'J Hg;'[l%gcare’ Claim Form

Press the tab button to move through each field. The text font automatically decrease in size to fit the allotted space if the data entered is larger than the box
provided. If additional space is needed, you can use a separate sheet of paper and attach it to this form. Please review the Claim Submission section located at the
bottom of this form. If submitting via mail, please complete, sign and print the form and mail to the address listed below.

INSURED STUDENT INFORMATION

Last Name: First Name: Middle SR ID#(refer to your ID card):
Initial:

Home phone #: Date of Birth: Mailing Address:

Email Address:

PATIENT INFORMATION (IF DIFFERENT FROM INSURED)

Last Name: First Name: Middle SR |ID#(refer to your ID card):
Initial:

Home phone #: Date of Birth: Mailing Address:

Email Address:

Patient's relationship to Student: O seff |:| Spouse |:| Child D Other, please explain:
SICKNESS/ ACCIDENT/ INJURY INFORMATION
What was the Student or Dependent treated for: D Sickness |:| Accident/Injury
Policy Year Slckness/ACC|dent/Injury/Sports Related Injury Occurred: |:| Date Sickness/Accident/Injury Occurred:
Select Type of Accident/Injury: |:| Automobile Accident |:| On the Job Related D Other
If Sports Related, select Type of Sport:[_]Club |:|Interscholast|c|:|IntercolIeglateDPrep_SchooI Interscholastic Sports[JRecreational []Intramural[JOther
Sickness/Accident/Injury/Sports Related Injury Location: Street Address: City: State: Zip:

Describe how Sickness/Accident/Injury/Sports Related Injury occurred:

| hereby authorize any physician, hospital, or other medical provider to release any information regarding the medical history, treatment, or benefits
payable for this claim to United Healthcare Insurance Company. A photocopy of this authorization shall be as valid as the original.

Signature of Insured (Parent or Guardian if Insured is under 18): Date:
OTHER INSURANCE INFORMATION
Is the patient covered by another Insurance plan? |:| Yes |:| No
Name of Policyholder or person carrying other Insurance: Subscriber #: Name of other Insurance Carrier:
Other Insurance Policy #: Other Insurance Phone #: Policyholder Date of Birth:

NOTICE: PLEASE REFER TO FRAUD WARNING STATEMENT(S) INCLUDED ON THE SECOND PAGE OF THIS FORM

Signature of Insured (Parent or Guardian if Insured isunder 18): Date:

Guidelines for Submitting Claims to UnitedHealthcare Student Resources

Medical Claim Instructions: Medical claims must be an itemized bill listing each service provided, diagnosis, the service date and the cost per service. The provider name, tax ID
number, address and phone number should also be included. Grouped services are not considered an itemized bill. Claims missing any of the requirements listed above will be
denied for reimbursement until the required information is submitted.

Prescription Claims: A Claim Form is not required for prescription claim reimbursement. Member should submit the receipt or computer printout with information, which includes medicine
name, date of purchase, and price. Include your name, address, and SR ID# (7-digit number on your insurance ID card) and member must include Proof of Payment for reimbursement.
Proof of Payment: If payment was made by check, please provide a copy of the front and back of the canceled check. For all credit card payments, the credit card statement showing the
cardholder’s full name, institution name and payment information for each date of service is required. If payment was made with an ATM or Debit card, the bank statement showing the
accountholder’s full name, institution name and payment information for each date of service is required. United Healthcare Student Resources will call the provider of services to verify all

cash payments.

The Claim Form along with any other documentation can be submitted using one of the following methods:

Mail: UnitedHealthcare Student Resources, P. O. Box 31201, Salt Lake City, UT 84131 (This is listed on your ID Card).
Email: A scanned copy of the completed form to SLDRG@uhcsr.com  Online: Upload completed form via My Account
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United
'JJ H]él;l%hcare Claim Form

The following notice is applicable to any state not individually listed below

Any person who knowingly, and with intent to injure, defraud or deceive any insurer, files a statement of claim containing any false, incomplete or misleading
information may be subject to criminal and/or civil penalties.

AL — Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who knowingly presents false information in an application for
insurance is guilty of a crime and may be subject to restitution fines or confinement in prison, or any combination thereof.

AK — A person who knowingly and with intent to injure, defraud, or deceive an insurance company files a claim containing false, incomplete, or misleading information may
be prosecuted under state law.

AZ —For your protection Arizona law requires the following statement to appear on this form. Any person who knowingly presents a false or fraudulent claim for payment of a
loss is subject to criminal and civil penalties.

AR —Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is
guilty of a crime and may be subject to fines and confinement in prison.

CA - For your protection California law requires the following to appear on this form. Any person who knowingly presents a false or fraudulent claim for the payment of a
loss is guilty of a crime and may be subject to fines and confinement in state prison.

CO -Itis unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose of defrauding or attempting to defraud
the company. Penalties may include imprisonment, fines, denial of insurance and civil damages. Any insurance company or agent of an insurance company who knowingly
provides false, incomplete, or misleading facts or information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant
with regard to a settlement or award payable from insurance proceeds shall be reported to the Colorado division of insurance within the Department of Regulatory Agencies.

DE —Any person who knowingly, and with intent to injure, defraud or deceive any insurer, files a statement of claim containing any false, incomplete or misleading information
is guilty of a felony.

DC — WARNING: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other person. Penalties include
imprisonment and/or fines. In addition, an insurer may deny insurance benefits if false information materially related to a claim was provided by the applicant.

FL - Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application containing any false, incomplete, or
misleading information is guilty of a felony of the third degree.

ID —Any person who knowingly, and with intent to defraud or deceive any insurance company, files a statement containing any false, incomplete, or misleading information is
guilty of a felony.

IN —A person who knowingly and with intent to defraud an insurer files a statement of claim containing any false, incomplete, or misleading information commits a felony.

KY - Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any
materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime.

LA - Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is
guilty of a crime and may be subject to fines and confinement in prison.

ME - IT IS A CRIME TO KNOWINGLY PROVIDE FALSE, INCOMPLETE OR MISLEADING INFORMATION TO AN INSURANCE COMPANY FOR THE PURPOSE
OF DEFRAUDING THE COMPANY. PENALTIES MAY INCLUDE IMPRISONMENT, FINES OR A DENIAL OF INSURANCE BENEFITS.

MD —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.

MA —Any person who knowingly and with intent to injure, defraud, or deceive any insurer, files a statement of claim containing any false, incomplete, or misleading
information may be subject to criminal and/or civil penalties.

MN — A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime.

NH —Any person who, with a purpose to injure, defraud or deceive any insurance company, files a statement of claim containing any false, incomplete or misleading
information is subject to prosecution and punishment for insurance fraud, as provided in RSA 638:20.

NJ - Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and civil penalties.

NM - Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is
guilty of a crime and may be subject to civil fines and criminal penalties.

NY - Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any
materially false information, or conceals for the purpose of misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which isa crime,
and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each suchviolation.

OH - Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files a claim containing a false or deceptive
statement is guilty of insurance fraud.

OK - WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds of an insurance policy containing
any false, incomplete or misleading information is guilty of a felony.

PA -Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any
materially false information or conceals for the purpose of misleading information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and
subjects such person to criminal and civil penalties.

PR —Any person who knowingly and with the intention of defrauding presents false information in an insurance application, or presents, helps, or causes the presentation of a
fraudulent claim for the payment of a loss or any other benefit, or presents more than one claim for the same damage or loss, shall incur a felony and, upon conviction, shall be
sanctioned for each violation with the penalty of a fine of not less than five thousand dollars ($5,000) and not more than ten thousand dollars ($10,000), or a fixed term of
imprisonment for three (3) years, or both penalties. Should aggravating circumstances are present, the penalty thus established may be increased to a maximum of five (5) years,

if extenuating circumstances are present, it may be reduced to a minimum of two (2) years.

Rhode Island —Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for
insurance is guilty of a crime and may be subject to fines and confinement in prison.

TN - 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.

TX —Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison.

VA - Any person who, with the intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files a claim containing a false or
deceptive statement may have violated state law.

WA -1t 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.
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NOTICE OF AVAILABILITY OF LANGUAGE ASSISTANCE SERVICES AND ALTERNATE FORMATS

ATTENTION: You can get an interpreter to talk to your doctor at the time of your appointment or with
us. If you speak English, free language assistance services and free communications in other formats,
such as large print, are available to you. Call 1-866-260-2723 for Medical Plans, 1-800-638-3120 for
Vision Plans, 1-877-816-3596 for Dental Plans, or call the toll-free phone number listed on your ID card.
(TTY: 711).

Hedt- 0PnEP L ORI WAT IC APF NhIPP IC AaP1 G ANFCATY. 17T e AN ATICE (Amharic) £97.574
nwriE 19 0278 £08 RMIAINCET AG 19 ATTIRT AL FAP Utert Qi AdeT PCARTF AACAPL L7150 AUNIPG 6P&T @F 1-
866-260-2723: AhLJ 6PeT L 1-800-638-31207 ATCH dP&T ®L 1-877-816-3596 LLM-+ MLI° NANA avF-DEP
NP AL OLHHLHLD- 19 POAD RTC L2 (TTY: 711)=

A pad) Aad) Caaas S 13 Line sl 2o sall JOA eyl e Coanill & cliaclisal (5 ) 58 an jia Ao seanll SliSay 1ol 2
o daail 38 Capaly delball Jie o il i dilaall COlal el 5 dlaal) 4 slll 3aclusall Cleaa ¢l s ((Arabic)

i ikl lall 1-866-260-2723

L dilay o jaall Jlaal) cailed) a8 5 i) Sl (i) Jakaal 1-877-816-3596 5l ¢ yadl dle ) Lladl 1-800-638-3120
(TTY: 711) .l Aalall sl

TCATCHTST AT WA SWHAAE ANACTBCICET T AN GISIEF AN FA IE G 41
STIICRA S T2 T G AN JFGH (RTSIN (S 2EN | S (7 A1HT (Bengali) 4 T2
(e, OIR(e ATy Cera O AIFe! AHTA1 J98 0=y Garycena fafes casncansy srafe, (0=
TG YH, WA G GoeTdh ATH0E | (G YA Gy el B+ 1-866-260-2723 75(d, foe=
ATICE GiY el F6 1-800-638-3120 VH(F, (G011 AT Gi1) el 26+ 1-877-816-3596 V(T
ST ST ST W36 BICE (B1-3F (FH F4@ e FBAL(TTY: 711)

GAM: AHSIPEAUAITU IBgj S As SHRthuwiiingpugs ishinuamsgu
ysSuntshygwitin gy i0a Sy SUNtUMANISi (Cambodian Mon-Khmer) ENS 100N S S AN
IENWwSSAHIY MIsSSirRssSthwsaaaiy ORSEEINRIES)s SOthHARS eNSENUHMAY
LTS I006)1ST 1-866-260-2723 AIENUIATENEHEAN{EY 1-800-638-3120 AIENUAIENHIN SIS 1-
877-816-3596 LUENUISIENHIN UGN YitTigiumishuegiunishtwsSsSSAsiy
EuonegiRuUMAEtNErMIURILISY (TTY: 711)4

ATENSHUN: Kunka me liye ayu yo interprete para ughul maghal na dokto ya eppunghi me guahu. Gare kapetal
Faluwasch (Carolinian), ye toore paliuwal kapetal Faluwasch lane bwe me sew format, ta tipel lane, bwe bwale
tepangiyom. Kali 1-866-260-2723 para ughul Lalap ni ughul tipiye, 1-800-638-3120 para ughul Lalap ni tipiye nu
mata, 1-877-816-3596 para ughul Lalap ni tipiye nu apapa, o kali ewe kali rerekkepal ni Nuumur ni telepon yeeg
listed me ni Kaaret ni meybur ID-mu. (TTY: 711).

ATENSYON: Sifia hao humosga un intérprete para kumuentos yan i doktermu gi ora di i konsulta-mu pat yan
hame. Yanggen fifino’ hao CHamoru (Chamorro), guaha setbisio siha para hagu ni’ mandibatdi, i setbision fino’
pat lengguahi yan fina’uma’espiha gi otro na manera siha, taiguihi i para mana’dangkolo i inemprenta. Kalle
1-866-260-2723 para Planan Mediku, 1-800-638-3120 para Planan Vision, 1-877-816-3596 para Planan Dental,
pat kalle i nimeru gratut na teleponu na esta pa’go gi katta ID para miembro -mu. (TTY: 711).
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IR MALES—MOEES, ATESRRENEL SR TEHEEMEE, MRERPX

(Chinese), FMAI ABIRHEEENES HIRFHEMMBBERN, BN KFHRUE, BETEIEHEL
866-260-2723, R 71:TEI5550E1-800-638-3120, F FI51EIEENE 1-877-816-3596, I T E+ LAY

TR BB, (TTY : 711),

((Farsi) ol® &) S Cal 53 50 e b K () b s Gla)y D9 258 Sy b Cusa (51 e G ) ioe Ladi 14 g8

L (o isd 0 ey Gagpa bl aiile dacald e o 3l 5 &0 cilead 5 L) S 80 ) clead (S e Cuna

o ladi b (S sladal p (o) | atiua

L L ¢1-877-816-3596 o ledi L (S juilaia = jha (5) » 5 1-800-638-3120 o ledi bt Sy adis = 5k s) 1 5 1-866-260-2723
Ole b O8I Gl Tad b e la Sl (5 i S8 4y R (TTY: 711)

ATTENTION : Vous pouvez demander a un(e) interpréte de parler a votre médecin au moment de votre rendez-
vous ou avec nous. Si vous parlez frangais (French), des services d’assistance linguistique et des communications
dans d’autres formats, notamment en gros caractéres, sont mis a votre disposition gratuitement. Appelez le 1-
866-260-2723 pour les régimes médicaux, le 1-800-638-3120 pour les régimes de soins de la vue, le
1-877-816-3596 pour les régimes de soins dentaires, ou appelez le numéro de téléphone gratuit indiqué sur
votre carte de membre. (TTY : 711).

ACHTUNG: Sie kdnnen fir Gesprache mit Ihrem Arzt bei lhrem Termin oder mit uns einen Dolmetscher
anfordern. Falls Sie Deutsch (German) sprechen, stehen lhnen kostenlose Sprachassistenzdienste und
kostenlose Kommunikation in anderen Formaten, wie zum Beispiel groRe Schrift, zur Verfligung. Rufen Sie 1-
866-260-2723 fiir Krankenversicherungen, 1-800-638-3120 fiir Augenversicherungen, 1-877-816-3596 fiir
Zahnversicherungen oder die geblhrenfreie Telefonnummer auf lhrer Mitgliedskarte an. (TTY: 711).

MPOZOXH: Mmopeite va apete vav SLEpPNVE yLa va JLAACETE HE TO YLATPO 0ag 0To pavteou
oag n ywa va gukfoete padt pag. Eav pihdte EAANviKa (Greek), urtdpyouv Stabeotpeg Swpedv
UTINPECLEG YAWOOLKNAG BonBelag kat Swpedv mkovwvia og AANEG HOPPOTIOLAOELG, OTIWG PEYAAQ
ypappata. KaAéote oto 1-866-260-2723 yLa LATPLKA TIpoypdppaTa, 0To 1-800-638-3120 yLa
0PBOAAPOAOYLKA TIPOYPAUHATA, OTO 1-877-816-3596 YLa 0SOVTLATPLKA TIPOYPAPPATA 1] KAAESTE TOV
apLBpo TNAEPWVOU XWPLE XxpEwaon TIou avaypdgetal otnv Kapta péAoug oag. (TTY: 711).

llot UL N AHIF]l Jetsid UHA Wl HHE]L WA dAHRL Sise? A did sal M2 gl

Anl 28l 8L A dR oAl (Gujarati), N B, Al Hcl AUNL AsLAAL el A Mo SHeH
Hsd HAR, BH & HIEl Mo, 2l HI2 Gucted 8. ASse ellet HIZ 1-866-260-2723, (Aot edlet
HI2 1-800-638-3120, 302Ct Cilol MI2 1-877-816-3596 U2 SlEl 531 Al ML UeL US| 518 U2
YRog -4l Slot slolR UR Sle 530 (TTY: 711).

ATANSYON: Ou ka jwenn yon enteprét pou pale ak dokté ou a nan moman randevou w la oswa avék nou. Siw
pale Kreyol Ayisyen (Haitian Creole), sévis asistans lang gratis ak kominikasyon gratis nan lot foma, tankou gwo
let, disponib pou ou. Rele 1-866-260-2723 pou Plan Medikal, 1-800-638-3120 pou Plan Vizyon, 1-877-816-3596
pou Plan Dante, oswa rele nimewo telefon gratis ki endike sou kat ID manm ou a. (TTY: 711).
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A & 3T 39 HdiScHe F HAY AIEAN I 39e sided J ald el & [olv U gaIiear ged
T Fhd ¢l AT 3T FEEY (Hindi) Sierd §, dF A% AT TR Gaid 31 a3 fe 9 s=g gt
H HEd HOR Al 39 60 3ucledl g1 ATSHel Tolled & [olT 1-866-260-2723 T Ficl HY, Tolel
Tollel & foiT 1-800-638-3120 Y, Scol Tellel & folU 1-877-816-3596 Y hiel i, AT el TGET HT=al
IS IT Heilacel TIel-ST Biel Fa¥ TT Fiel | (TTY: 711)

CEEB TOOM: Koj tuaj yeem tau txais ib tug neeg txhais lus tham nrog koj tus kws kho mob thaum lub sijhawm
kev teem caij los sis thaum tham nrog peb. Yog tias koj hais Lus Hmoob (Hmong), yuav muaj cov kev pab cuam
txhais lus pub dawb thiab kev sib txuas lus ua lwm hom gauv, xws li luam ua tus ntawv loj rau koj. Hu rau 1-866-
260-2723 rau Cov Phiaj Xwm Kho Mob, 1-800-638-3120 rau Cov Phiaj Xwm Kho Qhov Muag, 1-877-816-3596 rau
Cov Phiaj Xwm Kho Hniav, los yog hu rau tus xov tooj hu dawb uas teev rau hauv koj daim npav ID. (TTY: 711).

ATENSION: Makaalaka iti interpreter a makisarita kadakami wenno iti doktormo iti oras ti appointment-mo. No
makasaoka iti llocano (llocano), makaalaka iti libre a tulong iti lengguahe ken libre a pannakikomunikar iti sabali
a format, kas iti dadakkel! a letra. Tawagam ti 1-866-260-2723 para kadagiti Plan a Medikal, 1-800-638-3120 para
kadagiti Plan para iti Panagkita, 1-877-816-3596 para kadagiti Plan para iti Ngipen, wenno tawagam ti libre a
numero ti telepono a nailista iti ID card-mo kas miembro. (TTY: 711).

ATTENZIONE: il giorno del Suo appuntamento, pub richiedere i servizi di un interprete per parlare con il Suo
medico o con noi. Se parla italiano (Italian), sono disponibili gratuitamente servizi di assistenza linguistica e
comunicazioni in altri formati, come la stampa a caratteri grandi. Chiami il numero 1-866-260-2723 per i piani
sanitari, il numero 1-800-638-3120 per i piani oculistici e il numero 1-877-816-3596 per i piani dentistici, oppure
chiami il numero verde riportato sul Suo tesserino identificativo. (TTY: 711).

3&%:f$$KEMJmﬁitmgxmwm\EMtthmétﬁmmhf%+mfé & A
HETT . HUT-HBEEE (Japanese) T BFEICA LS. BEOEEIBR Y —ERBLUVXREVWETY
EOERICLZEHOIIa=r—2arZIHAICANET. EESZ IC20 T 1-866-260-
2723, R#E 7S > 122w Tid 1-800-638-3120, HEFl 7S »IC DU Tt 1-877-816-3596 £ THEA L =72
<Ay A= IDAh—FICZHOBEHEROES T TEBMALTZE L, (TTV: 711).

TO: TE Al o|Alet ESHAHLE XBlote] 2&F o) SHA MH[AE ®od 5= ELITh
2t 0f(Korean) & AFESHAIE B2 7= 210 A& MB|20 2 EAA S THE FAORE F oA £ &

Df | S o] 834 5= QI&LICH O] EMO| Z 2 1-866-260-2723, Ot1F ETHo| HY
1-800-638-3120, A| 1} S3HO| H P2 1-877-816-3596 H 2 = FS|IS[ AL A5t 2 & 1D 7120 7| A=l £ =
HelHS 2 FHSISIMA| 2. (TTY: 711).

Fot

TIBCO: m‘m:a‘)moamecch‘)mcwacmnum‘umﬂ‘ucommmm‘nom)‘)e) 9 NLWONCSNG.
mmm‘mcov WIFI990 (Lao), NIVVINIVFOBCTDAIV WITI CCIE mussmws‘lnsuccuuavg

U NIVRL2:EVIO e, LB, T 1-866-260-2723 svouccconmnmgmnccwo 1-800-638-
3120 $950CCEHLNILYNIYFIOM?, 1-877-816-3596 FIJVCC@VNIVYINCED, G
tmcBluwsiiozuldluvouraciogrIZNae . (TTY: 711).

NOA-LAP SR 4/2025



SHOOH: Nanihoot'dani géne’ ne'azee’ iit'ini bich']" yanitti’ doodago nihi nihich’j" yanitti'go ata’
halne'i ta’ naayilt'eehgo biighah. Diné (Navajo) bizaad bee yanitti'to, t'aa jiik'eh saad bee
aka'e'eyeed bee aka'anida’ow'i doé t'aa jilk'eh naana tahgo at'éego bee hada'dilyaaigii bee ahit
hane’, dii nitsaago bik'e’ashchini, na dahodlg. Ats'iis Nanél'jjh Bee Hada'dit'éhi biniiyé kohjj’ 1-866-
260-2723 hodiilnih, Anaa" Bee Hoot'ini Bee Hada'dit'éhi biniiyé kohjj’

1-800-638-3120 hodiilnih, Awoo' Bee Hada'dit'éhi biniiyé kéhjj' 1-877-816-3596 hodiilnih, doodago
bee nit ha'dit'éhi ninaaltsoos nitt'izi bee nééhdézini ID baah t'aa jiik'eh namboo bee dahane’i
bika'igii bee hodiilnih. (TTY: 711).

e AR dUSel MUl SdiSecHeceh] HHIAT a1 GHIHIT 30T ST F I+ e fole
g | duTE AT (Nepali) doelgere 91, fol: ok 99T WERICT QAIGE T Goll HEW STET ey
GIAIg®AT fe:efosh H>a HAIgE ISl oIl Iciee ©ef| Tdiehcdm AlSialgee! olfdl 1-866-260-2723

T3IaTeT AISTATEE! T 1-800-638-3120 Gecl AlSillgeenl ollial 1-877-816-3596 AT #hel Jeigd, ol
AUSH HEFT UEATTAT GG o6 $ld FAFaHAT el IeaEl (TTY: 711)

WICHDICH: Du darfscht en Interpreter griege fer schwetze mit dei Dokter an dei Appointment odder mit uns.
Wann du Deitsch (Pennsylvania Dutch) schwetzscht un brauchscht Hilf fer communicat-e, kenne mer dich helfe
unni as es dich ennich eppes koschde zellt. Mir kenne differnti Sadde Schprooch-Hilf beigriege aa fer nix. Call
1-866-260-2723 fer Plans as zu duh hen mit Dokteres, 1-800-638-3120 fer Plans as zu duh hen mit Sehne, 1-877-
816-3596 fer Plans as zu duh hen mit Zaeh, odder call die Toll-Free Phone Number as uff dei ID Card is. (TTY:
711).

UWAGA: Mozesz poprosi¢ ttumacza o pomoc w rozmowie z lekarzem w czasie wizyty lub z nami.
Osoby maéwiace w jezyku polskim (Polish), maja dostep do bezptatnej ustugi pomocy jezykowej i
bezptatnej komunikacji w innych formatach, takich jak duzy druk. Zadzwon pod numer 1-866-260-
2723 w celu uzyskania informacji o planach medycznych, 1-800-638-3120 o planach okulistycznych,
1-877-816-3596 o planach stomatologicznych lub zadzwon pod bezptatny numer telefonu podany
na karcie cztonkowskiej. (TTY: 711).

ATENCAO: Vocé pode ter um intérprete para falar com o médico no momento da consulta ou conosco. Se vocé
fala portugués (Portuguese), ha servigos gratuitos de assisténcia linguistica e comunicacdes gratuitas em outros
formatos, como letras grandes, disponiveis para vocé. Ligue para 1-866-260-2723 para planos médicos, 1-800-
638-3120 para planos oftalmologicos, 1-877-816-3596 para planos odontolégicos ou ligue para o numero de
telefone gratuito listado no seu cartdo de ID de membro. (TTY: 711).

fons fe. 3rl vyt wiufdere = M wiye 3aca o8 71 713 18 918 996 B fod g9 Y3
d Aa® J1 Hdd 3H UATH! (Punjabi) §%< J, 31 HE3 I AITE3T Aere »3 Jd Srgic g He3 Ho'g,
A< fa 23 »iudi fSg, 302 B9 Gusyy 95| H3as taae BE 1-866-260-2723, feds e BT 1-

800-638-3120, 3B LA BT 1-877-816-3596 '3 1% od, Al »IUS Hud »1Hi3 193 3 golgU 28-at
26 &8 3 9% Jd1 (TTY: 711)
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BHUMAHME! Bbl MOXKeTe BOCNOb30BaTbCA YCyraMm YCTHOIO nepeBoaymka oisa obLeHuns ¢ sawnm
BpayoM BO BpeMd Npuema nunu yepes Hawwu ycnyru. Ecnuv Bbl roBopuTe Ha PYCCKOM d3bike (Russian),
BaM AOCTYNHbl becnnaTHble YCNyrn A3bIKkOBOW NOAAEPXKKN 1 BecnnaTHble MaTepuansl B Apyrnx
(hopmaTax, Hanpumep, HanevyaTaHHble KPYNHbIM WPUETOM. MNo3BOHUTE No TenedoHy 1-866-260-2723
0N MeOUUMHCKUX nnaHoB, 1-800-638-3120 414 NaHOB Mo oxpaHe 3peHus, 1-877-816-3596 414 NsiaHOB
No CTOMAaTONOrMYECKUM yCiyram Unn Ha NMHUK0 ang 6ecnnaTtHoro 3BoHKa, yKasaHHyo Ha Ballen
NOEHTU(UNKALMOHHON KapToUKe yYacTHUKA. (JTuHua TTY: 711).

FA'AALIGA: Afai e te tautala i le Faa-Samoa (Samoan), o 0’0 avanoa mo oe ‘au‘aunaga fesoasoani
tau gagana e leai se totogi ma feso‘ota‘iga e leai se totogi i isi faiga, e pei o lomiga e lapopo‘a
mata’‘itusi. Vala'au 1-866-260-2723 mo Fuafuaga Fa'afoma'i, 1-800-638-3120 mo Fuafuaga Va'ai, 1-
877-816-3596 mo Fuafuaga Nifo, pe vala'au le numera telefoni e leai se totogi o lo'o lisiina i luga o
lau pepa ID tagata. (TTY: 711).

FIIRO GAAR AH: Waxaad heli kartaa turjumaan si aad ula hadasho dhakhtarkaaga wakhtiga ballanta ama
annaga. Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada lugadda bilaashka ah iyo isgaarsiino
bilaash ah oo gaabab kale ah, sida far waaweyn, ayaa diyaar kuu ah. Wac 1-866-260-2723 wixii ah Qorshayaasha
Caafimaadka, 1-800-638-3120 Qorshooyinka Aragtida, 1-877-816-3596 wixii ah Qorshooyinka llkaha, ama wac
lambarka telefoonka bilaashka ah ee ku qoran kaarka aqoonsiga xubinta. (TTY: 711).

ATENCION: Puede conseguir un intérprete para hablar con nosotros o con su médico durante su cita. Si usted
habla espafiol (Spanish), tiene a su disposicidn servicios gratuitos de asistencia en otros idiomas y
comunicaciones gratuitas en otros formatos, como letra grande. Llame al 1-866-260-2723 para los planes
médicos, al 1-800-638-3120 para los planes de la vista y al 1-877-816-3596 para los planes dentales, o llame al
numero de teléfono gratuito que aparece en su tarjeta de identificacion de membresia. (TTY: 711).

PAUNAWA: Maaari kang makakuha ng interpreter upang makausap ang iyong doktor sa panahon ng iyong
appointment o sa pakikipag-usap sa amin. Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga
libreng serbisyo ng tulong sa wika at libreng komunikasyon sa ibang mga format, tulad ng malalaking print.
Tumawag sa 1-866-260-2723 para sa Mga Planong Medikal, 1-800-638-3120 para sa Mga Plano para sa Paningin,
1-877-816-3596 para sa Mga Plano para sa Ngipin, o tumawag nang libre sa numero ng telepono na nakalista sa
iyong ID card ng miyembro. (TTY: 711).

. ! o e o o P o
NG AEanTaTeMAIINaguiuLNndvasgmldlumiguianinonenuim winguwanzlng (Thai)
mBudldinimamomiadunmmuaznisemslugduuudug iou miuddsdansswnalnylasludenlsane Iny 1-866-260-2723
dmiunmanaununrimaunng 1-800-638-3120 s wiuniinsunudiuiny 1-877-816-3596 dwiunmansunudmuiuanssu

wialnsludsmanowulnadwriisey Hludasdzddmngnuegm (TTY: 711)
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3BEPHITb YBAIY! lMig yac npunomy y nikaps abo po3amMoBu 3 HaMu BM Ma€ETe 3MOry CKOpUcTaTucs
nocflyramum yCHoro nepeknagava. Ko B pO3MOB/SETE YKPAIHCbKOMO (Ukrainian), BM MOXeTe
6e30nn1aTHO KOPUCTYBATMUCA MNOCAYraMm MOBHOI NIATPUMKM, @ TaKOXX 6e3onnaTHo OTpuMyBaTK
iHthopMauinHi MaTepianu B iHWKX hopmaTax, aK-oT HabpaHi Benukum wpndtom. TenedoHynTe Ha
HoMep 1-866-260-2723 111040 NJaHIB MEANYHOIO CTPaxyBaHHSA, Ha HoMep 1-800-638-3120, 106
Ai3HATUCA OOKIagHIWe NPo NAaHM CTPaxoBOro NOKPUTTS OhTaNbMOONIYHNUX NOCAYT, HA HOMep 1-877-
816-3596, 106 gisHaTUCS OOKMaAHIWE NPO NaHM CTPaxoBOro NOKPUTTA CTOMATONOrMUHMX nocnyr, abo
TenedoHyTe Ha HOMep Be3KOLLITOBHOI TeNedOHHOI MiHil, 3a3Ha4YeHWI Ha BaLlin ioeHTUdIKaLIAHIN
KapTLi y4acHUKa. (niHiga TTY: 711).

Sl 8N S S eala o e S S S e SIS e ol by S BBl (G T oila A
St om Sty S ol bl s it ae Sy o 5y Sie G b K ) ciladd i glae (Sl e 65 i s (Urdu)
LS JS 1-877-816-3596 ) S 3k 53 ¢1-800-638-3120 = < 3L 055 < »1- 866-260-2723 ) S 3

TTY: 711) )

LUV Y: Quy vi c6 thé c6 mot thdng dich vién mién phi d& noi chuyén véi bac si trong budi hen
kham cdia minh hodc néi chuyén véi chiing t6i. Néu quy vi néi Tiéng Viét (Vietnamese), quy vi sé
dugc cung cdp cac dich vu hé trg ngdén ngl mién phi va cac phuong tién trao ddi lién lac mién phi
& cac dinh dang khac, chang han nhu ban in chit 16n. Hay goi 1-866-260-2723 cho cac Chuong
trinh Y t€, 1-800-638-3120 cho cac Chuong trinh Nhan khoa, 1-877-816-3596 cho cac Chuong trinh
Nha khoa, hoac goi sé dién thoai mién phi dugc ghi trén thé ID hi vién cda quy vi. (TTY: 711).
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