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

Outline of Medicare Supplement Coverage

By Reason of Age — Cover Page:

Benefit Plans A, G, High Deductible G and N

PREMERA |

See Outlines of Coverage sections for detail about all plans. This chart shows the benefits included in each of the
standard Medicare Supplement plans. Every company must make Plan A available. Some plans may not be available in your
state. Only applicants first eligible for Medicare before 2020 may purchase Plans C, F and High Deductible F.

Plans offered by Premera Blue Cross (Premera) are highlighted below.

Note: A V" means 100% of the benefit is paid.

Medicare
Benefits Plans Available to All Applicants E;ngregglobzlg
only

C F!
Medicare Part A coinsurance v v v v v v v v v v
and Hospital coverage (up to an
additional 365 days after
Medicare benefits are used up)
Medicare Part B coinsuranceor | « | v | v 50% 75% v v v v
copayment copays

apply

Blood (first three pints) v | vV | VvV v 50% 75% v v v v
Part A hospice care coinsurance | v v v v 50% 75% v v v v
or copayment
Skilled nursing facility v v 50% 75% v v v v
coinsurance
Medicare Part A deductible v | Vv v 50% 75% | 50% v v v
Medicare Part B deductible v v
Medicare Part B excess charges v v
Foreign travel emergency (up to v v v v v v
plan limits)
Out-of-pocket limit $5,880 | $2,940

Plan F and G also have a high deductible option which require first paying a plan deductible of $2,340 before the plan
begins to pay. Once the plan deductible is met, the plan pays 100% of covered services for the rest of the calendar year.
High deductible plan G does not cover the Medicare Part B deductible. However, high deductible F and G count your

payment of the Medicare Part B deductible toward meeting the plan deductible.

ZPlans K and L pay 100% of covered services for the rest of the calendar year once you meet the out-of-pocket yearly limit.

3Plan N pays 100% of the Part B coinsurance, except for a copayment of up to $20 for some office visits and up to a $50
copayment for emergency room visits that do not result in an inpatient admission.

ROCW (10-2019)
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SUBSCRIPTION CHARGES AND PAYMENT INFORMATION
(Rates effective April 1, 2020)

SUBSCRIPTION CHARGE INFORMATION

We (Premera) can only raise your subscription charges if we raise the subscription charges for all
contracts like yours in this state.

PAYMENT MODE OPTIONS

Monthly payment by Automatic Funds Transfer (AFT). Rates shown reflect a $5 monthly discount for
AFT payments compared to the Paper Bill Option.

OR
If you prefer us to bill you, Premera will send you a paper bill in the mail each month.

AFT Payment Option Paper Bill Option
Monthly Subscription Charges Per Person Monthly Subscription Charges Per Person
Plan Rate Plan Rate
Plan A $184 Plan A $189
Plan G $189 Plan G $194
Plan G* $47 Plan G* $52
Plan N $182 Plan N $187

*High Deductible Plan G *High Deductible Plan G



DISCLOSURES

Use this outline to compare benefits and subscription charges among contracts.

READ YOUR CONTRACT VERY CAREFULLY

This is only an outline describing your contract's most important features. The contract is your
insurance contract. You must read the contract itself to understand all of the rights and duties of both
you and your Medicare supplement carrier.

RIGHT TO RETURN CONTRACT

If you find that you are not satisfied with your contract, you may return it to 7001 220th St. S.W.,
Mountlake Terrace, Washington 98043-2124. If you send the contract back to us within 30 days after
you receive it, we will treat the contract as if it had never been issued and return all of your payments.

POLICY REPLACEMENT

If you are replacing another health insurance policy, do NOT cancel your existing policy until you have
actually received your new contract and are sure you want to keep it.

NOTICE

This contract may not fully cover all of your medical costs. Neither Premera nor its producers are
connected with Medicare. This outline of coverage does not give all the details of Medicare coverage.
Contact your local Social Security office or consult Medicare and You for more details.

COMPLETE ANSWERS ARE VERY IMPORTANT

When you fill out the application for the new contract, be sure to answer truthfully and completely all
guestions about your medical and health history. The company may cancel your contract and refuse to
pay any claims if you leave out or falsify important medical information.

Review the application carefully before you sign it. Be certain that all information has been properly
recorded.



PLAN A:

@

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of
the hospital and have not received skilled care in any other facility for 60 days in a row.

SERVICES

MEDICARE

PLAN A PAYS

YOU PAY

HOSPITALIZATION*

Semi-private room and board, general nursing and miscellaneous services and su

PAYS

plies
First 60 days All but $1,408 $0 (Part fgigﬁctible)
615t through 90™ day All but $352 a day $352 a day $0
91st day and after: $704 a da
(while using 60 lifetime reserve days) All but $704 a day Y %0
Once lifetime reserve days are used: $0 100% of Medicare $O**
¢ Additional 365 days eligible expenses
e Beyond the additional 365 days $0 $0 All costs

SKILLED NURSING FACILITY CARE*

You must meet Medicare's requirements, including having been in a hospital for at least 3 days and
entered a Medicare-approved facility within 30 days after leaving the hospital

All approved

outpatient drugs
and inpatient
respite care

First 20 days AMOUNts $0 $0
All but $176 Up to $176
st th

215t through 100" day a day $0 a day

101t day and after $0 $0 All costs
BLOOD

First 3 pints $0 3 pints $0

Additional amounts 100% $0 $0
HOSPICE CARE

You must meet Medicare's All but very limited

requirements, including a doctor's copayment / .

e _ Y . Medicare
certification of terminal iliness. coinsurance for
copayment / $0

coinsurance

**NOTICE: When your Medicare Part A hospital benefits are exhausted, the carrier stands in the place of Medicare and will
pay whatever amount Medicare would have paid for up to an additional 365 days as provided in the plan’s “Core Benefits.”
During this time, the hospital is prohibited from billing you for the balance based on any difference between its billed charges

and the amount Medicare would have paid.



PLAN A (continued):
A MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $198 of Medicare-approved amounts for covered services (which are noted with an asterisk),

your Part B deductible will have been met for the calendar year.

MEDICARE
PAYS

SERVICES

PLAN A PAYS

YOU PAY

MEDICAL EXPENSES

In or out of the Hospital and Outpatient Hospital Treatment, such as physician's services, inpatient
and outpatient medical and surgical services and supplies, physical and speech therapy, diagnostic

tests, durable medical equipment.

First $198 of Medicare approved $0 $0 $198
amounts* (Part B Deductible)
Remainder of Medicare approved Generally 80% Generally 20% $0
amounts
Part B Excess Charges
(above Medicare approved amounts) $0 $0 All costs
BLOOD
First 3 pints $0 All costs $0
Next $198 of Medicare approved $0 $0 $198
amounts* (Part B Deductible)
Remainder of Medicare approved 80% 20% $0
amounts
CLINICAL LABORATORY SERVICES
Tests for diagnostic services 100% $0 $0

MEDICARE (PARTS A & B)

MEDICARE

SERVICES PAYS

PLAN A PAYS

YOU PAY

HOME HEALTH CARE - Medicare approved services

Medically Necessary Skilled Care 0

Services and Medical Supplies 100% $0 $0

Durable Medical Equipment
First $198 of Medicare approved $0 $0 $198
amounts* (Part B Deductible)
Remainder of Medicare approved 80% 20% $0
amounts




PLAN G:

©

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of
the hospital and have not received skilled care in any other facility for 60 days in a row.

SERVICES

MEDICARE

PLAN G PAYS

YOU PAY

HOSPITALIZATION*

PAYS

Semi-private room and board, general nursing and miscellaneous services and supplies
First 60 days AlbUtSL408 | LA 0 $0
615t through 90™ day All but $352 a day $352 a day $0
91st day and after: $704 a da
(while using 60 lifetime reserve days) All but $704 a day y $0
Once lifetime reserve days are used: $0 100% of Medicare GO
¢ Additional 365 days eligible expenses
e Beyond the additional 365 days $0 $0 All costs

SKILLED NURSING FACILITY CARE*

You must meet Medicare's requirements, including having been in a hospital for at least 3 days and
entered a Medicare-approved facility within 30 days after leaving the hospital

outpatient drugs
and inpatient
respite care

coinsurance

. All approved
First 20 days AMOUNts $0 $0
All but $176 Up to $176
st th

215t through 100" day a day a day $0

101t day and after $0 $0 All costs
BLOOD

First 3 pints $0 3 pints $0

Additional amounts 100% $0 $0
HOSPICE CARE

You must meet Medicare's All but very limited

requirements, including a doctor's copayment / .

e _ Y . Medicare
certification of terminal iliness. coinsurance for
copayment / $0

***NOTICE: When your Medicare Part A hospital benefits are exhausted, the carrier stands in the place of Medicare and will
pay whatever amount Medicare would have paid for up to an additional 365 days as provided in the plan’s “Core Benefits.”
During this time, the hospital is prohibited from billing you for the balance based on any difference between its billed charges

and the amount Medicare would have paid.




PLAN G (continued):

©

MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $198 of Medicare-approved amounts for covered services (which are noted with an asterisk),
your Part B deductible will have been met for the calendar year.

MEDICARE

SERVICES PAYS PLAN G PAYS YOU PAY
MEDICAL EXPENSES
In or out of the Hospital and Outpatient Hospital Treatment, such as physician's services, inpatient
and outpatient medical and surgical services and supplies, physical and speech therapy, diagnostic
tests, durable medical equipment.
First $198 of Medicare approved $198
amounts* $0 $0 (Part B
Deductible)
Remainder of Medicare approved Generally 80% Generally 20% $0
amounts
Part B Excess Charges o
(above Medicare approved amounts) $0 100% $0
BLOOD
First 3 pints $0 All costs $0
. $198
glrifuﬁgf of Medicare approved $0 $0 (Part B
Deductible)
Remainder of Medicare approved 80% 20% $0
amounts
CLINICAL LABORATORY SERVICES
Tests for diagnostic services 100% $0 $0

MEDICARE (PARTS A & B)

MEDICARE
SERVICES PAYS PLAN G PAYS YOU PAY
HOME HEALTH CARE - Medicare approved services
Medically Necessary Skilled Care 0
Services and Medical Supplies 100% $0 $0
Durable Medical Equipment
: . $198
Z:;s(; u$n1t2§ of Medicare approved $0 $0 (Part B
Deductible)
Remainder of Medicare approved 80% 20% $0
amounts




PLAN G (continued):
G OTHER BENEFITS - NOT COVERED BY MEDICARE

MEDICARE

SERVICES PAYS PLAN G PAYS YOU PAY

FOREIGN TRAVEL - Not covered by Medicare
Medically necessary emergency care services beginning during the first 60 days of each trip outside
the USA

First $250 each calendar year $0 $0 $250
80% to a lifetime | 20% and amounts
Remainder of charges $0 maximum benefit | over the $50,000
of $50,000 lifetime maximum




HIGH DEDUCTIBLE PLAN G:

©)

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of
the hospital and have not received skilled care in any other facility for 60 days in a row.

**This high deductible plan pays the same benefits as Plan G after one has paid a calendar year $2,340 deductible. Benefits
from the High Deductible Plan G will not begin until out of pocket expenses are $2,340. Out-of-pocket expenses for this

deductible are expenses for the Part B deductible, and expenses that would normally be paid by the contract. This does not
include the plan’s separate foreign travel emergency deductible.

SERVICES

HOSPITALIZATION*

MEDICARE
PAYS

AFTER YOU PAY | IN ADDITION TO

$2,340
DEDUCTIBLE**,
PLAN G PAYS

$2,340
DEDUCTIBLE**,
YOU PAY

Semi-private room and board, general nursing and miscellaneous services and supplies
. $1,408

First 60 days All but $1,408 (Part A Deductible) $0
615t through 90" day All but $352 a day $352 a day $0
91st day and after: $704 a da
(while using 60 lifetime reserve days) All but $704 a day y $0
Once lifetime reserve days are used: $0 100% of Medicare GO
e Additional 365 days eligible expenses
e Beyond the additional 365 days $0 $0 All costs

SKILLED NURSING FACILITY CARE*
You must meet Medicare's requirements, including having been in a hospital for at least 3 days and

entered a Medicare-approved facility within 30 days after leaving the hospital

. All approved
First 20 days AMoUnts $0 $0
All but $176 Up to $176
st th
215t through 100" day a day a day $0
101st day and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
You must meet Medicare's All but very limited
requirements, including a doctor's copayment / .
e S . Medicare
certification of terminal iliness. coinsurance for
: copayment / $0
outpatient drugs '
: : coinsurance
and inpatient
respite care

***NOTICE: When your Medicare Part A hospital benefits are exhausted, the carrier stands in the place of Medicare and will
pay whatever amount Medicare would have paid for up to an additional 365 days as provided in the plan’s “Core Benefits.”
During this time, the hospital is prohibited from billing you for the balance based on any difference between its billed charges
and the amount Medicare would have paid.



HIGH DEDUCTIBLE PLAN G (continued):
G MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR
*Once you have been billed $198 of Medicare-approved amounts for covered services (which are noted with an asterisk),
your Part B deductible will have been met for the calendar year.
**This high deductible plan pays the same benefits as Plan G after one has paid a calendar year $2,340 deductible. Benefits
from the High Deductible Plan G will not begin until out of pocket expenses are $2,340. Out-of-pocket expenses for this

deductible are expenses for the Part B deductible, and expenses that would normally be paid by the contract. This does not
include the plan’s separate foreign travel emergency deductible.

AFTER YOU PAY | IN ADDITION TO
MEDICARE $2,340 $2,340

SERVICES PAYS DEDUCTIBLE**, | DEDUCTIBLE**,
PLAN G PAYS YOU PAY

MEDICAL EXPENSES

In or out of the Hospital and Outpatient Hospital Treatment, such as physician's services, inpatient
and outpatient medical and surgical services and supplies, physical and speech therapy, diagnostic
tests, durable medical equipment.

$198
First $198 of Medicare approved $0 $0 (Unless Part B
amounts* deductible has
been met)
Remainder of Medicare approved Generally 80% Generally 20% $0
amounts
Part B Excess Charges 0
(above Medicare approved amounts) $0 100% $0
BLOOD
First 3 pints $0 All costs $0
$198
Next $198 of Medicare approved $0 $0 (Unless Part B
amounts* deductible has
been met)
Remainder of Medicare approved 80% 20% $0
amounts
CLINICAL LABORATORY SERVICES
Tests for diagnostic services 100% $0 $0

10



HIGH DEDUCTIBLE PLAN G (continued):
(G ) MEDICARE (PARTS A & B)
*Once you have been billed $198 of Medicare-approved amounts for covered services (which are noted with an asterisk),
your Part B deductible will have been met for the calendar year.
**This high deductible plan pays the same benefits as Plan G after one has paid a calendar year $2,340 deductible. Benefits
from the High Deductible Plan G will not begin until out of pocket expenses are $2,340. Out-of-pocket expenses for this

deductible are expenses for the Part B deductible, and expenses that would ordinarily be paid by the contract. This does not
include the plan’s separate foreign travel emergency deductible.

AFTER YOU PAY | IN ADDITION TO
MEDICARE $2,340 $2,340

SERVICES PAYS DEDUCTIBLE**, | DEDUCTIBLE**,

PLAN G PAYS YOU PAY

HOME HEALTH CARE - Medicare approved services

Medically Necessary Skilled Care o
Services and Medical Supplies 100% $0 $0

Durable Medical Equipment

$198
First $198 of Medicare approved $0 $0 (Unless Part B
amounts* deductible has
been met)
Remainder of Medicare approved 80% 20% $0
amounts

OTHER BENEFITS - NOT COVERED BY MEDICARE

AFTER YOU PAY | IN ADDITION TO
MEDICARE $2,340 $2,340

SERVICES PAYS DEDUCTIBLE**, | DEDUCTIBLE**,

PLAN G PAYS YOU PAY

FOREIGN TRAVEL - Not covered by Medicare
Medically necessary emergency care services beginning during the first 60 days of each trip outside
the USA

First $250 each calendar year $0 $0 $250
80% to a lifetime | 20% and amounts
Remainder of charges $0 maximum benefit | over the $50,000
of $50,000 lifetime maximum

11



PLAN N:
@ MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of
the hospital and have not received skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE

PLAN N PAYS YOU PAY

PAYS
HOSPITALIZATION*

Semi-private room and board, general nursing and miscellaneous services and supplies
. $1,408
First 60 days All but $1,408 (Part A Deductible) $0
615t through 90™ day All but $352 a day $352 a day $0
91st day and after:
(while using 60 lifetime reserve days) All but $704 a day $704 a day $0
Once lifetime reserve days are used: $0 100% of Medicare $O**
¢ Additional 365 days eligible expenses
e Beyond the additional 365 days $0 $0 All costs

SKILLED NURSING FACILITY CARE*
You must meet Medicare's requirements, including having been in a hospital for at least 3 days and
entered a Medicare-approved facility within 30 days after leaving the hospital

. All approved
First 20 days AMOUNts $0 $0
All but $176 Up to $176
st th
215t through 100" day a day a day $0
101t day and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
You must meet Medicare's All but very limited
requirements, including a doctor's copayment / .
. e . Medicare
certification of terminal iliness. coinsurance for
: copayment / $0
outpatient drugs '
: : coinsurance
and inpatient
respite care

**NOTICE: When your Medicare Part A hospital benefits are exhausted, the carrier stands in the place of Medicare and will
pay whatever amount Medicare would have paid for up to an additional 365 days as provided in the plan’s “Core Benefits.”
During this time, the hospital is prohibited from billing you for the balance based on any difference between its billed charges
and the amount Medicare would have paid.

12



PLAN N (continued):
N MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $198 of Medicare-approved amounts for covered services (which are noted with an asterisk),
your Part B deductible will have been met for the calendar year.

SERVICES LS PSS PLAN N PAYS

YOU PAY

PAYS
MEDICAL EXPENSES

In or out of the Hospital and Outpatient Hospital Treatment, such as physician's services, inpatient

and outpatient medical and surgical services and supplies, physical and speech therapy, diagnostic
tests, durable medical equipment.

First $198 of Medicare approved $0 $0 $198
amounts* (Part B Deductible)
Balance, other

Up to $20 per
tha.n up.tq $20 per office visit and up
office visit and up

to $50 per
to $50 per
emergency room
emergency room e
2" visit. The
visit. The
copayment of up to copayment of up
Remainder of Medicare approved Generally 80% [$50 is waived if the to $50 is Walve_d
amounts member is if the member is

admitted to any
hospital and the
emergency visit
is covered as a
Medicare Part A

admitted to any
hospital and the
emergency visit is
covered as a
Medicare Part A

expense
expense
Part B Excess Charges
(above Medicare approved amounts) $0 $0 All costs
BLOOD
First 3 pints $0 All costs $0
Next $198 of Medicare approved $0 $0 $198
amounts* (Part B Deductible)
Remainder of Medicare approved 80% 20% $0
amounts
CLINICAL LABORATORY SERVICES
Tests for diagnostic services 100% $0 $0

13



PLAN N (continued):
N MEDICARE (PARTS A & B)

*Once you have been billed $198 of Medicare-approved amounts for covered services (which are noted with an asterisk),
your Part B deductible will have been met for the calendar year.

SERVICES USBIEANS PLAN N PAYS YOU PAY
PAYS
HOME HEALTH CARE - Medicare approved services
Medically Necessary Skilled Care 100% $0 $0

Services and Medical Supplies
Durable Medical Equipment

First $198 of Medicare approved $0 $0 $198
amounts* (Part B Deductible)
Remainder of Medicare approved 80% 20% $0
amounts

PLAN N (continued):
OTHER BENEFITS - NOT COVERED BY MEDICARE

MEDICARE

PAYS PLAN N PAYS YOU PAY

SERVICES

FOREIGN TRAVEL - Not covered by Medicare
Medically necessary emergency care services beginning during the first 60 days of each trip outside

the USA

First $250 each calendar year $0 $0 $250
80% to a lifetime | 20% and amounts
Remainder of charges $0 maximum benefit | over the $50,000
of $50,000 lifetime maximum

14



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
¢ 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 |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

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/officeffile/index.html.
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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 800-722-1471

(TTY: 800-842-5357).

A7145° (Amharic):

LY TINFOEL ANEATL 08 CHA: 2V “I0FOEL AA
a7 P me.9° ¢ Premera Blue Cross 147 A0d.A'L

ao /B ATLD 2N (HY "0 OEL DT BAF PTT
AGG ST AN Pm.ST 14727 AcomOPS NAhd4A hCSF
ATPTTF OO OLEL 180F hCIPE a0 L 0P+
CAPSA: QUT a0 lE WO LTH hG PAIPIIP hef NRIRP
hCEF WP8.L0TH oot AaPF=00dh ¢7C 800-722-1471
(TTY: 800-842-5357) £.L.m-tv::

4 2 (Arabic):

Cilaslaa JaEY) 138 o pny 36 Aala Claslia ladY) 138 g gag
yaanll n A0 Lladll 5 Al jasedy degs
gaslst dia (<5 8 Premera Blue Cross J& o lede
Tisna gl b el yal SATY ZUaS 8, eyl 3 3 dega
Al Gay il ads 8 sac bl g dnall elihass e Lliall
AKE A S () g0 clialy sacliall 5 e gladll 038 e J geanl)
800-722-1471 (TTY: 800-842-5357 )= Jail

1 3¢ (Chinese):

ABHMBEEMAR, ABHARARAREE
iB Premera Blue Cross 1232 F1 B 55 ;‘Z{%ﬂﬁE’JE%nﬂ
B, XBHMANEGEZ AL, EuEEEREEH
I HEAZ ATIRERITEY, LURBEHNRERGRE
Eﬁﬁ#ﬁﬁﬁo RN GRELEHBIERIIANR
FIEBN, FBIEERE 800-722-1471

(TTY: 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 800-722-1471
(TTY: 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
I'aide dans votre langue a aucun cout. Appelez le
800-722-1471 (TTY: 800-842-5357).

Kreyol ayisyen (Creole):

Avi sila a gen Enfomasyon Enpoétan ladann. Avi sila a
kapab genyen enfomasyon enpotan konsenan aplikasyon
w lan oswa konsénan kouveti asirans lan atrave Premera
Blue Cross. Kapab genyen dat ki enpdtan nan avi sila a.
Ou ka gen pou pran kék 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 800-722-1471

(TTY: 800-842-5357).

Deutsche (German):

Diese Benachrichtigung enthalt wichtige
Informationen. Diese Benachrichtigung enthalt unter
Umstanden wichtige Informationen beziiglich |hres
Antrags auf Krankenversicherungsschutz durch Premera
Blue Cross. Suchen Sie nach eventuellen wichtigen
Terminen in dieser Benachrichtigung. Sie kdnnten bis zu
bestimmten Stichtagen handeln miissen, um lhren
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 800-722-1471 (TTY: 800-842-5357).
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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 800-722-1471
(TTY: 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 it numero nga

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

Italiano (ltalian): 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 0 sovvenzione.
Hai il diritto di ottenere queste informazioni e assistenza
nella tua lingua gratuitamente. Chiama 800-722-1471
(TTY: 800-842-5357).

HA:E (Japanese): —D@EMIZIZEELHEFHRA
SFENRTWET, ZOFEENIZ(X., PremeraBlue
Cross DERFEE - (XEESEICET 2 EELE
BHAFSENTULEEELHY EFT, ZODBEHIC
HEHINTWAORESAHIEELBNE T
BLLEEN, BERBROERYR—FEH#ET
51217, BEOBMBAETIZTEEmM LS A Th(E
BoBWMEERHYET, CHEDEEICLD
B &Y HR— FAEHTRESNET, 800-
722-1471 (TTY: 800-842-5357)F THEFEL =Ly,



§F-_—r.101 (Korean):

SIAN=Esest 32 S0 UASLICL =
OIEIIA-I‘—?IoFEI AEN 26t el 2
Premera Blue Cross & S8t HH 2| X 0l 2t St
HdEE XSGt US = USLICL =
SAHAHUHE=EHY0 &= EMS0| UE =
QUSLICE A ot= Hote H2 HHEIXIE A=
SAotAHL == 220t fIoi A &St

5
OFZE DA =X E FoHOFE 2RI US

UsLICH AHot= 0l EE =5 ?Iof—l
SHZE HIE RERI0I = = A=At

A= LICH 800-722-1471 (TTY: 800-842-5357) =
oot Al2.

2990 (Lao):

CHNMIVVIH2HYVFIOD. (CFINIVDLDIN D T2
LVFIHVNIJONUVHISD)TVVN B HOIVAL
999U N LIWE29UIILE3IL Premera Blue Cross.
£909* HouHSeL ca9NILD. viTveIND*
FCBVLCIDHOICDVNIVOIIVNIVOCOIITYCWI¥
cii)as“nms)owduaagux‘n"‘).)aaxw‘)u 0 ©09
vgoscdHacdege lgme2eguianls. uiniso
ldsSuanvi) (or aoIVgoBcHsclvWITIZeY
vanlosdcgead. Wilnmg 800-722-1471

(TTY: 800-842-5357).

MENI2I (Khmer):
iwGAySSaitisSimSffmsSuntaengd
ISANSRIANISUINUMESHSTS
NRASHAS BRIVUUS yrMimuikiua
HFSNYIW: Premera Blue Cross ¥ [WTNUTNENS
MUUTIG S S1ISISIoRIuGSYSEniiS:
HEUTNUMMETANIULINMUEMN 80
SaunsSigmsgnosis 1I8gjSHImps se
SINUIRISMMIUNEM Y[CNHANSWIsGH)
g1 RS sSSUiaTSIS: SHRgSWIST
SHMNIUNHAIENUESHUNWIS]WY gy

SIEUE) 800-722-1471 (TTY: 800-842-5357)
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A= (Punjabi):

fon &fen feg yA Aeardt 3. fon &fer feg
Premera Blue Cross @8 3T Sfead W3 Wt 919
HISTYIS Areardl I Aerel J . foA A A=Y
HTH 3T J AdeM I&. Add IH TAIS dean
Sust IR A GRS Bz Afcg Hee © frga I 3t
FTE W3H 39 3 Ut I9 HH S gaE S
33 J AIE I 3G He3 7 3 et g K9
AEdTSI W3 HEE YU3 996 e wiiag 3 a5
800-722-1471 (TTY: 800-842-5357).

= (Farsi):

Gl (San dpadled Oyl 2iline age cle Ml (g sla 4dle ) o)

O ek (ol Ay i gn Uy 5 Ll a ji o Ly g cile DUl (g 5ls
G 03 pge s Fo 54y 230 Premera Blue Crossga: sk
oadiia (gl fo 54y (5 o sla 4 a sy oSS
1 cnl G L il 418l liad ald (ola HIS alash () 5
OB sk a3 Gl ) SeS 5 le Mal 5l 48 3yl
800-722-1471 » jlad L e Mol s (6l 5 aplad dly 3o
VA s (800-842-5357 = jells (a3 TTY (3l 12 S)
cplad

Polskie (Polish):

To ogloszenie moze zawieraé¢ wazne informacje. To
ogtoszenie moze zawiera¢ wazne informacje odno$nie
Panstwa wniosku lub zakresu $wiadczen poprzez
Premera Blue Cross. Prosimy zwrocic uwage na
kluczowe daty, ktére mogg by¢ zawarte w tym ogloszeniu
aby nie przekroczy¢ termindw w przypadku utrzymania
polisy ubezpieczeniowej lub pomocy zwigzanej z
kosztami. Macie Panstwo prawo do bezptatnej informaciji
we wiasnym jezyku. Zadzwoncie pod 800-722-1471
(TTY: 800-842-5357).

Portugués (Portuguese):

Este aviso contém informagdes importantes. Este
aviso podera conter informagdes importantes a respeito
de sua aplicagdo ou cobertura por meio do Premera Blue
Cross. Poderao existir datas importantes neste aviso.
Talvez seja necessario que vocé tome providéncias
dentro de determinados prazos para manter sua
cobertura de salde ou ajuda de custos. Vocé tem o
direito de obter esta informagao e ajuda em seu idioma e
sem custos. Ligue para 800-722-1471

(TTY: 800-842-5357).



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

Pycckui (Russian):

Hacroswee yseoMNeHne COAPKUT BaXHYIO
UHhopMaLMK0. ITO YBEAOMIIEHUE MOXKET COLEpKaTb
B2XKHYH0 WHOPMALMIO O BALLEM 3AS4BNEHUN UMK
CTPaxoBom NokpbITUM yepe3 Premera Blue Cross. B
HaCTOALEM YBEAOMNEHUM MOTYT ObiTb YKa3aHbl
KnKoyeBble Aatbl. Bam, BOIMOXHO, NOTPEBYETCA NPUHATL
Mepbl K ONpeaeneHHbIM NpeaenbHBIM CPOKaM Ans
COXPaHEHUS CTPAXOBOTO MOKPLITUS UMK NOMOLLM C
pacxogamu. Bbl nmeeTe npaeo Ha becnnarHoe
Nony4YeHue 3TOM MHAOPMALMMA M NOMOLLb Ha BaLLEM
a3blke. 380HMTE no TenedoHy 800-722-1471

(TTY: 800-842-5357).

Fa’asamoa (Samoan):

Atonu uaiiai i lenei fa’asilasilaga ni fa’amatalaga e sili
ona taua e tatau ona e malamalamai ai. O lenei
fa'asilasilaga o se fesoasoani e fa'amatala atili i ai i le
tulaga o le polokalame, Premera Blue Cross, ua e tau fia
maua atu i ai. Fa’amolemole, ia e iloilo fa’alelei i 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 uata'uai
lenei fa'asilasilaga ina ia e iai pea ma maua fesoasoani
mai ai i le polokalame ale Malo olo’o e iai i ai. Olo’o iai
iate oe le aia tatau e maua atu i lenei fa’asilasilaga ma
lenei famatalaga i legagana e te malamalama i ai aunoa
ma se togiga tupe. Vili atu i le telefoni 800-722-1471
(TTY: 800-842-5357).

Espaiiol (Spanish):

Este Aviso contiene informacién importante. Es
posible que este aviso contenga informacion importante
acerca de su solicitud o cobertura a traves 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
medica o0 ayuda con los costos. Usted tiene derecho a
recibir esta informacion y ayuda en su idioma sin costo
alguno. Llame al 800-722-1471 (TTY: 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
iyong 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 800-722-1471
(TTY: 800-842-5357).

Ine (Thai):

Jdﬁ! o ar J = nll ° ar nll ar
dsneiiieyadidty UsenatianalfeyaiidAoyfeniu
nsnsasimsiseaeuanlssiuganinaesnnueine Premera
Blue Cross uazvanailniuusnislutlsznieil grusiaazsias
suduneeluinuuessaznauiuewitaasinenig
dsziiuganinaesnnvidenisdoeinaenilenldae Ansldned

Yar W | = a?’ 1=
azlfudoyauazaadaavaaiilunaasnninelslsl

Aldane ns 800-722-1471 (TTY: 800-842-5357)

Ykpaincokui (Ukrainian):

Lle noBigoMnenHsa MicTUThL Baxnusy iHgopmadito. Lie
NOBIAOMNEHHS MOXE MICTUTW BXKNUBY IHOpMALLil0 Npo
Balue 3BepHEHHS LWOAO CTPaxyBarbHOMO NOKPUTTS Yepes
Premera Blue Cross. 3BepHiTb yBary Ha Knio4o0Bi aatm,
Kl MOXYTb OyTW BKa3aHi y LbOMY NOBIAOMNEHHI. ICHY€E
iIMOBIpHICTb TOrO, WO Bam Tpeba byae 34INCHUTH NEBHI
KPOKW Y KOHKDETHI KiHLEBI CTPOKM ANS TOrO, OO
3bepertv Bawe meaunyHe cTpaxyBaHHsa abo oTpumaTm
(hiHaHcoBy aonomory. Y Bac € npaBo Ha OTPUMAHHA Ui€el
iHhopmalii Ta gonomoru He3KOLITOBHO Ha Baluii piaHin
MOBI. [13BOHITb 32 HOMepom TenedoHy 800-722-1471
(TTY: 800-842-5357).

Tiéng Viét (Vietnamese):

Théng bao nay cung cap thdng tin quan trong. Thong
bao nay c6 thong tin quan trong vé dorn xin tham gia
hodc hop déng bao hiém ctia quy vi qua chwong trinh
Premera Blue Cross. Xin xem ngay quan trong trong
théng bao nay. Quy vi ¢6 thé phai thurc hién theo thong
bao dung trong thdi han dé duy tri bao hiém stec khde
ho&c dworc tror gilp thém vé chi phi. Quy vi c6 quyén
dworc biét thong tin nay va dworc tror giip bang ngon
ngCr ctia minh mién phi. Xin goi s6 800-722-1471

(TTY: 800-842-5357).





