Premera Medigap Application Packet

Thank you for your interest in the Premera BlueCross Medicare Supplement plan!

This application packet provides you with a link (below) to the electronic Enroliment
Form and the Outline of Coverage in addition to a link to the Choosing a Medigap
Policy Guide.

Should you decide to apply by secure upload/mail/fax/email, the printable application
needs to be reviewed and signed by an Agent before it can be submitted to Premera
BlueCross. You may email, fax or mail it in to CDA Insurance:

Fax: 1.541.284.2994

Email: cs@cda-insurance.com

. Secure File Upload: Click here

Mail: CDA Insurance LLC
PO Box 26540
Eugene, Oregon 97402

Other Important Information

Download Medicare’s Choosing a Medigap Policy Guide (.pdf)
Download Application — Click here

Download Policy Outline (.pdf)

Our website: https://www.medicare-washington.com

If you should have any questions on the application, please call us at 1.800.884.2343
or 1.541.434.9613.


mailto:cs@cda-insurance.com
mailto:cs@cda-insurance.com
https://cda-insurance.citrixdata.com/r/r7a05451975a43c2b
https://cda-insurance.citrixdata.com/r/r7a05451975a43c2b
https://www.medicare.gov/Pubs/pdf/02110-Medicare-Medigap.guide.pdf
https://www.medicare.gov/Pubs/pdf/02110-Medicare-Medigap.guide.pdf
https://medicare-washington.com/shared/docs/medigap/WA/premera/2020/app.2020.pdf
https://medicare-washington.com/shared/docs/medigap/WA/premera/2020/app.2020.pdf
https://medicare-washington.com/shared/docs/medigap/WA/premera/2020/ooc.2020.pdf
https://medicare-washington.com/shared/docs/medigap/WA/premera/2020/ooc.2020.pdf
https://www.medicare-washington.com/medsup/premera_rates.html
https://www.medicare-washington.com/medsup/premera_rates.html

Washington Medicare Supplement P.0. Box 91120. MS 295 PREMERA |

Enrollment Application for Seattle, WA 98111-9220
! .
Plans A, G, High Deductible G and N 1-800-752-6663

Fax: 425-918-5278
You are eligible to apply for a Premera Blue Cross (Premera) Medicare Supplement plan if you:
e Reside in Washington (excluding Clark County),
e Currently have both Medicare Part A and Part B, and
e Don't receive Medicaid assistance other than payment of your Medicare Part B premium.
Please type your answers or print clearly in ink so we can process your application quickly. Be sure to return all
pages to us. Omissions, incomplete answers, or the use of correction fluid or tape will result in the return of your
application and may cause a delay in the effective date of your coverage.

A Medicare Information

If you have lost or are losing other health insurance coverage and received a notice from your prior insurer saying
you were eligible for guaranteed issue of a Medicare Supplement insurance policy or that you had certain rights to
buy a policy, you may be guaranteed acceptance in one or more of our Medicare Supplement plans. Please
include a copy of the notice from your prior insurer with your application. Please answer all questions:

Please mark Y (Yes) or N (No) with an “X." Medicare Number:
To the best of your knowledge: N I
1Y [JN 1. Didyouturnage 65 in the last 6 months? Hospital (Part A) Effective Date:
[]Y [JN 2. Didyouenrollin Medicare Part Binthelast6 | [/01/IC1C]
months? Medical (Part B) Effective Date:
3. If Yes, what is the effective date? 01/ 0000
/ /

Please fill in your Medicare Number and effective dates in the box above using the information from your
Medicare card or attach a copy of your Medicare card. We need all characters to enroll you.

B Personal Information

Last Name suffix First Name Middle Initial
Home Address (cannot be a P.0. Box or City County State | Zip
business address) WA
Mailing Address (If different from above) City State | Zip
Billing Address (If different from both above) | City State | Zip
Phone Number Alternate Phone Number
() ()
Email Address* Birthdate Gender

(Month/Day/Year) [ ] Male [ ] Female
*Important Note: We can send enrollment notifications, information about how to use your plan, your Welcome
Kit and a copy of this application to you by email instead of a paper copy.
Do you want to receive enroliment notifications, information about how to use your plan, your welcome kit and a
copy of this application by email? [ ] Yes [_] No
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B Personal Information continued

Race (Optional)

Premera is committed to serving the diverse needs of all of our members. These fields are completely optional. If
you'd like to self-identify, please do so. To change these selections at any time please call 1-855-339-5205. The
collection of this information will not determine eligibility, rating or claim payments.

(Check One)

[ ] American Indian or Alaska Native  [_] Native Hawaiian or [ ] Two or More Races
Other Pacific Islander

[ ] Asian [ ] White [ ] Other Race

[_]Black or African American

Ethnicity (Optional)

[ ] Hispanic or Latino [_] Not Hispanic or Latino

Language (Optional)

Please select the language in which you're proficient. If you're proficient in the English language as well as others,
please select English from the list. To change these selections at any time please call 1-855-339-5205. The
collection of this information will not determine eligibility, rating or claim payments.

[ ]English [ ] Vietnamese [ ]Tagalog [ _]French/Haitian [ ]German [ ] Japanese
[ ] Spanish [ ] Korean [ ] Arabic Creole French [ ] Polish [ ]Other _____
[ ] Chinese [ ] Russian [ Jitalian [ _]Portuguese [ ] Greek

C  Plan selection

Which Medicare Supplement plan do you want to enroll in?

[ ]Plan A [ ]Plan G [ _]Plan G High Deductible [ _]Plan N

Note: Only those applicants who are initially eligible for Medicare before January 1, 2020 may apply for plans C,
F and High Deductible F, if offered.

Plan start date

You are eligible for coverage to start on the first of the month after the application postmark date if all information is

completed and accurate and we approve your application. Please indicate the month you want your coverage to start.

| want this plan to begin on the first of . (No more than 90 days after the application is signed.)
(enter month)

D Paying for your Medicare Supplement plan

DO NOT send payment with this application.

You will get monthly paper bills if you do not select automatic monthly withdrawals.

A government agency or any other third party may not sponsor or pay for your individual health plan, except as
required by law.

Tip — Save S60/yr
& Sign up for automatic monthly withdrawals and save $60
a year. Call us at 1-800-752-6663 for more information.
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D  Paying for your Medicare Supplement plan continued

Please complete below if you are selecting automatic monthly withdrawal

| have selected automatic monthly withdrawal and | hereby authorize Premera to initiate funds transfer
from the bank or financial institution account indicated below. | authorize my financial institution to
honor these transfers.

Account holder's name (print)

Financial institution or bank name City State Zip
Bank routing number (see picture Account number (see picture [ ] Checking [] Savings
below) below)

Fill out the information above —or- send us a ci23L5E7EG e 98 7ESL32a0k OO
photocopy of your voided check. | l | l

Bank Routing Number ~ Account Number
Additional terms and conditions:

e Funds are transferred on the fifth business day of each month to pay for that month’s coverage.
(For example, the deduction on February fifth pays for coverage in February.)

e |understand that my monthly subscription charges will be automatically withdrawn from my bank account each
month until I notify Premera that it should be cancelled. To ensure cancellation, | must notify Premera no later
than the twentieth of the month to be effective for the following month’'s automatic withdrawal. I have the right
to stop payment on a specific bank transfer at least 3 days prior to the next scheduled withdrawal date.

e It may take as long as 45 days to set up the funds transfer. | may receive a paper bill to cover the initial month(s)
while the transfer is being set up.

Bank account holder signature Today's date
X

E  Other healthcare information

Please review the statements below, then answer all questions to the best of your knowledge.

e You do not need more than one Medicare Supplement insurance policy
e You may want to evaluate your existing health coverage and decide if you need multiple coverage.
e You may be eligible for benefits under Medicaid and may not need a Medicare Supplement policy.

e |f, after purchasing this policy, you become eligible for Medicaid, the benefits and premiums under
your Medicare Supplement policy can be suspended, if requested, during your entitlement to benefits
under Medicaid for 24 months. You must request this suspension within 90 days of becoming eligible
for Medicaid. If you are no longer entitled to Medicaid, your suspended Medicare Supplement policy
(or, if that is no longer available, a substantially equivalent policy) will be reinstituted if requested
within 90 days of losing Medicaid eligibility. If the Medicare Supplement policy provided coverage for
outpatient prescription drugs and you enrolled in Medicare Part D while your policy was
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E  Other healthcare information continued

suspended, the reinstituted policy will not have outpatient prescription drug coverage, but will otherwise be
substantially equivalent to your coverage before the date of suspension.

e Counseling services may be available in your state to provide advice concerning your purchase of Medicare
Supplement insurance and concerning medical assistance through the state Medicaid program, including
benefits as a Qualified Medicare Beneficiary (QMB) and a Specified Low-Income Medicare Beneficiary (SLMB).

Tell us about any help you receive from your state’s Medicaid program (required):
[ ]Y [N 1. a. Areyou covered for any medical assistance through the state Medicaid program?
Note To Applicant: If you are participating in a “Spend-Down Program” and have not met
your “Share of Cost,” please answer No to this question.
[]Y [N b. If Yes, will Medicaid pay your premiums for this Medicare Supplement plan?
[]Y [N c. Do you receive any benefits from Medicaid OTHER THAN payments toward your Medicare
Part B Premium?

Tell us about your Medicare Supplement coverage (required):
[ 1Y [IN 2. a Do youhave another Medicare Supplement policy in force?
[]Y [N b. If so, with what company, and what plan do you have? Company (Carrier):
Plan (Plan ID): Termination Date: / /
[]Y [N c. If so, do you intend to replace your current Medicare Supplement policy with this plan?

Tell us about your Medicare Advantage coverage (required):

[ ]Y [IN 3. a Haveyou had coverage from any Medicare plan other than original Medicare within the last
63 days (for example, a Medicare Advantage plan, or a Medicare HMO or PP0)? If so, fill in
your start and end dates below. If you are still covered under this plan, leave “End" blank.
Start: / / End: / / Company (Carrier)._________

[]Y [N b. If you are still covered under the Medicare plan, do you intend to replace your current
coverage with this new Medicare Supplement plan?

[]Y [N c.  Was this your first time in this type of Medicare plan?

[]Y [N d. Did you drop a Medicare Supplement policy to enroll in the Medicare plan?

Tell us about any other health insurance coverage:
[ ]Y [N 4 a. Haveyouhad coverage under any other health insurance within the past 63 days?
(For example, an employer, union or individual plan).
b. If so, with what company and what kind of policy?
Company (Carrier): Policy (Policy #):
c.  What are your dates of coverage under the other policy? If you are still covered under the
other policy, leave “End” blank.
Start: / / End: / /
L1y [N d. Did this policy cover skilled nursing facility care?
If you are unsure, do not answer.
e. What was the out-of-pocket maximum for this policy? $
If you are unsure, leave blank.
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F  Your health conditions

Answer these health questions to determine if you are eligible for this coverage.
Did you enroll in Medicare Part B in the last six months? If YES, skip to Section G. If NO, fill out this section.

End stage renal (kidney)
disease

Currently receiving dialysis
Diagnosed with kidney disease

that may require dialysis
Cirrhosis/liver failure

1. Do any of these conditions apply to you?

1Y

Chronic obstructive
disorder (COPD)

Have a bleeding (coagulation

leukemia defect), blood
disorder or leukemia

Insulin dependent diabetes

LN

e Rheumatoid arthritis, joint
replacement

Schizophrenia, bipolar
mood, attempted suicide
eating disorder
Transplant (excludes

corneal)

Alcohol, or chemical/drug
or dependence

DVT (clots) or PVD (peripheral

vascular disease)

Ulcerative colitis or Crohn's

disease

2. Within the past 5 years, has a medical professional diagnosed, discussed, or [_]Y
recommended treatment options for any of the following conditions?

Heart attack, congestive
failure, coronary artery

pacemaker, stenosis, or heart
valve prolapse or transplant e

Stroke/TIA or paralysis

LN

e Prostatitis

e Chronic bronchitis or
tuberculosis

Chronic back/neck/disc
problems

STOP

If you answered YES under questions 1 or 2 in this section, you are NOT eligible for these plans at this

time.

If your health status changes in the future, allowing you to answer NO to all of the questions in this
section, please submit an application at that time.
For information regarding plans that may be available, contact your local state department on aging.

If you answered NO to both questions 1 and 2, your answer to questions 3 and 4 will be used to determine if your
application will be accepted.
3. Height and weight:

Height

Feet Inches

Weight / Ibs.

4. Have you taken medications within the past year?

[] VYes.
[ ] No.

Please enter your medication information in the table provided below.
Please move on to Section G.

Medication Name

How long have you been
taking this medication?

What does this medication treat?
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G Authorization and verification of information

|, the undersigned, apply for enroliment with Premera Blue Cross (Premera). | represent that all statements and

answers on this application are complete and true. | understand coverage is available to me due to: (1) my residing

in Washington (excluding Clark County). (2) my enrollment in Medicare Parts A and B, (3) my eligibility for Medicare

due to age (65 or over), and (4) | don't receive Medicaid assistance other than payment of my Medicare Part B

premium. | understand and agree that coverage does not begin until Premera accepts this application and assigns

an effective date of coverage and that receipt of my money (cash, check or money order) does not constitute

enrollment under any Medicare Supplement program. | authorize Premera, at its option, to pay providers directly for

services rendered. | also understand and agree that Premera may:

1. Accept this application; or

2. Deny this application, in which case any subscription charges submitted will be refunded to, and accepted by
me; or

3. Within the first two years of my coverage, void my contract (in other words, cancel my coverage back to its
effective date, as if never existed at all) if | have made any intentionally false or misleading statements on this
application or enrollment form that are material enough to affect my acceptability for coverage.

| understand that Premera may collect, use, and disclose personal information about me as required or permitted by
law or to perform routine business functions, such as determining my eligibility for enrollment, credit for waiting
periods, and benefits; paying claims; and fulfilling other obligations stated in its contract with me. If Premera
discloses my personal information for any other reason, Premera will first remove any data that can be used to
easily identify me or will get my signed authorization.

| further understand that any physician, health care provider, hospital, insurance or reinsurance company, pharmacy
benefits manager or third party benefits administrator may disclose my personal health information, including any
and all diagnostic, procedural, treatment, claim, prescription or other health related information including records
concerning alcohol and/or chemical dependency, reproductive health (including abortion), sexually transmitted
diseases, HIV, AIDS, psychiatric disorders and mental illness to Premera or its representatives as allowed by law.

| understand that it is a crime to knowingly provide false, incomplete, or misleading information to an insurance
company for the purpose of defrauding the company. Penalties include imprisonment, fines, and denial of insurance
benefits.

| understand that the Medicare Supplement contract will not pay benefits during the first three months after the
effective date for any condition for which | have had treatment, medicine or diagnostic testing within the three
months prior to my effective date. | understand that, under certain conditions, this limitation may be shortened or
waived. The waiting period may be waived if | apply for this contract within 63 days of leaving other healthcare
coverage and | provide proof with this application.

| understand | am responsible for canceling any prior coverage.
If you answered yes to questions 3 or 4 in Section E, you must complete and sign the attached replacement notice.

[ ] Iacknowledge receipt of the Guide to Health Insurance for People with Medicare and the Outline of

Coverage.
| have read all information and have answered all questions to the best of my ability.
Signature of applicant Today's date
X

Note: If you are signing as the legal representative for the applicant, please enclose a copy of the appropriate legal
documentation.
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I'I1" IMPORTANT: Be sure to return the entire application. | ! !

Continue to the next page for the Replacement Notice -

For producer use only
Be sure to return this page to us even if you do not have a producer.

If this application is being submitted through a producer, he or she must complete the information below and the
attached Notice of Replacement, if appropriate. If all questions are not answered completely, this application will be
returned.

Completion of this section by a producer is required.

1. List any other medical or health insurance policies sold to the applicant.

2. List policies sold which are still in force.

3. List policies sold in the past five years which are no longer in force.

Producer Name (Please print) Premera producer number Telephone number
Tiffany Jackson 5304B 800.884.2343

Preferred contact address City State Zip
PO Box 26540 Eugene OR 97402

Producer email address
cs@cda-insurance.com

Producer signature Date

X
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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:

e Provides free aids and services to people with
disabilities to communicate effectively with us, such
as:

e Qualified sign language interpreters

e Written information in other formats (large print,
audio, accessible electronic formats, other
formats)

e Provides free language services to people whose
primary language is not English, such as:

e Qualified interpreters
e Information 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
PO Box 91102, Seattle, WA 98111

Toll free 855-332-4535, Fax 425-918-5592,

TTY 800-842-5357

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 1-800-722-1471 (TTY: 1-800-842-5357).

&9 (Amharic):

LV TN OEL ANEATL aPLE CHA: U TINTOEL (A
aaop\nFP me.9° ¢ Premera Blue Cross 47 Ahé.A1
a8 \SLD AN Y TI0F 0P O-OT AT PTT
AF% &AM ST 114797 AeemNPS NANG4.A ACS T
AT (F@-0F PLHE 180F ACIPE av@-0L 210P+
LUPGA:: BUT 0928 W19.9TT AT PAIPII° h&f NL7EP
ACA W18.PTT oot AaPF=Nndh ¢7C 1-800-722-
1471 (TTY: 1-800-842-5357) £.@+v::

4 21l (Arabic):

Shaslen Y1 13n 5 smg ﬁ_&.m auJLuJu‘g\ 15 5 s
Glsilla (S5 a8 Premera Blue Cross o ¢ lede
MJMG.\)\}JGS;\);| J\AJ\YC\_\;JMJ J\.&u‘}” \.\AGBA.A@_A
Sl aan calisil) caa‘sab_\cuaﬂjlé\_;malhﬂhku‘;clau;ﬂ
A5 1 A5 () 0 Rl sae Lsall 5 il sladll 038 e J szl
= Juail

1-800-722-1471 (TTY: 1-800-842-5357)

H13Z (Chinese):

FEMEEENAR. REMTTREARNGES
18 Premera Blue Cross 12 XXM REEE RIS EE
AR, RBHMAMEEEEZHE, & ﬁ'é%'%%?‘
1 HH 2 BT ERENATED, uﬁ‘%@ﬂ’]ﬁ_ﬁﬁ fz
EERwERL, 1”’%1‘%*']%%141&3 SE1FEIARER
lu\*ﬂﬁﬂj]o nﬁ#ﬁ

1-800-722-1471 (TTY 1-800-842-5357).

Oromoo (Cushite):

Beeksisni kun odeeffannoo barbaachisaa qaba.
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 gabaattu. Lakkoofsa
bilbilaa 1-800-722-1471 (TTY: 1-800-842-5357) tii
bilbilaa.



Frangais (French):

Cet avis a d'importantes informations. Cet avis peut
avoir d'importantes informations sur votre demande
ou la couverture par l'intermédiaire de Premera Blue
Cross. Le présent avis peut contenir des dates clés.
Vous devrez peut-étre prendre des mesures par
certains délais pour maintenir votre couverture de
santé ou d'aide avec les colts. Vous avez le droit
d'obtenir cette information et de l'aide dans votre
langue a aucun codt. Appelez le 1-800-722-1471
(TTY: 1-800-842-5357).

Kreyol ayisyen (Creole):

Avi sila a gen Enfomasyon Enpdtan ladann. Avi sila a
kapab genyen enfomasyon enpotan konsenan
aplikasyon w lan oswa konsenan kouveti asirans lan
atravé Premera Blue Cross. Kapab genyen dat ki
enpotan nan avi sila a. Ou ka gen pou pran kek aksyon
avan seten dat limit pou ka kenbe kouveti asirans
sante w la oswa pou yo ka ede w avek depans yo. Se
dwa w pou resevwa enfomasyon sa a ak asistans nan
lang ou pale a, san ou pa gen pou peye pou sa. Rele
nan

1-800-722-1471 (TTY: 1-800-842-5357).

Deutsche (German):

Diese Benachrichtigung enthalt wichtige
Informationen. Diese Benachrichtigung enthalt unter
Umstanden wichtige Informationen beziiglich Ihres
Antrags auf Krankenversicherungsschutz durch
Premera Blue Cross. Suchen Sie nach eventuellen
wichtigen Terminen in dieser Benachrichtigung. Sie
konnten bis zu bestimmten Stichtagen handeln
mussen, um Ihren Krankenversicherungsschutz oder
Hilfe mit den Kosten zu behalten. Sie haben das
Recht, kostenlose Hilfe und Informationen in Ihrer
Sprache zu erhalten. Rufen Sie an unter 1-800-722-
1471 (TTY: 1-800-842-5357).

Hmoob (Hmong): Tsab ntawv tshaj xo no muaj cov
ntshiab lus tseem ceeb. Tej zaum tsab ntawv tshaj xo
no muaj cov ntsiab lus tseem ceeb txog koj daim
ntawv thov kev pab los yog koj ghov kev pab cuam los
ntawm Premera Blue Cross. Tej zaum muaj cov hnub
tseem ceeb uas sau rau hauv daim ntawv no. Tej
zaum koj kuj yuav tau ua gee yam uas peb kom koj ua
tsis pub dhau cov caij nyoog uas teev tseg rau hauv
daim ntawv no mas koj thiaj yuav tau txais kev pab
cuam kho mob los yog kev pab them tej ngi kho mob
ntawd. Koj muaj cai kom lawv muab cov ntshiab lus
no uas tau muab sau ua koj hom lus pub dawb rau
koj. Hu rau 1-800-722-1471 (TTY: 1-800-842-5357).

lloko (llocano): Daytoy a Pakdaar ket naglaon iti
Napateg nga Impormasion. Daytoy a pakdaar mabalin
nga adda ket naglaon iti napateg nga impormasion
maipanggep iti apliksayonyo wenno coverage babaen
iti Premera Blue Cross. Daytoy ket mabalin dagiti
importante a petsa iti daytoy a pakdaar. Mabalin nga
adda rumbeng nga aramidenyo nga addang sakbay
dagiti partikular a naituding nga aldaw tapno
mapagtalinaedyo ti coverage ti salun-atyo wenno
tulong kadagiti gastos. Adda karbenganyo a mangala
iti daytoy nga impormasion ken tulong iti bukodyo a
pagsasao nga awan ti bayadanyo. Tumawag iti
numero nga

1-800-722-1471 (TTY: 1-800-842-5357).

Italiano (Italian): Questo avviso contiene informazioni
importanti. Questo avviso puo contenere informazioni
importanti sulla tua domanda o copertura attraverso
Premera Blue Cross. Potrebbero esserci date chiave
in questo avviso. Potrebbe essere necessario un tuo
intervento entro una scadenza determinata per
consentirti di mantenere la tua copertura o
sovvenzione. Hai il diritto di ottenere queste
informazioni e assistenza nella tua lingua
gratuitamente. Chiama 1-800-722-1471 (TTY: 1-800-
842-5357).

H A E& (Japanese):
COEMICITEELZFERMNAEFENATLET,
CDBHNIZIL. Premera Blue Cross DEEEF 1=
(IHESLHEICET IEELBERILAEENTLVS
BENHYFET., COBMICESHEINTULNST
HEELAHIEELHMZE CHERLEIL, #EE
RIEOCHEHYR— FE#FT BICIE, BHEDH
BETIZAEBZRMO R ITAIELRSBWMEELH
UFET, CHFEDEBICKBHEHRETR— N
WP TR SNFET, 1-800-722-1471 (TTY: 1-
800-842-5357)F THBEEL I LY,

8t= 01 (Korean):

2 SAANU=ESstEEIIEN USLICE =

0l SXIAMeE Hotel & E0 2ot el

Premera Blue Cross £ St JHH 2| Xl 0 2t

A2 E Lot US = ASLICHEL =

EJKI/H Ol A0l Sl EMs0l A2 =

USLICEH Hote Hotll A HHEI K E H =S

SXNotHLI HIESS Z2201)| fIohA LA st
P*O'DPII AXE FHHOFS EHRIUS =

SLICH #ot=0lefst 322t &= 2 #ot2

O*CHE HE 280 €2 £ A= At

U&SLICH 1-800-722-1471

(TTY: 1-800-842-5357) & M SIGHA Al 2



2990 (Lao):

ccq:)mn ﬁannmen
cc‘agmwwsvmuvevwmann ofvH9Sesrolin &
@owamagmnw‘c‘wzsgmwww Premera Blue
Cross. 9909e330H§98V0EA9NIVY.
mwss)ofau@%EIaJm8f)mcnwmwmumwocomaecwa
¥(iio8ng9009VH Va9 e Hivg2rwIv &
E)os)vaoecmacaaf)m?a‘awaaf)mw‘co
HonJEardEuzyni car
E)ow2o@cmscﬁwwmwegmﬁoe)uca@m [ EOe0)
1-800-722-1471 (TTY: 1-800-842-5357).

fManizd (Khmer):
twaﬁmsumhtw&nsmﬁ&nsunmwmsq
1mrjﬁm’summs Ui sasmstun
mmaws:—mgﬁﬁmuuug
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Polskie (Polish):

To ogtoszenie moze zawiera¢ wazne informacje. To
ogtoszenie moze zawiera¢ wazne informacje
odnosnie Paristwa wniosku lub zakresu Swiadczen
poprzez Premera Blue Cross. Prosimy zwrdcic uwage
na kluczowe daty, ktére mogg byc zawarte w tym
ogtoszeniu aby nie przekroczy¢ terminéw w
przypadku utrzymania polisy ubezpieczeniowe] lub
pomocy zwigzanej z kosztami. Macie Panstwo prawo
do bezptatnej informacji we wtasnym jezyku.
Zadzworicie pod 1-800-722-1471 (TTY: 1-800-842-
5357).

Portugués (Portuguese):

Este aviso contém informag6es importantes. Este
aviso podera conter informagoes importantes a
respeito de sua aplicagdo ou cobertura por meio do
Premera Blue Cross. Poderdo existir datas
importantes neste aviso. Talvez seja necessario que
vocé tome providéncias dentro de determinados
prazos para manter sua cobertura de saude ou ajuda
de custos. Vocé tem o direito de obter esta
informagao e ajuda em seu idioma e sem custos.
Ligue para 1-800-722-1471 (TTY: 1-800-842-5357).

Romand (Romanian):

Prezenta notificare contine informatii importante.
Aceasta notificare poate contine informatii importante
privind cererea sau acoperirea asigurarii
dumneavoastre de sanatate prin Premera Blue Cross.
Pot exista date cheie in aceasta notificare. Este
posibil sa fie nevoie sa actionati pana la anumite
termene limita pentru a va mentine acoperirea
asigurarii de sanatate sau asistenta privitoare la
costuri. Aveti dreptul de a obtine gratuit aceste
informatii si ajutor in limba dumneavoastra. Sunati la
1-800-722-1471

(TTY: 1-800-842-5357).

Pycckuii (Russian):

HacTosLee yBejoMEeHWE COAEPXMUT BaXHYIO
WHPOPMALMIO. 3TO YBEAOMIIEHNE MOXET COLEPXKATb
BaXHYO MH(OPMALMIO O BaLLEM 3aSBNEHNN UK
CTPaxoBOM NOKpPbITUK Yepesd Premera Blue Cross. B
HAaCTOALLEM YBEOMIIEHUM MOTYT ObITb YKa3aHbl
K/KOYeBble AaTbl. Bam, BOSMOXHO, NOTpebyeTcs
NPUHATH Mepbl K ONpefeneHHbIM NpeaebHbIM
CpOKaM /151 COXpPaHeHMs CTPaxoBOro NOKPbITUA Uiu
NOMOLLK C pacxodamu. Bol uMeeTe npaBo Ha
6ecnnatHoe noyyeHue sToi UHOOPMaLMK 1 NOMOLLb
Ha BalleM A3blke. 3BoHWTE No TenedoHy 1-800-722-
1471 (TTY: 1-800-842-5357).



Fa'asamoa (Samoan):

Atonu ua iai i lenei fa'asilasilaga ni fa'amatalaga e sili
ona taua e tatau ona e malamalamai ai. O lenei
tulaga o le polokalame, Premera Blue Cross, ua e tau
fia maua atu i ai. Fa'amolemole, ia e iloilo fa'alelei |
aso fa'apitoa olo'o iai i lenei fa'asilasilaga taua.
Masalo o le'a iai ni feau e tatau ona e faia ao le‘i aulia
le aso ua ta'ua i lenei fa'asilasilaga ina ia e iai pea ma
maua fesoasoani mai ai i le polokalame a le Malo
olo'o eiaiiai. Olo'o iai iate oe le aia tatau e maua atu i
lenei fa'asilasilaga ma lenei fa'matalaga i legagana e
te malamalama i ai aunoa ma se togiga tupe. Vili atu i
le telefoni 1-800-722-1471 (TTY: 1-800-842-5357).

Espafiol (Spanish):

Este Aviso contiene informacién 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 o ayuda con los costos. Usted
tiene derecho a recibir esta informacion y ayuda en su
idioma sin costo alguno. Llame al 1-800-722-1471
(TTY: 1-800-842-5357).

Tagalog (Tagalog):

Ang Paunawa na ito ay naglalaman ng mahalagang
impormasyon. Ang paunawa na 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 iyong wika ng walang gastos. Tumawag sa 1-800-
722-1471 (TTY: 1-800-842-5357).

Ina (Thai):
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dsznatianaiidayandrAtyinaaiunisnisadasvizaaasiani
seiuganneesnung Premera Blue Cross
wazaraiiniuuanislulszniadl . .
ABNAAzfiasafiunisnialuniunsyaznauiuauiieay
Snunistlsziuguninaesanizanistos e nlaAl lddne
AudAnsnazliiudayauazandosmaatlunimaennla
aldfiAn1dane s 1-800-722-1471
(TTY:1-800-842-5357)

Ykpaitcokuit (Ukrainian):

Lle NoBigOMAEHHA MICTUTb BaXKnuBY iHpopmaito. Lie
NOBIAOMEHHS MOXE MICTUTI BaXNMBY iHHOPMaLlito
npo Balle 3BepHEHHS LLOA0 CTPaxyBaabHOro
nokpuTTs Yyepes Premera Blue Cross. 3BepHiTh yBary
Ha KIOYOBI iaTy, fKi MOXYTb ByTW BKasaHi y LibOMy
NOBIAOMEHHI. ICHY€E IMOBIPHICTb TOrO, WO Bam Tpeba
byae 30iRCHUTY NEBHI KPOKM Y KOHKPETHI KiHLEBI
CTPOKWM ANs TOro, Wob 36epertn Balle MmeguyHe
CTpaxyBaHHsA abo oTpumMaTh GiHaHcoBy gonomory. Y
Bac € npaBo Ha OTpUMaHHs Liel iHpopmaLil Ta
[0MOMOrn 6e3KOLWWTOBHO Ha Balwiii pigHii MOBI.
[13BOHITb 3a HOMepom TenethoHy 800-1-800-722-1471
(TTY: 1-800-842-5357).

Tiéng Viét (Vietnamese):

Thong bdo nay cung cap thdng tin quan trong. Thong
bdo nay cd thong tin quan trong vé don xin tham gia
hodc hop déng bao hiém clia quy vi qua chuong trinh
Premera Blue Cross. Xin xem ngay quan trong trong
thong bdo nay. Quy vi cd thé phai thuc hién theo
thong bédo ding trong thoi han dé duy tri bao hiém stic
khde hodc dugc trg gidp thém vé chi phi. Quy vi cé
quyén dugc biét thong tin nay va dugc trg gilp bang
ngdn nglt clia minh mién phi. Xin goi s6

1-800-722-1471 (TTY: 1-800-842-5357).





