'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 self |:| Spouse |:| Child D Other, please explain:
SICKNESS/ ACCIDENT/ INJURY INFORMATION
What was the Student or Dependent treated for: D Sickness |:| Accident/Injury
Policy Year S|ckness/Acc:|dent/InJury/Sports Related Injury Occurred: |:| Date Sickness/Accident/Injury Occurred:
Select Type of Accident/Injury: |:| AutomobileAccident [] On the Job Related [ Other
If Sports Related, select Type of Sport:_]Club |:|Interscholast|c|:||ntercolIeglateDPrep_School Interscholastic Sports["JRecreational []Intramural[_]Other
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 809025, Dallas, TX 75380-9025 (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 1-12;1%11.33@ 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 -1t is 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 is a 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 -t 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).

Fedt:- 0PnCP L ORI NAT IC AP NAhI®P IC ARG AVECATL T1TT T & Ak A7ICT (Amharic) P91.674-
nwrrE 19 o878 808 MININRT AG 19 AT AL FAP UTart Oh AdeT PCABT ARCOAP £15 N AUNIPS 6PLT F, 1-
866-260-2723: AL 6P&T ®L 1-800-638-3120: ATCH 6PLT DL 1-877-816-3596 LLM- MLI® (ANA aPFDHE
NCEP AL OLAHLHLD- 19 PAAD RTC LLM-vx: (TTY: 711)=

L) ARl aaas S 13) Lina gl 2o sl I8 elinh ae odaill b clide el (5 58 aan i e geanl) GliSay 1ol 2
e daail 5508 Cojaly deblall Jie oAl iy dyilaall Ol yall g duilaal) 4y all) sac Ll Cilaad Sl 3 5 <(Arabic)

sl dighall Llaall 1-866-260-2723

L Al ozl el cailgd) a8 5 Juail 5 (L) Jakal 1-877-816-3596 sl ¢ yaill &l ) kil 1-800-638-3120
(TTY: 711) &b Aalall sl

NCATCITST ATT QYN AHNE SATT BN TN WHNNK GG A FAT I G A
SN ST T IAT G AN GFGH (HTOTI! (ATS NAN | AN T AT (Bengali) & T2
JCeA, OTRCT [[RNTYCEATS IRl SRITOT A FCIRN A7 W3 [ArYens [fox (onensy *iafo, (6
G YTV, AN G BT AR | (NGTR AT Ty Fe PP+ 1-866-260-2723 NJ(J, fo* N
HITNT G 7 el <P~ 1-800-638-3120 “F(], W HITNT G Pe] <P 1-877-816-3596 I ({,
RN AN ST W3S FICE (O1-3F (FIN NFR I I (TTY: 711)

gan: NG EAURTU I8 SSIR S SHMUWEINSIUHMA 1ISTinuMmsasu
USunNwhgniBHg 1 100 SEASUN WM ANIST (Cambodian Mon-Khmer) ENS1HUN N SWAMN AN
INWSSSSIY AMISSIHSSHIMWSSASIN SHSPHIRENIS)S SOMHMAIS NSUENUHS
UEIUTISIUN1ST 1-866-260-2723 (UIENUSIENRIIN AN 1-800-638-3120 U[ENUSENRIN SIS 1-
877-816-3596 UENUSUENRIN SIS YuTigiunisius i isntuS SASIY

BT STERUWNUENSAIUIESY (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 Visidn, 1-877-816-3596 para Planan Dental, pat
kalle i nUmeru gratut na teleponu na esta pa’go gi katta ID para miembro -mu. (TTY: 711).
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IR IALES—MMOEES, ACEDREENSELBRS FEHEIEMTEE, NREHRPX

(Chinese), A ATRHERENE S HIRFEEMEBER, HIMIKFTRXE, EEzTEEHEL-
866-260-2723, 3715125520 %E1-800-638-3120, ZFFI51EIFEEE 1-877-816-3596, T IZITIZEE+F LAY

R E BRI AS, (TTY : 711),

((Farsi) outd 81 S ol g3 50 e Ly SR ()5 Ly oy ey 02 253 Sl b Cumaa (6 o e S 3l 50 e 1A 5
Ladi o yisd 0 ecadipn Gagya b cla aiile dacald jila 5o a5 080 clead 5 L) S G801 et (i€ e Cunua
olad b Si  sladali y (g) il

L L ¢1-877-816-3596 oles L (Sl jilxia = jha () 5 1-800-638-3120 oled L (Sl adia 7 sk 6 5 1-866-260-2723
Sl OB 0l b b e yla Sl (i SuSap ) (TTY: 711)

ATTENTION : Vous pouvez demander a un(e) interprete 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 flr Gesprache mit Ihrem Arzt bei Ihrem 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 groRRe Schrift, zur Verfiigung. Rufen Sie 1-
866-260-2723 fiir Krankenversicherungen, 1-800-638-3120 fiir Augenversicherungen, 1-877-816-3596 fir
Zahnversicherungen oder die gebiihrenfreie Telefonnummer auf lhrer Mitgliedskarte an. (TTY: 711).

MPOZOXH: Mmopeite va APETE Evav SLEpPNVEA yLa va PLANOETE PE TO yLATpO 0ag 0To pavieRou
0ag N yla va plknoete padt pag. Edv pate EAANVIKa (Greek), uttdpyouv SLaBEoLpeg Swpedv
UTINPECLEG YAWOOLKNAG BonBelag kat Swpedv emkovwvia o€ AANEG HOPPOTIOLATELG, OTIWG HEYAAQ
ypauuata. KaAéote 0to 1-866-260-2723 yLA LATPLKA TIPOYPAUMATA, OTO 1-800-638-3120 yLa
0@OAAPOAOYLKA TIPOYPAUHATA, OTO 1-877-816-3596 YL 0OSOVTLATPLKA TIPOYPANHATA 1) KAAECTE TOV
apLOpo TNAEPWVOU XWwpPLg XPEWON TIOU avaypagetal otnv KApta péAoug oag. (TTY: 711).

llol UL AN AHIZL Jellsld AHA Acl AL AU dAHIRL Ss2 U cld sall M2 geulau
Andl a8l 6l A AR %Al (Gujarati), A 6], Al HSA G USLAAL Al Wal Ao HHHI
Hscl AR, BH ¥ Al Mo, dHRL HIERZ Gucted 8. AS5A Wlol HIS 1-866-260-2723, (Adsel Lol
H(2 1-800-638-3120, 302l \Cllol M2 1-877-816-3596 UR SIGl 53 AUl dAHIRL Aed LS| 518 UR
YRug Act-gl Slot ololR UR Sl $A. (TTY: 711).

ATANSYON: Ou ka jwenn yon entepret pou pale ak dokté ou a nan moman randevou w la oswa avek nou. Siw
pale Kreyol Ayisyen (Haitian Creole), sevis 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 3HUA IUIScHE & THT ITEAN TY 3e SieFex AT A o ToIT Teh GTiRAT gred
X Tohd 81 I 3T RS (Hindi) Sterdd &, o T ST Hgrrar dard 3R &3 e S 3w great
A ATd TR AT 39 fAT st g1 AfSehel Toflll & T 1-866-260-2723 W &icT H, fAsiel
TATT & Tl 1-800-638-3120 WX, 3ol Tolled & [olU 1-877-816-3596 U it Y, AT 3Tl HEETT 3TSaT
FIE T FAEGY T3 Bl ok T HieT HY| (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, puo 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).

TEE I CFNICBBLOBE I TREDORE, EMME BEEICRDI-ODBIRELZFIT 5 &NA
BETY, HATZNBEAEEE (Japanese) Z BFEICR 5HE. BRAOEBXEY - EXBLUVRZEVETHE
EOFERICEDE OIS —YarvzIHAICENET, EET 7 ICD0LTIE 1-866-260-
2723, BR&}7°F > I2D UL TS 1-800-638-3120, Bl 77 (Z DL T 1-877-816-3596 £ THEFEL /=72
Ky AV NRN—IDH—FICREREOBERHERIOES £ TBEFECZI WL, (TTY: 711),

FOl: T = Al 2|Aret &AL XM 3|eto] 4
8

t=3 0{(Korean)E A& 3}
A

|
OfM E ol 8sta == JAFLICE 2= SO

HoHS 2 ™IS AL, (TTY: 711).

TVIBCOIO: lﬁ‘mﬁﬁb‘)oé‘u?@cch?Sﬁc{:)8C5ﬁﬁUtﬁ?DUﬁJ?DCOQ?t?)lﬁ?DﬁQUD?@ @ NLWoNSNA.
POV WIFIDIO (Lao), NIVVINIVFOBCHDAID WITI (T MMWIFIVWS SLECLLEVY,
c3L: NIWLRL2:BVIO W, CCHVIDLBWIV. T 1-866-260-2723 FITVCCWVNIVNIINIVCCWO, 1-800-638-
3120 930V NIVVIYFTION, 1-877-816-3596 FIDVCE@VNIVVINCLD, §)
tmcBluwsiinzuldluSouraciosrnIgnaeg . (TTY: 711).
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SHOOH: Nanihoot'aani gone’ ne’azee’ iit'ini bich’j’ 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 d66 t'aa jiik’eh naana tahgo at'éego bee hada’dilyaaigii bee ahit
hane’, dii nitsaago bik’e’ashchini, nd dahdlg. 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 kohjj’ 1-877-816-3596 hodiilnih, doodago
bee nit ha'dit’éhi ninaaltsoos nittizi bee nééhozini ID bagh t'aa jiik’eh namboo bee dahane’i
bikd'igii bee hodiilnih. (TTY: 711).

e RE; dUSe 3T ISecHeead! HHAIAT a1 GETHET A STFCTHIT TN 1T QY foleT
HFIgro| J9s AYTe (Nepali) Seegero 87, [k 9T FEIAT Vale® T gell 38N Sl s
RIS f:3[ch T=IR AATEE duTSshr anfar 3ucsyr oel| fAfhcar A onfar 1-866-260-2723
f3rser ArsTegEen! ST 1-800-638-3120 Gocl AISTATER! AT 1-877-816-3596 AT el Ioieid, dT
dUSH! TS IRTITTAT FAIGY S-S Blel oAl el Ieqergl (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 poprosic¢ ttumacza o pomoc w rozmowie z lekarzem w czasie wizyty lub z nami.
Osoby moéwigce w jezyku polskim (Polish), majg 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 0 planach stomatologicznych lub zadzwon pod bezptatny numer telefonu podany
na karcie cztonkowskiej. (TTY: 711).

ATENGAO: Vocé pode ter um intérprete para falar com o médico no momento da consulta ou conosco. Se vocé
fala portugués (Portuguese), ha servicos gratuitos de assisténcia linguistica e comunica¢Ges 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 oftalmolégicos, 1-877-816-3596 para planos odontoldgicos ou ligue para o nimero de
telefone gratuito listado no seu cartao de ID de membro. (TTY: 711).

s fa6: 3wt wiufac ® M U@ 31ded &8 7 AE &8 318 9ds Bt f8q T3 Y3
Id AR J1 7ird 3H UATER (Punjabi) B¢ J, 31 HE3 3T ATTEST AeTel %3 Jd Sae! fid HE3 Ha™g,
fa= fa <3 »iyat {9, 303 Bt QuuTU I8 | NS Waa=! Be 1-866-260-2723, feda WA BHt 1-
800-638-3120, 3B WA BEl 1-877-816-3596 '3 TS FJ, Al WIS NI »relst 9193 '3 Hiey -
25 893 I IB I (TTv: 711)
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BHUMAHME! Bbl MOXXeTe BOCNONb30BaTbCA YCNyraMmn yCTHOro nepesogynka ana obueHms ¢ sawmm
BpayoM BO BpeMd nNpuema nunu yepes Hawu ycnyru. Ecnun Bbl roBopuTe Ha PYCCKOM s3biKe (Russian),
BaM AOCTYNHbl becnnaTHble yCNyru 936lkOBOW NOAAEPXKKMN 1 BecnnaTHble MaTepuanbl B Apyrux
hopmaTtax, Hanpumep, HanevyaTaHHble KPYnHbIM WpUgToM. No3BoHUTEe No TenedoHy 1-866-260-2723
ang megmumnHCKmX nnaHos, 1-800-638-3120 o149 nj1aHOB NO OXpaHe 3peHunsd, 1-877-816-3596 A9 nnaHoOB
MO CTOMaTONIOrMYECKUM yCayram Unmn Ha NMHUI0 Ang becnnaTtHoro 3BoHKa, yKasaHHyo Ha Ballen
NOEHTUHNKALMOHHON KapToUKe ydacTHuKa. (JTuHna TTY: 711).

FA'AALIGA: Afai e te tautala i le Faa-Samoa (Samoan), o0 l0‘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 agoonsiga 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 disposicidon 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 A o .
WaNEIG). AuEanIaTemuINaguiuwwndvasgmldluamiguiananonenuim winquwanulna (Thai)
mBudlduinmatismiadummuaznisremsluguuudug 1w miuddmansiswnalnglaslifadlsde Iny 1-866-260-2723
FMuTumInukunImsuwng 1-800-638-3120 dmiumseunueuinyg 1-877-816-3596 s miumsnaunusuriuanssy

wialnsludmanomalnsdwiney llwiassshdmndnvasqu (TTY: 711)
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3BEPHITb YBATIY! lNig yac npunomy y nikaps abo po3amMoBKM 3 HAMW BM MA€ETE 3MOTy CKOpUcTaTucs
nocnyramum yCHOro nepeknagava. Akuio BM po3MOBASIETE YKPATHCbKOLO (Ukrainian), B MOXeTe
6e30nnaTHO KOPMCTYBATUCSA MOCYraMmn MOBHOI NIATPUMKM, a TaKOX 6e30nnaTHO OTpUMyBaTK
iH(hopMaLinHi MaTepianu B iHWKX hopmaTax, aK-oT HabpaHi Benukum wpudTtom. TenedoHymnTe Ha
Homep 1-866-260-2723 L1040 NaHIB MEANYHOr0O CTpaxyBaHHs, Ha HoMep 1-800-638-3120, w06
Li3HaTMCA OOKNafHiWe Npo NiaHn CTPaxoBOro NOKPUTTS OhTaNIbMONOTNIYHMX NOCAYT, Ha HoMep 1-877-
816-3596, L,06 Ai3HATUCA AOKIaAHIWeE NPO NfaHM CTPAXOBOro MOKPUTTS CTOMATONONUYHMX nocnyr, abo
TenedoHylTe Ha HoMep 6e3KOoLWTOBHOI TeneoHHOI NiHii, 3a3HaYeHNIn Ha BaLin igeHTUdIKaLiNHIRN
KapTui ydacHuka. (niHia TTY: 711).

33 S B s S Juala o el S Sl e SIS ) il 2 e by S Bl ) Gl toile gl
JSSe o iyl Sl dlal s e (e Gy o 53 DMa e Jlb 500 5l ilead B glase Sl e 55 o 3 (Urdu)
L SIS 5 1-877-816-3596 i S 3k Jius (1-800-638-3120 1 S 33 ()35 « »1- 866-260-2723 o S 3k

TTY: 711) )

LUV Y: Quy vi c6 thé c6 mot thdng dich vién mién phi dé noi chuyén véi bac si trong budi hen
kham c@ia minh hoac néi chuyén véi chiing t6i. Néu quy vi noéi Tiéng Viét (Vietnamese), quy vi sé
dugc cung cdp cac dich vu hé trg ngdn nglr mién phi va cac phuaong tién trao déi lién lac mién phi
& cac dinh dang khac, chdang 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 hdi vién cta quy vi. (TTY: 711).
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