Member Update Form

Maryland Off Exchange Member Administration Change Form

This is not an application for insurance

Mailroom Administrator
P.O. Box 14651, Lexington, KY 40512
Fax: 410-505-2901 or toll-free 800-305-1351

Q)

Carehrst

CareFirst of Maryland, Inc.
10455 Mill Run Circle, Owings Mills, MD 21117

Group Hospitalization and Medical Services, Inc.
CareFirst BlueChoice, Inc.
1440 G Street NW, Washington, D.C. 20005

If you purchased your insurance directly through the Maryland Health Connection, DC Health Link, or
Virginia Health Benefit Exchange, then you MUST contact them directly to make changes to your policy.

1. SUBSCRIBER INFORMATION

Subscriber’s Last Name First Name

/

M.I. Date of Birth (DOB) (mm/dd/yyyy)

/

Residence Address (Street)

City and State

ZIP Code

Residence County Subscriber ID# (SID)

Group Number

Social Security # (SSN)

Phone Number

( )

Requested Effective Date of Change (mm/dd/yyyy):

2. CHANGES REQUESTED (please check box of requested change)

[ | ADDRESS (if moving out of state, please contact Sales at 800-544-8703 or your Broker)

[ ] Residence | Street

Address

City

County State

ZIP Code

[ ]Business
Address

Street

City

County State

ZIP Code

[ ] PHONE NUMBER

Old Phone Number

[ ]Home ( ) )

New Phone Number

( ) -

Old Phone Number

[ ] Work/Cell ( ) i

New Phone Number

( ) -

[ ] NAME (legal documentation required)

Last Name
Change from

First Name

Last Name
Change to

First Name

M.1.

Name Change Reason: () Marriage

(O Divorce () Other:

[ ] REMOVE A DEPENDENT

[ ] Divorce
Date of Divorce (mm/dd/yyyy): /

[ ]Extended Military
[ ]Other:

Due to:

[ ]Death
Date of Death (mm/dd/yyyy): /
(death certificate required)

Dependent Information (Please list all persons to be removed)

Last Name First Name M.1.

Relationship

Sex

DOB SSN

PCP #

Last Name First Name M.I.

Relationship

Sex

DOB SSN

PCP #

Last Name First Name M.1.

Relationship

Sex

DOB SSN

PCP #

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc., which are independent licensees of the Blue Cross and Blue Shield
Association. BLUE CROSS®, BLUE SHIELD® and the Cross and Shield Symbols are registered service marks of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.
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2. CHANGES REQUESTED (please check box of requested change) (continued)

[ | CHANGE MEMBERSHIP (due to death of Subscriber—documentation required)—dependent to his/her own policy

Dependent Information—Set up for continuous coverage

Last Name First Name M.I. Type of Current Coverage SSN
Last Name First Name M.1. Type of Current Coverage SSN
Change from: Change to:

(O Individual and Child(ren) (O Individual and Adult () Family (O Individual (O Individual and Child(ren)

[ | CHANGE MEMBERSHIP (Subscriber moving to Medigap)—dependent to his/her own policy
Moving Member: Please attach this form to the completed Medigap application

Dependent Information—Set up for continuous coverage

Last Name First Name M. Type of Current Coverage SSN
Last Name First Name M.I. Type of Current Coverage SSN
Remaining members will be enrolled into their own policy with the same plan and no break in coverage.
Change from: Change to:

(O Individual and Child(ren) () Individual and Adult () Family (O Individual () Individual and Child(ren)
[ | ADD/CHANGE PRIMARY CARE PROVIDER (PCP) INFORMATION
PCP for Last Name First Name M.
Member:
Add/Change | PCP # Existing Patient? )
to: O Yes (O No [ TMedical
PCP for Last Name First Name M.1.
Member:
Add/Change | PCP # Existing Patient? .
to: O Yes (O No [ Medical
PCP for Last Name First Name M.1.
Member:
Add/Change | PCP # Existing Patient? )
to: O Yes (O No [ Medical
3. OTHER HEALTH INSURANCE INFORMATION
Is any person listed on the change form covered by another health care plan or HMO? () Yes () No
If yes, will this coverage be continued? () Yes () No If no, please provide the cancellation date (mm/dd/yyyy): / /
Policyholder’s Last Name First Name Middle Initial
Name of Insurance Company Phone Number of Other Insurer

( ) -

Address of Insurance Company (Street) City State ZIP Code
Policy Number Group Number Effective Date of Policy
Name of Employer Providing Coverage (if applicable)
Does this policy cover: You? () Yes (O No Your Spouse/Partner? () Yes () No Your child(ren)? () Yes () No

Please list the name(s) of child(ren) covered:

Policyholder’s working status: () Active (O Retired
Retirement date (mm/dd/yyyy): / /

IF YOU HAVE OTHER HEALTH INSURANCE COVERAGE, FAILURE TO COMPLETE SECTION 3 WILL CAUSE SIGNIFICANT DELAYS IN PROCESSING
ANY CLAIMS SUBMITTED.
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4. ELECTRONIC COMMUNICATION CONSENT

CareFirst BlueCross BlueShield (CareFirst) wants to help you manage your health care information and protect the environment by offering you
the option of electronic communication.

Instead of paper delivery, you can receive electronic notices about your CareFirst health care coverage through email and/or text messaging by
providing your email address and/or cell phone number and consent below.

Electronic notices regarding your CareFirst health care coverage include, but are not limited to:

= Explanation of Benefits Alerts = Reminders

= Notice of HIPAA Privacy Practices = Certification of Creditable Coverage

You may also receive information on programs related to your existing products and services along with new products and services that may be
of interest to you.

Please note: This consent for electronic communications applies to the Primary Applicant only. Spouse/Domestic Partners and dependents 18
years of age and older can consent to electronic communications through carefirst.com/myaccount. Members can also change email and consent
information anytime by logging into carefirst.com/myaccount or by calling the customer service phone number on your ID card. You can also
request a paper copy of electronic notices at any time by calling the customer service phone number on your ID card.

| understand that to access the information provided electronically | understand that to receive notices through text messaging,
through email, | must have the following: = A text messaging plan with my cell phone provider is required; and
® Internet access; and = Standard text messaging rates will apply.

= An email account that allows me to send and receive emails

Primary Applicant Name (First and Last) Email Address Cell Phone Number
Alternate Email Address Alternate Cell Phone Number
By checking below, | hereby agree to electronic delivery of notices, instead of paper delivery by:

(O Email only (O Cell phone text messaging only (O Email and cell phone text messaging

Signature

CareFirst will not sell your email or phone number to any third party and we do not share it with third parties except for CareFirst business
associates that perform functions on our behalf or to comply with the law.

5. COURT-ASSIGNED RESPONSIBILITY FOR CHILD(REN)'S MEDICAL EXPENSES

To be completed by the natural parents that live apart and provide medical coverage for their child(ren).
Please indicate relationship to child(ren) (natural mother, natural father, step-parent). *Please provide legal documentation.

Parent with Court Assigned Responsibility for Child(ren)'s Medical Expenses

Parent Last Name First Name M.I. DOB (mm/dd/yyyy)
/ /

Child Last Name First Name M.I. DOB (mm/dd/yyyy)
/ /

Child Last Name First Name M.I. DOB (mm/dd/yyyy)
/ /

Child Last Name First Name M.I. DOB (mm/dd/yyyy)
/ /

Relationship to child(ren): (O Natural mother (O Natural father () Step-parent

Parent with Custody of Child(ren)

Parent Last Name First Name M.I. DOB (mm/dd/yyyy)
/ /

Child Last Name First Name M.I. DOB (mm/dd/yyyy)
/ /

Child Last Name First Name M.I. DOB (mm/dd/yyyy)
/ /

Child Last Name First Name M.I. DOB (mm/dd/yyyy)
/ /

Relationship to child(ren): (O Natural mother (O Natural father () Step-parent

MARYLAND WARNING: Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly
or willfully presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.
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http://www.carefirst.com/myaccount
http://www.carefirst.com/myaccount

6. REQUIRED SIGNATURE(S) AND DATE

Subscriber’s Signature Date (mm/dd/yyyy)
/ /

Member's Signature Date (mm/dd/yyyy)
/ /

Parent or Legal Guardian's Signature Date (mm/dd/yyyy)
/ /

7. RACE, ETHNICITY, LANGUAGE (this information is voluntary)

CareFirst is asking its members to voluntarily provide their race, ethnicity and language attributes. The information provided, while voluntary,
will assist us to improve quality of care and access to care thereby reducing health care disparities and promote better health outcomes. The
information you provide will not have a negative impact on any services we provide you. The information is kept strictly confidential and will not

be shared unless required by law to disclose it.

Race Ethnicity

Preferred Spoken Language*

White/Caucasian Hispanic/Latino/ 01 English 10 French (European) 19 Serbian
Black or African American Spanish origin 02 Albanian 11 Greek 20 Somali
American Indian or 03 Ambharic 12 Gujarati 21 Spanish (Latin America)
Alaska Native Asian 04 Arabic 13 Hindi 22 Tagalog (Filipino)
Native ha\./v‘aii.an or 05 Burmese 14 Italian 23 Urdu
other pacific islander
06 Cantonese 15 Korean 24 Vietnamese
Other—(To include
Multi-Racial) 07 Chinese 16 Mandarin 98 Other and
(simplified and traditional) 17 p i~ unspecified languages
Decline to answer ortuguese (Brazilian)
08 Creole (Haitian) . 99 Unknown
Unknown—Could not be ' 18 Russian
determined 09 Farsi
Preferred
Spoken
) - Country
Last N First N R Ethnicit
ast Name irst Name ace nicity of Origin Language
(specify number
from above*)
Primary
Applicant
Spouse/

Domestic Partner

Dependent 1

Dependent 2

Dependent 3

Dependent 4

Dependent 5

Dependent 6

Dependent 7

Dependent 8
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Notice of Nondiscrimination and
Availability of Language Assistance Services

(UPDATED 4/15/2025)

CareFirst BlueCross BlueShield, CareFirst BlueChoice, Inc., CareFirst Diversified Benefits and all of their
corporate affiliates (CareFirst) comply with applicable federal civil rights laws and do not discriminate on the
basis of race, color, national origin, age, disability or sex. CareFirst does not exclude people or treat them
differently because of race, color, national origin, age, disability or sex.

CareFirst:

Provides free aid and services to people with disabilities to communicate effectively with us, such as:
Qualified sign language interpreters
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
Information written in other languages

If you need these services, please call 855-258-6518.

If you believe CareFirst 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 our CareFirst Civil Rights
Coordinator by mail, fax or email. If you need help filing a grievance, our CareFirst Civil Rights Coordinator is
available to help you.

To file a grievance regarding a violation of federal civil rights, please contact the Civil Rights Coordinator
as indicated below. Please do not send payments, claims issues, or other documentation to this office.

Civil Rights Coordinator, Corporate Office of Civil Rights

Mailing Address P.O. Box 14858
Lexington, KY 40512

Email Address civilrightscoordinator@carefirst.com
Telephone Number 410-528-7820
Fax Number 410-505-2011

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 Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

CarefFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc. CareFirst of Maryland, Inc., Group
Hospitalization and Medical Services, Inc., CareFirst BlueChoice, Inc., The Dental Network and First Care, Inc. are independent licensees of the Blue Cross and Blue Shield Association. In the
District of Columbia and Maryland, CareFirst MedPlus is the business name of First Care, Inc. In Virginia, CareFirst MedPlus is the business name of First Care, Inc. of Maryland (used in VA
by: First Care, Inc.). The BLUE CROSS® and BLUE SHIELD® and the Cross and Shield Symbols are registered service marks of the Blue Cross and Blue Shield Association, an association of
independent Blue Cross and Blue Shield Plans.



Attention (English): This notice contains information about your insurance coverage. It may contain key dates
and you may need to take action by certain deadlines. You have the right to get this information and assistance in
your language at no cost. Members should call the phone number on the back of their identification card. All
others may call 1-855-258-6518 and wait through the dialogue until prompted to push 0. When an agent answers,
state the language you need and you will be connected to an interpreter.

TMAANL (Amharic)- 2U TMAMEL NA ATR¢IN A4TP BLE BHA: RAG $FTT ALH £FAA AT N+DAF PIH
12NF ACIRE M-AL APCNP £FAA: BUT RS AT ATH £A 9R19° Mk, NLTILP PR T+ ANt AAPF::
ANAT NANAT CRFM+ P NCETFE- BCN MBAM NAR €M RLMA AANTFEr: AdeT NA™A ML 855-258-6518
NARLMA 07 AY8enF ANNLMPE £2N TPAANT APMNP LFAN: K12 MNA ATRANT PAL AT 278 £IAR AT
NAN+CAT, IC £I195

Jslay ol ya) A ) liad o8y ) gl 58 o (sing 28 il eliphaas Jsa cilaslaa o ey 138 (5 53ss 1(Arabic) 44
gl a8y Juai¥l slac Yl e cany AdSH g G 90 clind saclusall g il glaall 238 o Jgeand) 8 3all clial D 4ilg0 e ) 5a

peie by Ja el ik Ui 5 855-258-5618 ad il Juai¥l (A (S agr Al Al 4 puianll 4y 5 A8lay Heda e 3 5a all
(S5 pa ey a6 g Lealing ) Gl aas (@S ) aa dluay Laxie 0 801 e daral)

NI i (Bengali): 93 RGfE© QoI AT Folds S 027 IR 90 3T SifTasie offem
ST Q32 AP TS AIGE STV W&y STt 1o 0o S| S S Ayt a3 oely 932
STRIYOT T LI QIS SR | AT O STy AIEIHQI R (3T (BIN FFE $T 31 Sfbw|
AT 855-258-6518 VR FeT TG SN Q32 0 BIst (FITIA ST QRIL N FAT LS ST Sy Qs
TG AT | TAF 9FTH AT 53 (A, OUF QAT ARG SIS I 932 AAANS 9FSA
WSt S e 3t T

& (Chinese) : ILBHMERFHMENRRERNEN. EUREAMEDY, GURFSRARERL
HHAZRIIRRITE). BREHEENENES BRI ERNmE. 8RB TEEEFTEMNERRR. H
P A AT AT 855-258-6518 W HAFHEHE, BE[IRTH% 0. ERIEFEER, #HRUEFTENES
. RREESEPEABME,

dud@.aumitgej‘ijm@*du@‘)u Jabls ol (San Dol Lo (glaan (i g 6 5L )0 e SUal (5 gla ane Sl oyl :(Farsi) 4> 5
‘)Jbﬁc‘)ﬁoﬂo‘)@i@%@w‘.Jg.'\ScL\éLg‘)JQ&:\\JQJMJA}O@)@\JMJQ&M\Q..g\%J\Aé&@_#ﬂe\ﬁ\&aﬂ
5213 ) sinen U iy latia g 33 580 (ulai 855-258-6518 s kel b i) 5i e 311 sl 3 580 (el 354 Gy gume lulid &S iy
sd Jaaie an yie S4B A€ el | ) 358 Jli o se gl 2 fuly sailad o a8 aSin vias LG )5 () 2ae 4S 358

Attention (French): Le présent avis contient des informations essentielles relatives a votre couverture d’assurance.
Il peut inclure des échéances importantes nécessitant une action de votre part dans un délai déterminé. Vous avez
le droit d’obtenir ces informations ainsi qu’une assistance dans votre langue, et ce, sans frais. Les assurés sont
invités a contacter le numéro figurant au verso de leur carte d’adhérent. Toute autre personne peut appeler le 855-
258-6518 et patienter jusqu’a I’invitation a composer le 0. Lorsque votre appel sera pris en charge, indiquez la
langue souhaitée afin d’étre mis en relation avec un interprete.

Achtung (German): Dieser Hinweis enthélt Informationen zu [hrem Versicherungsschutz. Darin sind
moglicherweise wichtige Termine aufgefiihrt und Sie miissen moglicherweise bis zu bestimmten Fristen
MaBnahmen ergreifen. Sie haben das Recht, diese Informationen und Unterstiitzung kostenlos in Threr Sprache zu
erhalten. Mitglieder sollten die Telefonnummer auf der Riickseite ihres Mitgliedsausweises anrufen. Alle anderen
konnen 855-258-6518 anrufen und den Dialog abwarten, bis sie aufgefordert werden, die 0 zu driicken. Wenn ein
Agent antwortet, geben Sie die gewiinschte Sprache an und Sie werden mit einem Dolmetscher verbunden.



M & (Hindi): 39 AfEE H 319 AT eksT &b gR # STHHRT 81 $HH Hecaqu fdferi g Febdt 8 3R 3mde!
fAfeia Trar T dc BRATE BT IS Hebdl! 81 IR g STHBRT 3R FRAT 37T HTST H f:[ceh UTed e BT
HTEBR | T Pl T T Yga™ U & YIS U 7Y W1 ek W Bict BT Mg | 311 FHT w1 855-258-
6518 TR et X Hebd & 31X 0 T BT Hobel AT Teb HTE bl YT PR Hebd &1 STd Pl Yol Itk <, dl g8 HIoT
AT ST TP JATeFehT B 3R ATUH! GHTISAT I STIgT ST |

Leruoanya (Igbo): 6kwa a nwere ozi banyéré mkpuchi megide ihe mberede gi. O nwere ike inwe ubochi ndi
di 6ké mkpa ma o nwekwara ike idi mkpa ka imee ihe tupu oge ufodu agafee. Inwere ikike inweta ozi a ya na
enyemaka na asusu gi n’akwughi ugwo obula. Ndi otl ga akpo onuogugu ekwenti di na azu kaadi njirimara
ndi otu ha. Ndi §z6 nile nwere ike ikpo 855-258-6518 ma chere geruo mkparita uka ruo mgbe asi ha pia 0.
Mgbe onye ozi zara,kwuo asusu ichoro, a ga ejikota gi na onye ntughari asusu.

Attenzione (Italian): Questa informativa contiene informazioni sulla copertura assicurativa. Potrebbe contenere
date importanti e potrebbe essere necessario intraprendere azioni entro determinate scadenze. E possibile ottenere
queste informazioni e assistenza nella propria lingua gratuitamente. I membri sono pregati di chiamare il numero
di telefono riportato sul retro del proprio tesserino di riconoscimento. Tutti gli altri possono chiamare il numero
855-258-6518 e rimanere in linea fino a quando non viene richiesto di premere 0. Quando un operatore risponde,
¢ necessario indicare la lingua desiderata per essere messi in contatto con un interprete.

9] (Korean): ©] T4 713he] g = W 9lo] thet Yot LI o] Qiriek, o7l 38
A} L3 0] 9% 5 900, 54 vhU 231 AsloF & 5 Ak 715 v glol
#15he] QLo 2 ol Aok A P& W A7t AU T A AL 5 AF ] Y= AFUER
A5FaPA1 7] vFRR ) 5] 200 opyl BE R5-& 8552586518 % 41 5}at0] Qh] WA A 7L B w4
10 Ee A8 AR o] 5ol SHAL w, BAF o) E WA W B4}
A

Baa’akoninizin (Navajo): Dii bee it hane’i béeso nich’aah naa’nil bee nik’¢’asti’i bodaholniihgo bee baa dahane’i
biyi’. Dayootkat d6o6 bee ida’ii’aahi haidii shif t’aa bich’i’ji’ ha’at’iishii adadiiliiligii biyi’. Dii bee baa dahane’i
doo t’aa jiik’eh nizaad bee nika’e’eyeedgo bee na’ahoot’i’. Bit hada’dit’éhi binaaltsoos nitl’izhi bee béédahozini
baah béésh bee hane’i namboo bika’igii yee dahalne’ dooleet. Naana ta’ 855-258-6518 yee dahalne’ dod yatti’i
biba’ asd4dago niléi 6 bit adilchiid hodoo’niidji’. Naalnishi haadz{i’go, saad ninizinigii bee bit hodiilnih d6¢ ata’
yalti’1 bich’{’ ni’doolnih.

T fEgE (Nepali): IH EHTHT qUTSeh! §THT BHRSTRT TRAT STHBRT FHTIL B IHHT TS fAfdes g1 Jaeq 3
durSel fAfeTia FHIHHAT T BRETE! THU g1 FaS | TUTSATS Al STHBRT I HEANT dUTSeh! HTSTHT f:9[eh UTed T
HUBR B FEIEHel T R TREITFB! TBITS Igeh! I TRRHAT Pel T{UB | 3R Felel 855-258-6518 AT
el TH [ T 0 2T T URT THUTH FaTeeh! Y& T+ T | Toleet STaTth e, duTSelts afe WIST Sda13e ]
3 TUTEATE TSI S B

Atencao (Portuguese): Este aviso contém informagdes sobre a cobertura do seu seguro. Ele pode conter datas
importantes e vocé pode precisar tomar medidas dentro de determinados prazos. Vocé tem o direito de obter essas
informacgdes e assisténcia em seu idioma, sem nenhum custo. Os associados deverao ligar para o numero de
telefone indicado no verso do seu cartdo de identificacdo de associado. Todos os outros podem ligar para 855-
258-6518 e aguardar a mensagem até que seja solicitado a pressionar 0. Quando um agente atender, indique o
idioma que vocé precisa e vocé€ serd conectado a um intérprete.



Buumanne (Russian): B HacTosiiemM yBeJOMIIEHHH COAEPKUTCA HHPOPMAIIHS O BallleM CTPaXOBOM ITOKPHITHH.
OHO MOXET COAepKaTh KIIOYEBBIE JaThl, © BAM MOXET HOTPeOOBATHCS MPEANPHUHATE ASHCTBUS K ONPEAEICHHBIM
cpokaM. Brl uMeeTe nmpaBo MoIy4uTh 3Ty HHQOPMALIUIO M TOMOLIb HA CBOEM SI3bIKE OecIutaTHO. YieHam
npodcoro3a cienyeT 3BOHUTh 10 HoMepy Tele(oHy, yKa3aHHOMY Ha 00paTHOW CTOPOHE HX YAOCTOBEPEHHS
JUYHOCTH. Bee ocTanbHble MOTYT 3BOHUTH 1O HOMepY 855-258-6518 n noxxaarbes auanora, Moka He MOSBUTCA
npeqioxxenue Haxarb (. Korna areHT oTBETUT, Ha30BUTE HY>KHBIM BaM SI3bIK, U BAC COSAMHAT C MEPEBOAUYNKOM.

Fa'alogo (Samoan): O lenei fa'aaliga o lo'o iai fa'amatalaga i vaega e kava e lau inisiua. E ono aofia ai aso taua ma
atonu e te mana‘omia ai le faia o se gaioiga i nisi taimi fa‘agata. E iai lau aia tatau e maua ai nei fa'amatalaga ma
fesoasoani i lau gagana e aunoa ma se totogi. E tatau i sui auai ona vili le numera o le telefoni i tua o le latou pepa
faamaonia. O isi uma e mafai ona vala'au i le 855-258-6518 ma fa'atali i le talanoaga se'ia fa'atonuina e oomi le 0.
A tali mai se so'o upu, fa'ailoa atu le gagana e te mana'omia ona fa'afeso'ota'i lea o oe i se tagata fa'aliliu.

Paznja (Serbian): Ovo obavestenje sadrzi informacije o vasem osiguranju. Moze sadrzati klju¢ne datume i mozda
¢ete morati da preduzmete akciju do odredenih rokova. Imate prava da dobijete ove informacije i pomo¢ na
vasem jeziku besplatno. Trebalo bi da ¢lanovi nazovu telefonski broj na poledini svoje ¢lanske legitimacije. Svi
ostali mogu pozvati 855-258-6518 i sacekati automat dok ne dobiju obavestenje da pritisnu taster "0". Kada se
agent javi, navedite jezik koji vam je potreban i bicete povezani s prevodiocem

Atencion (Spanish): Este aviso contiene informacion sobre su cobertura de seguro. Puede contener fechas clave y
es posible que deba tomar medidas antes de determinadas fechas limite. Usted tiene derecho a obtener esta
informacion y asistencia en su idioma sin coste alguno. Los afiliados deben llamar al nimero de teléfono que
figura en el reverso de su tarjeta de identificacion del afiliado. Todos los demds pueden llamar al 855-258-6518 y
esperar el dialogo hasta que se les solicite presionar 0. Cuando un agente responda, indique el idioma que necesita
y se conectara con un intérprete.

Atensyon (Tagalog): Ang abisong ito ay naglalaman ng impormasyon tungkol sa saklaw ng iyong insurance.
Maaaring naglalaman ito ng mga mahahalagang petsa at maaaring kailanganin mong kumilos ayon sa ilang
partikular na mga deadline. May karapatan kang makuha ang impormasyong ito at tulong sa iyong wika nang
walang bayad. Ang mga miyembro ay dapat tumawag sa numero ng telepono sa likod ng kanilang member
identification card. Ang lahat ng iba ay maaaring tumawag sa 855-258-6518 at maghintay hanggang sa masabihan
na pindutin ang 0. Kapag sumagot ang isang ahente, sabihin ang wikang kailangan mo at ikaw ay ikokonek sa
isang tagapagsalin.

s o S g Jal (U S e Gl - Jalid lasbae (e 2 5l S oS e 588 (S G e 058 04l (Urdu) ~a 58
S S i e 0L ) 230 sl Slasbre vy S Gl (B 535 (S S8 )8 SS s i g AT eSS
855-258-6518 Sl (Hu. s (S S JS py ned 058 K Syl SIS ) 3 S Oles. 2 3a S o S deala
Ol msthae (i) 55 Vi g Gl S - s LS UG Ly SIS S e o)L S s 0 sl o 5w S S
B e b S wpa jle Syl bl ) Sl ) (il

Luu y (Vietnamese): Thong bao nay c6 chira thong tin vé pham vi bao hiém cua ban. N6 ¢6 thé chira cac ngay
quan trong va ban c6 thé can phai hanh dong theo thoi han nhét dinh. Ban 0 quyén nhan thong tin va hd trg nay
bang ngdn ngir ciia minh ma khong mat phi. Cac thanh vién nén goi dén s6 dién thoai & mat sau thé thanh vién
ctia minh. Nhing nguoi khéac ¢ thé goi dén s 855-258-6518 va chd qua hoi thoai cho dén khi dwgc nhéc nhan sb
0. Khi ¢6 nhan vién tra 101, hily néu ngdn ngit ban can va ban s& duoc két ndi voi phién dich vién.
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