2019 Premera Medicare Advantage Plan Information

Thank you for your interest in applying for the Premera Medicare Advantage plan. Below are links to the items
which are part of the Enrollment Packet you would receive if we were to mail it to you. Please take note and
make sure to review the information. You will be receiving an “Enrollment Verification Call” from Premera
within 7 days of the application receipt.

Enrollment Packet — click links below to view the information

Star Rating

Download Application: Current Member / New Member

Summary of Benefits: Advantage & Total (SSS) / Advantage, Classic & Classic Plus (KPSTW) / Alpine & Charter /
Core / Peak & Sound

Provider Search

Pharmacy Search

Formulary

Initial Enrollment Period (IEP)

If you are new to Medicare, you can enroll during your Initial Enrollment Period (IEP); the three months
before, the month of, and the three months after your Part B effective date. Once you have been enrolled in
a Medicare Plan, you can only make changes during the Annual Enrollment Period (AEP). Please be aware of
the AEP dates are now October 15™ to December 7t". This will give you a January 1°t effective date for your
new plan.

Annual Enrollment Period (AEP)

Applications must be signed and dated on, or between October 15" and December 7. /f they are signed prior
to October 15 they will be returned to you with a new application. If they are received after December 7%,
you will not be able to change plans until the next AEP for January of the following year.

Special Enrollment Period (SEP)

There are a number of reasons for Special Enrollments; Loss of a job that provides benefits, death of a spouse
who's plan provided benefits, moving to an area where your old plan is not available, etc...

Once you submit your application to us, we will review your application for completeness and accuracy before we submit
it to the company. You may fax, upload, email or mail your application in to CDA Insurance:

CDA Insurance LLC Fax: 1.541.284.2994 or 888.632.5470
PO Box 26540 Secure File Upload: Click here
Eugene, Oregon 97402 Email: cs@cda-insurance.com

If you should have any questions on the application, please call a licensed insurance agent at 1.800.884.2343 or
1.541.434.9613. Our website: https://medicare-washington.com
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https://storage.googleapis.com/cda-static-files/medicare-advantage/WA/premera/2019/star.hmo.pdf
https://storage.googleapis.com/cda-static-files/medicare-advantage/WA/premera/2019/enrollment.current.pdf
https://storage.googleapis.com/cda-static-files/medicare-advantage/WA/premera/2019/enrollment.new.pdf
https://storage.googleapis.com/cda-static-files/medicare-advantage/WA/premera/2019/Advantage.Total%20HMO.S.SS.pdf
https://storage.googleapis.com/cda-static-files/medicare-advantage/WA/premera/2019/Advantage.Classic.ClassicPlus.KPSTW.pdf
https://storage.googleapis.com/cda-static-files/medicare-advantage/WA/premera/2019/Alpine_Charter.KPSTW.pdf
https://storage.googleapis.com/cda-static-files/medicare-advantage/WA/premera/2019/Core_HMO.pdf
https://storage.googleapis.com/cda-static-files/medicare-advantage/WA/premera/2019/Peak_Sound.pdf
https://premera.vitalschoice.com/?ci=medicareadvantage
https://premera.vitalschoice.com/?ci=medicareadvantage
https://storage.googleapis.com/cda-static-files/medicare-advantage/WA/premera/2019/Peak_Sound.pdfformulary%20027877_2019.pdf
https://cda-insurance.citrixdata.com/r/r7a05451975a43c2b
mailto:cs@cda-insurance.com
https://medicare-washington.com/medicare_advantage_plans/premera.html

2019 summary of benefits

PREMERA BLUE CROSS MEDICARE ADVANTAGE ALPINE (HMO) H9302-004
PREMERA BLUE CROSS MEDICARE ADVANTAGE CHARTER + Rx (HMO) H9302-003

This is a summary of drug and health services covered by Premera Blue Cross Medicare Advantage Alpine (HMO),
Premera Blue Cross Medicare Advantage Charter + Rx (HMO) January 1, 2019 to December 31, 2019.

Premera Blue Cross Medicare Advantage Alpine (HMO) and
Premera Blue Cross Medicare Advantage Charter + Rx (HMO)
are Medicare Advantage HMO plans with a Medicare contract.
Enrollment in either of these plans depends on contract renewal.

The benefit information provided does not list every service that
we cover or list every limitation or exclusion. To get a complete list
of services we cover, please request the “Evidence of Coverage” by
calling customer service or accessing it on our website:
premera.com/ma.

To join Premera Blue Cross Medicare Advantage Alpine (HMO) or
Premera Blue Cross Medicare Advantage Charter + Rx (HMO), you
must be entitled to Medicare Part A, be enrolled in Medicare Part B,
and live in our service area. Our service area includes the following
counties in Washington: King, Pierce, Snohomish, Thurston, and
Whatcom.

If you use providers that are not in our network, we may not pay for
these services.

H9302_PBC1/22_M
046833 (10-01-2018)

For coverage and costs of Original Medicare, look in your current
“Medicare & You" handbook. View it online at www.medicare.gov
or get a copy by calling 1-800-MEDICARE (1-800-633-4227).
TTY/TDD users should call 1-877-486-2048.

This document is available in other formats, including audio CDs.

For more information, please call us at 888-850-8526 (TTY/TDD:
717) or visit us at premera.com/ma. Representatives are
available Monday - Friday, 8 a.m. to 8 p.m. (7 days a week,

8 a.m.to 8 p.m., from October 1 — March 31).

PREMERA |

An Independent Licensee of the Blue Cross Blue Shield Association



Available to residents of these counties: King, Pierce, Snohomish, Thurston, Whatcom

PREMIUM AND BENEFITS PREMERA BLUE CROSS MEDICARE ADVANTAGE

ALPINE (HMO)

PREMERA BLUE CROSS MEDICARE ADVANTAGE
CHARTER + Rx (HMO)

Monthly Plan Premium

You pay $42 per month.
You must continue to pay your Medicare Part B
premium.

You pay $146 per month.
You must continue to pay your Medicare Part B
premium.

Deductible

No deductible.

No deductible.

Part D Deductible

Not applicable.

$160 per year for Part D prescription drugs except
for drugs listed on Tier 1 and Tier 2, which are
excluded from the deductible.

Maximum Out-of-Pocket
Responsibility

(does not include
prescription drugs)

You pay no more than $6,500 annually.

Includes copays and other costs for medical
services for the year.

You pay no more than $4,900 annually.

Includes copays and other costs for medical
services for the year.

Inpatient Hospital Coverage

You pay a $595 copay per day for days 1-3.
You pay a SO copay per day for days 4 and beyond.

Prior Authorization rules may apply.

You pay a $450 copay per day for days 1-4.
You pay a SO copay per day for days 5 and beyond.

Prior Authorization rules may apply.

Outpatient Hospital
Coverage

You pay a $395 copay for each Medicare-covered
ambulatory surgical center visit.

You pay a $495 copay for each Medicare-covered
outpatient hospital surgery.

Prior Authorization rules may apply.

You pay a $190 copay for each Medicare-covered
ambulatory surgical center visit.

You pay a $290 copay for each Medicare-covered
outpatient hospital surgery.

Prior Authorization rules may apply.

Doctor Visits
e Primary Care Providers
e Specialists

You pay a $10 copay per visit.
You pay a $50 per visit (referral is required).

You pay a $10 copay per visit.
You pay a S35 copay visit (referral is required).

Preventive Care
(such as flu vaccine,
diabetic screenings)

You pay nothing.
Other preventive services are available. There are
some covered services that have a cost.

You pay nothing.
Other preventive services are available. There are
some covered services that have a cost.




Emergency Care

You pay an S80 copay per visit.

Waived, if admitted to the hospital within 24 hours.

Includes worldwide coverage.

You pay an S80 copay per visit.
Waived, if admitted to the hospital within 24 hours.

Includes worldwide coverage.

Urgently Needed Services

You pay a $50 copay per visit.

You pay an S80 copay per visit for worldwide
coverage.

You pay a S50 copay per visit.

You pay an S80 copay per visit for worldwide
coverage.

Diagnostic Services/Labs/
Imaging

e Diagnostic tests

and procedures

e Lab services
e Qutpatient x-rays
e Therapeutic radiology

services (such as
radiation treatment for
cancer)

You pay 20% of the total cost.

You pay a $15 copay per day.
You pay a $20 copay per day.
You pay 20% of the total cost.

If your doctor provides additional services, a
separate cost-sharing amount may apply.

Prior Authorization rules may apply.

You pay 20% of the total cost.

You pay a S7 copay per day.
You pay a $20 copay per day.
You pay 20% of the total cost.

If your doctor provides additional services, a
separate cost-sharing amount may apply.

Prior Authorization rules may apply.

Hearing Services

Medicare-
covered hearing
exam

Routine hearing exam

Hearing aid

You pay SO - $50 copay per visit.

S0 copay through Hearing Care Solutions provider;

higher copay applies to exams performed by all
other providers.

You pay SO - S50 copay for one routine hearing
exam per calendar year.

S0 copay through Hearing Care Solutions provider;

higher copay applies to exams performed by all
other providers.

There is a $1,000 annual allowance per ear for
hearing aids through Hearing Care Solutions
provider.

You pay SO - $35 copay per visit.

S0 copay through Hearing Care Solutions provider;
higher copay applies to exams performed by all
other providers.

You pay SO - S35 copay for one routine hearing
exam per calendar year.

S0 copay through Hearing Care Solutions provider;
higher copay applies to exams performed by all
other providers.

There is a $1,000 annual allowance per ear for
hearing aids through Hearing Care Solutions
provider.




Dental Services

e Medicare-covered dental
services

e Routine dental services

You pay a $50 copay per visit.

Not covered.

You pay a S35 copay per visit.

You pay a $20 copay for routine preventive dental
services.

No out-of-network coverage.

Vision Services

e Medicare-covered
vision exam

e Medicare-covered
vision hardware

e Routine vision exam

e Routine vision
hardware

You pay a $50 copay for each Medicare-covered
exam to diagnose and treat diseases and
conditions of the eye. You pay a SO copay for a
Medicare-covered glaucoma screening.

You pay a SO copay for one pair of Medicare-
covered eyeglasses or contact lenses after each
cataract surgery.

You pay a $20 copay for one routine vision exam
per calendar year for the purposes of obtaining
eyeglasses or contact lenses.

You pay a S$30 copay. There is a $120 benefit limit
for routine eyeglasses (lenses and frames) or
contact lenses every 24 months.

You pay a $35 copay for each Medicare-covered
exam to diagnose and treat diseases and
conditions of the eye. You pay a SO copay for a
Medicare-covered glaucoma screening.

You pay a SO copay for one pair of Medicare-
covered eyeglasses or contact lenses after each
cataract surgery.

You pay a $20 copay for one routine vision exam
per calendar year for the purposes of obtaining
eyeglasses or contact lenses.

You pay a S30 copay. There is a $120 benefit limit
for routine eyeglasses (lenses and frames) or
contact lenses every 24 months.

Mental Health Services

e Inpatient mental health
care

e Outpatient mental
health care

You pay a $595 copay per day for days 1-2.
You pay a SO copay per day for days 3-90.

You pay a $40 copay for each Medicare-covered
individual or group therapy visit.
Prior Authorization rules may apply.

You pay a $450 copay per day for days 1-3.
You pay a SO copay per day for days 4-90.

You pay a $40 copay for each Medicare-covered
individual or group therapy visit.
Prior Authorization rules may apply.




Skilled Nursing Facility

You pay a SO copay per day for days 1-20.
You pay a $167.50 copay per day for days 21-59.
You pay a SO copay per day for days 60-100.

Prior Authorization rules may apply.

You pay a SO copay per day for days 1-20.
You pay a $167.50 copay per day for days 21-50.
You pay a SO copay per day for days 51-100.

Prior Authorization rules may apply.

Physical Therapy

You pay a $40 copay per visit.

You pay a S35 copay per visit.

Ambulance

You pay a $255 copay each way for Medicare-
covered Ambulance transport.

Prior Authorization rules may apply.

You pay a $315 copay each way for Medicare-
covered Ambulance transport.

Prior Authorization rules may apply.

Transportation

Not covered.

Not covered.

Medicare Part B Drugs

You pay 20% of the total cost for Medicare-covered
Part B chemotherapy drugs and other
Part B drugs.

Prior Authorization rules may apply.

You pay 20% of the total cost for Medicare-covered
Part B chemotherapy drugs and other
Part B drugs.

Prior Authorization rules may apply.




PRESCRIPTION DRUG BENEFITS (PART D) PRESCRIPTION DRUG BENEFITS (PART D)

Deductible | Not covered Deductible | During this stage, you pay the full cost of your Tier 3,
Phase Phase 4, and 5 drugs. You stay in this stage until you have
paid $160 for your Tier 3, 4, and 5 drugs.
Initial Coverage Phase - You stay in the Initial Coverage Stage until
your total drug costs for the year reach $3,820.
Standard Retail Mail Order Long-Term Care Standard Retail Mail Order Long-Term Care
Cost-sharing Cost-sharing Cost-sharing Cost-sharing Cost-sharing Cost-sharing
(in-network) (up (up to a 31-day (in-network) (up (up to a 31-day
to 31-day supply) | (93-day supply) | gyoniy) to 31-day supply) | (93-day supply) | gyon1y)
Tier 1: Not covered Not covered Not covered Tier 1: You pay a $2 Youpaya$5 | Youpaya$2
Preferred Preferred cona cona cona
Generic Generic pay. pay. pay.
Tier 2: Not covered Not covered Not covered Tier 2: You pay a $12 Youpaya$30 | YoupayaS12
Generic Generic copay. copay. copay.
Tier 3: Tier 3:
Not covered Not covered Not covered
Preferred Preferred Youapay a 547 g? ;J fg% @ . Youapay a 547
Brand Brand copay. .50 copay. | copay.
Tier 4:Non- |\t covered Not covered Not covered Tier 4: Non-
Preferred Preferred You pay 50% of You pay 50% of | You pay 50% of
Drugs Drugs the total cost. the total cost. | the total cost.
Tier 5: Not covered Not covered Not covered Tier 5: :houtp?yl 3O%t0f Not offered. You pay 30% of
Specialty Specialty e total cost. the total cost.

Not covered

Cost-sharing may change depending on the pharmacy you choose
and when you enter another of the four phases of the Part D

benefit.

Coverage Gap

Coverage Gap

Not covered

After you enter the Coverage Gap, you pay 25% of the costs of

brand name drugs and 37% of the costs of generic drugs until your
out-of-pocket costs reach $5,100, which is the end of the Coverage
Gap. Not everyone will reach the Coverage Gap.




Catastrophic Coverage

Not covered

Catastrophic Coverage

After your yearly out-of-pocket drug costs (including drugs

purchased through your retail pharmacy and through mail order)
reach $5,100, you pay the greater of:

+ 5% of the cost of the drug, or

- $3.40 copay for a generic drug, or a drug that is treated like a
generic and $8.50 copay for all other drugs.




PREMERA |

An Independent Licensee of the Blue Cross Blue Shield Association

Discrimination is Against the Law

Premera Blue Cross complies with applicable Federal
civil rights laws and does not discriminate on the basis
of race, color, national origin, age, disability, or sex.
Premera does not exclude people or treat them
differently because of race, color, national origin, age,
disability or sex.

Premera:

¢ Provides free aids and services to people with
disabilities to communicate effectively with us, such as:
¢ 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:
¢ Qualified interpreters
e [nformation written in other languages

If you need these services, contact the Civil Rights
Coordinator.

If you believe that Premera has failed to provide these
services or discriminated in another way on the basis of
race, color, national origin, age, disability, or sex, you can
file a grievance with:

Civil Rights Coordinator — Complaints and Appeals
Premera Blue Cross Medicare Advantage Plans -
Complaints & Appeals

PO Box 262527, Plano, TX 75026

Phone: 888-850-8526, fax: 800-889-1076, TTY: 711
Email AppealsDepartmentinquiries@Premera.com

You can file a grievance in person or by mail, fax, or
email. 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, 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 Ave SW, Room 509F, HHH Building
Washington, D.C. 20201, 1-800-368-1019,
800-537-7697 (TDD). Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

Getting Help in Other Languages

This Notice has Important Information. This notice may
have important information about your application or
coverage through Premera Blue Cross. There may be
key dates in this notice. You may need to take action by
certain deadlines to keep your health coverage or help
with costs. You have the right to get this information and
help in your language at no cost. Call 888-850-8526
(TTY: 711).

Ah714% (Amharic):
£V TNF 0L ANAL 98 SHA: BV T FO%L (A
@aop\nFP oe.9° ¢ Premera Blue Cross 147 AfAL
a8 AFLO- @AM (LY TI0FOP O-OT BAF ST
AG4 AN PMST 14727 APmNPS Nhhd-L.0 ACST
ATITTF (@0’ OLHE 120F ACIPE avo-0 L £10PF
LS BUT a0l 8 W19.LTT AT LATPTI° hef (L1 P
ACA W19.0TT ao(IF AP F=00Ah &1C 888-850-8526
(TTY: 711) @@
44 21l (Arabic):

e slea i) 138 (5 5y 38 Aals Cilaglia Jlady) 13 (5 920
deaall yy A Al 5 Gl o pady dege
Fals s & 8 Premera Blue Cross dM& ox lele
Lipra ol 55 8 ol ya) JATY Zliad 88y lalY) 13 3 dagae
Gl oy il by L sacluall f daall elihaas e Llaall
AU A a8 () 90 elialy sac Lusall 5 e glaall s3a e J guaall

888-850-8526 (TTY: 711)= Jusil

H13C (Chinese):

REMEEEMNAR. KB HRARESE
1B Premera Blue Cross $23< HIEREE S RIS RO E ZEA
B, RMEBEHMAREAEEAE, BAReEEa1E
IF B ZAIEREATE), LURBIEMBEERIERE
ERWA, BAE#ANRELUEHEERIIRAR
MEBN, FFHET 888-850-8526

(TTY: 711).

Premera Blue Cross is an HMO plan with a with a Medicare contract. Enrollment in Premera Blue Cross depends on renewal.

H7245 PBC1088_Accepted

028023 (10-01-2017)



Oromoo (Cushite):

Beeksisni kun odeeffannoo barbaachisaa gaba.
Beeksisti kun sagantaa yookan karaa Premera Blue
Cross tiin tajaajila keessan ilaalchisee odeeffannoo
barbaachisaa gabaachuu danda’a. Guyyaawwan
murteessaa ta'an beeksisa kana keessatti ilaalaa. Tarii
kaffaltidhaan deeggaramuuf yookan tajaajila 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 qabaattu. Lakkoofsa bilbilaa 888-850-8526
(TTY: 711) tii bilbilaa.

Deutsche (German):

Diese Benachrichtigung enthalt wichtige
Informationen. Diese Benachrichtigung enthalt unter
Umstanden wichtige Informationen beziglich lhres
Antrags auf Krankenversicherungsschutz durch Premera
Blue Cross. Suchen Sie nach eventuellen wichtigen
Terminen in dieser Benachrichtigung. Sie kdnnten bis zu
bestimmten Stichtagen handeln missen, um Ihren
Krankenversicherungsschutz oder Hilfe mit den Kosten
zu behalten. Sie haben das Recht, kostenlose Hilfe und
Informationen in lhrer Sprache zu erhalten. Rufen Sie an
unter 888-850-8526 (TTY: 711).

HAEE (Japanese): CDEMICITEELIFRAA
BENTVET, ZO@EHIZIL. PremeraBlue
Cross DERFF-IIMHELHEICREIT IEELR
WOAEENTUVDIEELHY ET, COEHIC
HESNTWAAREMENHIEEL B E
RBLESV, BERIROCEHYR— F&#EFT
BIZIE, BEDHEHETIZTHZEWM S HITNIE
BHBEWEENAHYET, CHEDSHEICELD
FRE Y R— FAEBTIRESINET, 888
850-8526 (TTY: TI)FE THBEFEL FZ & LY,

3._5‘01 (Korean):
SAAN= s
OI SAMe Hatel AFO
Premera Blue Cross £ S8t H
o

I—ItiE .u.ol- |. lOIOANIK
ol A

SAAN= A0l Hes EMS0l US =
AUsLICH Alot= Aot A& HB 2K E A=
FXotALHlE= E&ot)| ?lofA &8t
OtZ &NAl XIS "‘ISHOIE SLHRIUS =
AUsLILE Hot= Oldet EE22 === #lot2
Pz HIE 2Z8L0I OC*Z = A= et
O'*LI Ct. 888-850-8526 (TTY: 711) &£
&3t Al 2.
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MaNi2d (Khmer):
WSAESIANISiSNAmSukaenS
IUSGANSSATMSUINUNMESHASTS
UNHIESHASBRIUUUS
YUrINUIHIUI L MIYI: Premera Blue Cross
WIS
MIUUNIGSUISISISISHIUGARNSSNRNIS:
HEUTNUMEImIUI M gsmn
SUAMNSIBMNMATGNIISISN

12 SHIMPS /MM MNUIRSMNIUNE
M YICNA S SwIsmic
HEESHESIUASmSIS:
SHESWISIHHMANIUNESIENUESSHUU
WiS{LIY UE§Ieds) 888-850-8526 (TTY: 711)

290 (Lao):

CCRYNIVDH2NVFIOV. (CFINIVLDIOIH2
LVIIODLNJONUVOISOYFLVVN B HOIVOL
©99UrIDIW209UI9 L Premera Blue Cross.
2909t 5SVRFIHVL IVCFINIVL. VIVSIODE
9CTVCIDHOICDVLNIVOIIVNIVOCOITLCWIY
(ROSNIFIN0IVEVODIVLHVI2:WIV § ©09
ngoecPocdoge lgsre209unls. BIVIS0
\osSu20DD oz oIVgoBCHECTLWITIZOY
yaLloeLIee. Ll 888-850-8526

(TTY: 711).



U=t (Punjabi):

for &fer feg uA Areard! 3. fer &fer feg
Premera Blue Cross €% 3J'a! a@ar W3 Wt 79
HIZLYIS Areardt d Aaet J . for &fA Aeg
YA 39 J AeeM I&. Add 3IH AAJS de9H
et R A EAd sz AT Hee B fegd I 3°
FTS WEH I 3 UTS I8 UTH ITH goE T
37 I AIE! I IT$ He3 Rg 3 wmust s &g
ArEdTSt W3 Hee YU3 d96 € witdd J 3%
888-850-8526 (TTY: 711).

Pycckuii (Russian):

HacTosiwee yBegomneHue CoaepxuT BaxHyto
UHhopMaumIo. ITO yBELOMIIEHUE MOXET CodepXaTb
BaXXHYI0 MH(OPMALMIO O BaLLEM 3asBNEHUN UMK
CTPaxoBOM NokpbITMM Yeped Premera Blue Cross. B
HaCTOSALLEM YBEAOMIEHUN MOTYT ObITh yKa3aHb!
KntoyeBble AaTbl. Bam, BO3MOXHO, NOTpebyeTcs NpuHATL
Mepbl K onpeaeneHHbIM npefenbHbIM cpokam Ans
COXpPaHEeHWs CTPaXOBOro MOKPBITUS MW MOMOLLM C
pacxogamu. Bel meeTe npaBo Ha becnnaTHoe
NonyyYeHue 3Toi MHPOpPMaLMK 1 NOMOLLb Ha BaLLEM
A3blke. 3BoHUTE No TenedoHy 888-850-8526

(TTY: 711).

Espafiol (Spanish):

Este Aviso contiene informacion importante. Es
posible que este aviso contenga informacion importante
acerca de su solicitud o cobertura a través de Premera
Blue Cross. Es posible que haya fechas clave en este
aviso. Es posible que deba tomar alguna medida antes
de determinadas fechas para mantener su cobertura
médica 0 ayuda con los costos. Usted tiene derecho a
recibir esta informacion y ayuda en su idioma sin costo
alguno. Llame al 888-850-8526 (TTY: 711).

Tagalog (Tagalog):

Ang Paunawa na ito ay naglalaman ng mahalagang
impormasyon. Ang paunawa ha ito ay maaaring
naglalaman ng mahalagang impormasyon tungkol sa
lyong aplikasyon o pagsakop sa pamamagitan ng
Premera Blue Cross. Maaaring may mga mahalagang
petsa dito sa paunawa. Maaring mangailangan ka na
magsagawa ng hakbang sa ilang mga itinakdang
panahon upang mapanatili ang iyong pagsakop sa
kalusugan o tulong na walang gastos. May karapatan ka
na makakuha ng ganitong impormasyon at tulong sa
lyong wika ng walang gastos. Tumawag sa 888-850-8526
(TTY: 711).

Ykpaincbkun (Ukrainian):

Lle noBigomneHHs MicTUTL BaxnuBy iHdopmaLito. Lie
NOBILOMMEHHS MOXe MICTUTW BaXIuBY iH(hopMaLito npo
Balue 3BepHEHHS LOAO CTpaxyBaribHOMO NOKPUTTS Yepes
Premera Blue Cross. 3BepHiTb yBary Ha Knto4oBi gatu,
SKi MOXYTb YTV BKasaHi y LibOMY NOBIZOMMEHHI. ICHye
IMOBIpHICTb TOrO, WO Bam Tpeba Gyae 3aincHUTY NeBHi
KPOKM Yy KOHKPETHI KiHLEBI CTPOKW ANs TOro, o6
36epertv Bawwe megunyHe cTpaxyBaHHs abo oTpumatm
biHaHcoBy gonomory. Y Bac € npaBo Ha OTpUMaHHS L€l
iHdhopMaLii Ta gonomory 6e3koLITOBHO Ha Baluin pigHin
MOBi. [13BOHITb 3a HOMepom TenedoHy 888-850-8526
(TTY: 711).

Tiéng Viét (Vietnamese):

Thong béo nay cung cap thong tin quan trong. Thong
b&o nay cd thong tin quan trong vé don xin tham gia
hoac ho'p ddng bao hiém clia quy vi qua chwong trinh
Premera Blue Cross. Xin xem ngay quan trong trong
thdng bao nay. Quy vi c6 thé phai thuc hién theo thong
bao ding trong thdri han dé duy tri bao hiém strc khde
hodc dworc tror gip thém vé chi phi. Quy vi ¢6 quyén
dworc biét thong tin nay va dworc tror gidip bang ngon
ngCr cGia minh mién phi. Xin goi s6 888-850-8526
(TTY: 711).
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