tier | Retail: $10/ prescription; Mail Not Covered

If you need drugs to
treat your illness or
condition

More information
about prescription
drug coverage is

1)

order: $20 / prescription

mail order. Subject to formulary guidelines. No
Charge for Contraceptives.

Preferred brand
drugs (Tier 2)

Retail: $20 / prescription; Mail
order: $40 / prescription

Not Covered

Up to a 30-day supply retail or 100-day supply
mail order. Subject to formulary guidelines.

Non-preferred brand

Retail: $20 / prescription; Mail

Not Covered

The cost sharing for non-preferred brand drugs
under this plan aligns with the cost sharing for

available at drugs (Tier 2) order: $40 / prescription preferred brand drugs (Tier 2), when approved
www.kp.org/formulary through the formulary exception process.
Specialty drugs (Tier |20% coinsurance up to $150/ Vo Cavaia) Up to a 30-day supply retail. Subject to
4) prescription formulary guidelines.
Facility fee (e.g.,
ambulatory surgery | $15 / procedure Not Covered None
If you have center)
outpatient surgery Physician/surgeon Physician/surgeon fees are included in the
ysician/su
fees No Charge Not Covered Facilty fee.
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What You Will Pay

What You Will Pay

Common Services You May - e Limitations, Exceptions & Other Important
: Plan Provider Non-Plan Provider ‘
Medical Event Need (You will pay the least) (You will pay the most) Information
EMEIGency 100m | g0 / visi $50 / vt None
If you need Emergency medical , ,
immediate medical transgortat\i/on $50 /trip $50 / trip None
gianticn Uraent care $15 / visit Not Covered Non-Plan providers covered when temporarily
~rgent care outside the service area: $15 / visit.
Facility fee (e.g., oy
Gianlaea hospital room) $100 / admission Not Covered None
hospital stay Physician/surgeon Physician/surgeon fees are included in the
fee No Charge Not Covered Facility fee.
If you need mental . , Kaiser: $15/individual visit. No | .. . Kaiser: Mental / Behavioral Health: $7 / group
health, behavioral | Outpatient services Charge for other outpatient Kaiser: Not Covered visit; Substance Abuse: $5 / group visit.
nealth; orsubstance services ARP: No Charge ARP: Additional substance abuse benefits
ARP: No Charge available through Assistance Recovery Program
(ARP)
b -
abuise services Inpatient services Kaiser: $100 / admission Kaiser: Not Covered Kaiser: None
ARP: No Charge ARP: No Charge ARP: Additional substance abuse benefits
available through Assistance Recovery Program
(ARP)
Depending on the type of services, a
copayment, coinsurance, or deductible may
Office visits No Charge Not covered apply. Maternity care may include tests and
services described elsewhere in the SBC (i.e.
If you are pregnant ultrasound).
Childbirth/delivery Professional services are included in the Facility
professional services No Charge Not Covered services.
Childbirth/delivery $100 / admission Not Covered None

facility services
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Medical Event

Services You May

Need

What You Will Pay
Plan Provider

What You Will Pay
Non-Plan Provider

Limitations, Exceptions & Other Important

Information

Home health care

(You will pay the least)
No Charge

(You will pay the most)

Not Covered

3 visit limit / day, 4-hour limit / visit, 100 visit limit
| year.

Rehabilitation

Inpatient: $100 / admission;

If your child needs
dental or eye care

yoninecanen services Outpatient: $15 / visit Not Covered None

recovering or have |Habilitation services | $15/ visit Not Covered None

other special health | Skilled nursing care | No Charge Not Covered 100 day limit / benefit period.

needs Durable medical o .
equipment No Charge Not Covered Requires prior authorization.
Hospice service No Charge Not Covered None
Children's eye exam | No Charge for refractive exam | Not Covered None

Children's glasses

Not Covered

Not Covered

If you have vision coverage, it will be provided
under a separate plan.

Children's dental
check-up

Not Covered

Not Covered

If you have dental coverage, it will be provided
under a separate plan.

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 Children's glasses e Hearing aids e Private-duty nursing

e Cosmetic surgery e Long-term care e Routine foot care

e Dental Care (Adult & Child) e Non-emergency care when traveling outside e Weight loss programs
the U.S.

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

e Acupuncture (plan provider referred) e Chiropractic care (20 visit limit / year) e Routine eye care (Adult)
e Bariatric surgery o Infertility treatment

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 shown in the chart below. Other coverage options may be available to you too, including buying individual insurance coverage through the Health
Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called
a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or
assistance, contact the agencies in the chart below.
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Contact Information for Your Rights to Continue Coverage & Your Grievance and Appeals Rights:

Kaiser Permanente Member Services 1-800-278-3296 (TTY: 711) or www.kp.org/memberservices
Department of Labor’s Employee Benefits Security Administration 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform
Department of Health & Human Services, Center for Consumer Information & Insurance Oversight | 1-877-267-2323 x61565 or www.cciio.cms.gov

California Department of Insurance 1-800-927-HELP (4357) or www.insurance.ca.gov
California Department of Managed Healthcare 1-888-466-2219 or www.dhmc.ca.gov

Does this plan provide Minimum Essential Coverage? Yes.

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax
credit.

Does this plan meet 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 Espariol, llame al 1-800-788-0616 (TTY: 711)

TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-278-3296 (TTY: 711)
CHINESE (" 32): an RiiF 2 SCrFi ), B FIX 588 1-800-757-7585 (TTY: 1)
NAVAJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-278-3296 (TTY: 711)

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

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under
different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby
(9 months of in-network pre-natal care and a

hospital delivery)

The plan's overall deductible $0
B Specialist copayment $15
M Hospital (facility) copayment $100
| Other (blood work) copayment $0

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)

B The plan's overall deductible $0
B Specialist copayment $15
m Hospital (facility) copayment $100
M Other (blood work) copayment $0

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)
M The plan's overall deductible $0
B Specialist copayment $15
m Hospital (facility) copayment $100
B Other (x-ray) copayment $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 | $5600  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 $0 Deductibles $0 Deductibles $0
Copayments $100 Copayments $600 Copayments $200
Coinsurance $0 Coinsurance $0 Coinsurance $0
What isn't covered What isn't covered What isn't covered
Limits or exclusions $50 Limits or exclusions $0 Limits or exclusions $0
The total Peg would pay is $150 The total Joe would pay is $600 The total Mia would pay is $200

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Nondiscrimination Notice
Discrimination is against the law. Kaiser Permanente! follows State and Federal civil rights laws.

Kaiser Permanente does not unlawfully discriminate, exclude people, or treat them differently because of age, race, ethnic group
identification, color, national origin, cultural background, ancestry, religion, sex, gender, gender identity, gender expression, sexual
orientation, marital status, physical or mental disability, medical condition, source of payment, genetic information, citizenship, primary
language, or immigration status.

Kaiser Permanente provides the following services:

0 No-cost aids and services to people with disabilities to help them communicate better with us, such as:

¢ Qualified sign language interpreters
¢ Written information in other formats (braille, large print, audio, accessible electronic formats, and other formats)

0 No-cost language services to people whose primary language is not English, such as:

¢ Qualified interpreters
¢ Information written in other languages

If you need these services, call our Member Service Contact Center, 24 hours a day, 7 days a week (closed holidays). The call is free:

0 Medi-Cal: 1-855-839-7613 (TTY 711)
0 All others: 1-800-464-4000 (TTY 711)

Upon request, this document can be made available to you in braille, large print, audiocassette, or electronic form. To obtain a copy in
one of these alternative formats, or another format, call our Member Service Contact Center and ask for the format you need.

How to file a grievance with Kaiser Permanente

You can file a discrimination grievance with Kaiser Permanente if you believe we have failed to provide these services or unlawfully
discriminated in another way. You can file a grievance by phone, by mail, in person, or online. Please refer to your Evidence of Coverage
or Certificate of/nsurance%l r details. You can call Member Services for more information on the options that apply to you, or for help
filing a grievance. You may file a discrimination grievance in the following ways:

0 g\yaﬁléng eeééll\ﬂﬁg{]%aér}]gg/n rasarysayé C\ﬁg e’I‘EB(g O-ggg-zgill g Egl/’g')Y 711). All other members may call 1-800-464-4000 (TTY 711). Help is

0 By mail: Download a form at kp.org or call Member Services and ask them to send you a form that you can send back.

! Kaiser Permanente is inclusive of Kaiser Foundation Health Plan, Inc, Kaiser Foundation Hospitals, The Permanente Medical Group, and the Southern California
Medical Group


http://www.kp.org/

0 Lnr V?égggfrgg{ grl),l/t aat Egg%ﬂjgéiﬁﬁge%erfg &J%@é@s quest form at a member services office located at a Plan Facility (go to your

0 Online: Use the online form on our website at kp.org

You may also contact the Kaiser Permanente Civil Rights Coordinator directly at the addresses below:

Attn: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations
P.O. Box 939001

San Diego CA 92193
How to file a grievance with the California Department of Health Care Services Office of Civil Rights (For Medi-Cal Beneficiaries Only)

Yo%can aIs_Io file a civil rights complaint with the California Department of Health Care Services Office of Civil Rights in writing, by phone
or by email:

¢ By phone: Call DHCS Office of Civil Rights at 916-440-7370 (TTY 711)

By 2 GamBiapLRensend a eer o
Department of Health Care Services
Oftice of Civil Rights
P.O. Box 997413, MS 0009

Sacramento, CA 95899-7413

Complaint forms are available at: http://www.dhcs.ca.gov/Pages/Language_Access.aspx
0 Online: Send an email to CivilRights@dhcs.ca.gov
How to file a grievance with the U.S. Department of Health and Human Services Office of Civil Rights

You can file a discrimination complaint with the U.S. Department of Health and Human Services Office for Civil Rights. You can file your
complaint in writing, by phone, or online:

¢ By phone: Call 1-800-368-1019 (TTY 711 or 1-800-537-7697)

0 By mail: Fill out a complaint form or send a letter to:
U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201

Complaint forms are available at:
https://www.hhs.gov/ocr/complaints/index.html

R AR bR St Porel ¢


http://www.kp.org/facilities
http://www.kp.org/
http://www.dhcs.ca.gov/Pages/Language_Access.aspx
mailto:CivilRights@dhcs.ca.gov
https://www.hhs.gov/ocr/complaints/index.html
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Language Assistance Services

English: Language assistance is available at no cost to you, 24 hours a day, 7
days a week. You can request interpreter services, or materials translated into
your language, or in alternative formats. You can also request auxiliary aids
and devices at our facilities. Call our Member Service Contact Center for help,
24 hours a day, 7 days a week (closed holidays).

» Medi-Cal: 1-855-839-7613 (TTY 711)
» All others: 1-800-464-4000 (TTY 711)

)S)ACAJ.-AJ\ LISBUAGSDXA\}L\BLA\ u\mmu&k@\dﬁu L;)A\M}\M@b}%)j\@)}ﬂ\%)ﬂ\uhuﬁa&&b }.ud\\ b\ﬂ&%u‘J\M&Qhﬁn;ﬂo)&y@);ﬂ\%)ﬂ\&.ﬁhh :Arabic
(e uxu,,.n) }mm AT s sl G dele 24 e e il pliaal) desd Jlsd

(TTY 711) 1-855-839-7613 :Medi-Cal o
(TTY 711) 1-800-464-4000 :: Al pe> @

Armenian: Q2tq Jupnn £ widdwp (Equlijub wowljgmpinitt mpudwnpyk) opp 24 dwd, pwpwpn 7 op: nip Jupnn tp wwhwbel)
pwtwynp pupquuiish Swnwnipniuutp, Rbp (Ekqyny pupgduitdws jud wjjptnputpujhtt dbwsuthny yuwnpuungws uynipkp: Tnip
twl Jupnn bp puunpk] odwunul] oqunipinitittp b uwppbp dbp hwunwunmpmniiubpnud: Oqunipjut hwdwp quuquhwpbp dbkp
Uunudubph nyguuwpdwt juuyh fEuwnpnt opp 24 dwd, swpwpn 7 op (nnt opkipht thuly B):

¢ Medi-Cal’ 1-855-839-7613 (TTY 711)
¢ Uj 1-800-464-4000 (TTY 711)

Chinese: A 1EEM 7 K, GER 24 /N G a2 A 5 L. fEnT DAEORIR AL O 03 BORAPRHEN RV 8 i HIiE 5 B At R . fad
_Iuf&mE’Juﬁmﬁlj;czkﬁﬁﬁﬁﬁﬁlﬂﬁﬂfi% AT EARA I 2 FURSS B bl RN 7 %, 46K 24 NI CE IR0

0 Jiti& i 1-800-757-7585 (TTY 711)
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mﬁwmu&w\uuhwwﬁy (dhkuﬁ@.\)‘\ﬂ%)5)7j)5)@_ﬂ.uucu24)A‘Mdﬁ)ld\) A;.\Lu«_m\);)au)ﬁfﬁ\))i_udwﬂ@m:

(TTY 711) 1-855-839-7613 :Medi-Cal o
(TTY 711) 1-800-464-4000 : i

Hindi: fom foelt orma ¥ Wﬂgrqm fa T2 24 "2, g T G‘I?ﬁﬁ_-fm g1 oMy floamoey f:3-5% garait
Tz 7 9T el T T o @t £t o TS B Srgats fogam Tt o, an AT euf sreat freT

aﬁ?’fu fo= g1 U gAR guaeT-




Il # g AreEl 3R IMORoN T3 oy off sty f33 i giagrmar T:5 - daq ot g dareit T3 gffens fodag

¢ Medi-Cal: 1-855-839-7613 (TTY 711)
o forfa: £33 1-800-464-4000 (TTY 711)
Hmong: Muaj kev pab txhais lus pub dawb rau koj, 24 teev tuaj ib hnub twg, 7 hnub tuaj ib lim tiam twg. Koj thov tau cov kev pab txhais

lus, muab cov ntaub ntawv txhais ua koj hom lus, los yog ua Iwm hom. Koj kuj thov tau lwm yam kev pab thiab khoom siv hauv peb tej
tsev hauj lwm. Hu rau peb Qhov Chaw Pab Cov Tswv Cuab 24 teev tuaj ib hnub twg, 7 hnub tuaj ib lim tiam twg (cov hnub caiv kaw).

0 Medi-Cal: 1-855-839-7613 (TTY 711)
® Dua lwm cov: 1-800-464-4000 (TTY 711)

Japanese: L EEIC L AEMIIBEEMT 24 BEEREATSRAWVELITET, @BRY—EX, BREICBRINEEN, HHL
FRIDHRICEDENE CREWNELEITES, Tz, SRRICETIHPHILCIEORFICOVTELIRENEETEY, SRBICTE
el (MEBZERE 24 BREE 7 BH),

¢ Medi-Cal: 1-855-839-7613 (TTY 711)

0 ZTDhD TEEKL: 1-800-464-4000 (TTY 711)

Khmer (Cambodian): SStwman SsARIGRUHRGEWW 24 SjuRERt wig 7 ISHRt WU HRNGGUWRGNHERRTHR FaR
pEUUSATSA  mngion YisgRsguglonIgSnnT HARMGYNWNUARISAMIMISSW SIRSSAINCAERONGNISMMIAN  guwhss
sinigflonain  SINSSAgUHRUNSMIRNSWWNTNoANSW 24 sRmRscwis 7 Iogutoweun (Swsivos SS)d

¢ Medi-Cal: 1-855-839-7613 (TTY 711)

0 SiomgSHBRN: 1-800-464-4000 (TTY 711)
Korean: 2 & Sl A|ZH0] 2tA B{O| 21O X| @ AH[A
AHZ £ CfH HA0| RIES RS + YsLic)
ol ME =7 &, 5% 24 AIZHERE |FF) UMM B85 BodA.

¢ Medi-Cal: 1-855-839-7613 (TTY 711)

¢ J|Et 2= Z 2 1-800-464-4000 (TTY 711)
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Laotian: Snovgoeciiocivwogatcgoadluiccnuion, 24 30lu9didy, 7 dudsafio. WIWH9FILI02OINIVETCUWIZI § @NIILH
cUclnwIznzeuin B WsLELLELIS. WIVSITIWINSEUENBVFOBSL dr EBITELTNIVOINIMWELIWONSND. LWMIFLAOA
U3NIVITLIFTN2OYWONCSIAWDLN0IVOBCHD, 24 Folwyddy, 7 dvudeKa (SoldVEN).

¢ Medi-Cal: 1-855-839-7613 (TTY 711)
0 Svgnyvvo: 1-800-464-4000 (TTY 711)

Mien: Mbenc nzoih liouh wangv-henh tengx nzie faan waac bun muangx meih maiv cingv, yietc hnoi mbenc maaih 24 norm ziangh hoc,
yietc norm leiz baaix mbenc maaih 7 hnoi. Meih se haih tov heuc tengx faan benx meih nyei waac bun muangx, a’fai zoux benx nyungc
horngh jaa-sic zoux benx meih nyei waac. Meih corc haih tov tengx nyungc horngh jaa-dorngx aengx caux jaa-sic



nzie bun yiem njiec zorc goux baengc zingh gorn zangc. Beiv hnangv giemx zuqgc longc mienh nzie weih nor douc waac lorx taux yie
mbuo ziux goux baengc mienh nyei gorn zangc, yietc hnoi tengx dugqv 24 norm ziangh hoc, yietc norm leiz baaix tengx duqv 7 hnoi (simv
cuotv gingc nyei hnoi se guon oc).

0 Medi-Cal: 1-855-839-7613 (TTY 711)

0 Yietc zungv da’nyeic deix: 1-800-464-4000 (TTY 711)
Navajo: Dii h6zho nizhoni bee hane’ d66 jiik’ah jooni doonilwo’. Ndik’é yadi naaltsoos bee haz’aanii bee hane’ do6 yadi nihookaa d66 nadaahagii
yadi nihookaa. Shi éi bee haidinii bibee’ haz’aanii d66 bee t’ah kodi bizikinii wo’da’gi dooly¢. Ahéhee’ bik’ehgo noholoon’igii, 24 t’addawotii, 7
t’aadawoltiigo (t’aadoo t’aalwo’).

0 Medi-Cal: 1-855-839-7613 (TTY 711)

0 Yadilzingo bitk’ehgo bee: 1-800-464-4000 (TTY 711)

Punjabi: f&T farit I3 €, 988 € 24 U2, JE3 © 7§76, I AT
WS ITHT G2g WA 1S B, 7 F'aH <y Hegfwf
As! 13 Sfuget e ?Bjrffafﬂ@mmwmgﬂ

¢ Medi-Cal: 1-855-839-7613 (TTY 711)
¢ Jd A'S: 1-800-464-4000 (TTY 711)

Russian: A3bikoBas nomoLlb AOCTyNHa Ans Bac 6ecnnaTtHO KpyrinocyToYHO, exeaHeBHO. Bbl MOXeTe 3anpocuTb ycnyru nepeBogyvka
Unu maTtepuanbl, NepeBefeHHble Ha Ball s3bIK UMK B anbTepHaTMBHbIE hopMaThl. Bbl Takke MoxeTe 3aka3aTb BCOMOraTenbHbIe
cpeacTea u npucrnocobnenns. [ins nony4eHnst NOMOLLM NO3BOHUTE B HALL LIEHTP 0OCMyXMBaHUS Y4aCTHUKOB eXXeQHEBHO, KPYTNoCyTOYHO
(KkpoMe Npa3gHUYHbIX OHEN).

¢ Medi-Cal: 1-855-839-7613 (nuHuna TTY 711)
0 Bce octanbHbie: 1-800-464-4000 (nuHua TTY 711)

Spanish: Tenemos disponible asistencia en su idioma sin ningun costo para usted 24 horas al dia, 7 dias a la semana. Usted puede
solicitar los servicios de un intérprete, que los materiales se traduzcan a su idioma o formatos alternativos. También puede solicitar
recursos para discapacidades en nuestros centros de atencion. Llame a nuestra Central de Llamadas de Servicio a los Miembros para
recibir ayuda 24 horas al dia, 7 dias a la semana (excepto los dias festivos).

¢ Para todos los demas: 1-800-788-0616 (TTY 711)

Tagalog: May magagamit na tulong sa wika nang wala kayong babayaran, 24 na oras sa isang araw, 7 araw sa isang linggo. Maaari
kayong humiling ng mga serbisyo ng interpreter, 0 mga babasahin na isinalin sa inyong wika o sa mga alternatibong format. Maaari rin
kayong humiling ng mga pantulong na gamit at device sa aming mga pasilidad. Tawagan ang aming Center sa Pakikipag-ugnayan ng
Serbisyo sa Miyembro para sa tulong, 24 na oras sa isang araw, 7 araw sa isang linggo (sarado sa mga pista opisyal).

¢ Medi-Cal: 1-855-839-7613 (TTY 711)
¢ Lahat ng iba pa: 1-800-464-4000 (TTY 711)



Thai: fivdnsendasuneieaan 24 M TInniutealufiald3ne Teaaasusanalausnisain ysnsudatanasiilunaizuas
ﬂmma‘lusﬂuunam 16 ﬂmmmmmaa‘ﬂnsmuaumsaaumhﬂmaa"lmmﬂuﬂmmsmamsﬂmuimsmmmﬁuﬂmmamﬂnsmsamﬁnmao
azamuthamdanaan 24 M 1uanaiu (davinasluzdreiunaa)

0 Mgdi—Qal: 1-855-839-7613 (TTY 711)

0 Nauqvnum: 1-800-464-4000 (TTY 711)
Ukranian: lNocnyru nepeknagaya HagatoTbCs 6€3KOLWTOBHO, LinogoboBo, 7 AHIB Ha TXaeHb. Bu moxeTe 3pobutn 3anuT Ha nocnyru
YCHOro nepeknagaya abo oTpuMaHHsa maTtepianis y nepeknagi MoBO, KO BONOAIETE, YN B anbTepHATUBHUX hopmaTax. Takox Bu

MOXeTe 3pobUTN 3anUT Ha OTPUMaHHS AOMOMIKHUX 3acobiB i NPUCTPOIB Yy 3aKnagax Hawoi Mepexi KOMMaHin.
TenedoHynTe B Hall KOHTAKTHUI LEHTP AN 06cnyroByBaHHs KNIEHTIB LinogoboBo, 7 AHIB Ha TMXKAEHD (KpiM CBATKOBUX OHIB).

¢ Medi-Cal: 1-855-839-7613 (TTY 711)
¢ YciiHwi: 1-800-464-4000 (TTY 711)

Vietnamese: Dich vu hé tro' ngdn ni duoc cung cap mién phi cho quy vi 24 gio méi ngay, 7 ngay trong tuan Quy vi ¢ thé yéu cau dich
vu thong dich, hoac tai liéu dwoc dich ra ngon nglr cua quy vi hoac nhiéu hinh thirc khac. Quy vi cling co the yéu cau cac phuong tién
tro giup va thiét bi bd tro’ tai cac co s& cla chung t6i. Goi cho Trung Tam Lién Lac ban Dich Vu Hai Vién cla chting téi dé dwoc tro gidp,
24 gid mdi ngay, 7 ngay trong tuan (trlr cac ngay I&).

¢ Medi-Cal: 1-855-839-7613 (TTY 711)
¢ Moi chuwong trinh khac: 1-800-464-4000 (TTY 711)



