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  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 

Initial: 

SR  ID#(refer  to your  ID  card): 

 Mailing Address: Date of Birth:Home phone #: 

PATIENT INFORMATION (IF DIFFERENT FROM I NSURED) 

Email Address:

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

Initial:

Home phone  #:

Email  Address:

Date of Birth: Mailing Address:

Other, please explain:ChildSpouseSelf

SICKNESS/ ACCIDENT/ INJURY  INFORMATION 

Patient’s relationship  to  Student:

Date Sickness/Accident/Injury Occurred:

What was the Student or Dependent  treated for: 

Policy Year  Sickness/Accident/Injury/Sports Related Injury  Occurred: 

 Intercollegiate  

On the  Job  Related  

 Interscholastic

Automobile Accident 

  

Select Type of Accident/Injury: 

If Sports Related, select Type of Sport: Other IntramuralRecreational  Prep School Interscholastic SportsClub   

Zip:State:City:Sickness/Accident/Injury/Sports Related  Injury  Location:  Street  Address:

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

I 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

NoIs the patient covered by another  Insurance  plan? Yes

Subscriber #: Name of other Insurance Carrier:Name of Policyholder or person carrying other Insurance:

Policyholder Date of Birth:Other Insurance Phone #:Other Insurance Policy #:

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 SI.DRG@uhcsr.com  Online:  Upload  completed  form  via My Account

UHCSR Claim Form 6/20251 

mailto:SI.DRG@uhcsr.com
https://idp.uhcsr.com/core/Login?ReturnUrl=%2Fcore%2Fconnect%2Fauthorize%2Fcallback%3Fclient_id%3DmyAccount%26redirect_uri%3Dhttps%253A%252F%252Fmyaccount.uhcsr.com%252FauthToken%26post_logout_redirect_uri%3Dhttps%253A%252F%252Fmyaccount.uhcsr.com%252FauthToken%26response_type%3Did_token%2520token%26scope%3Dopenid%2520MyAccountApi.Secure%26state%3Dhome%26nonce%3D4939
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The  following  notice  is  applicable  to  any  state not i ndividually  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 –It  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 w ho  knowingly, and   with  intent  to  defraud or   deceive  any  insurance c ompany,  files  a s tatement  containing  any  false, i ncomplete,  or  misleading i nformation  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 such  violation.

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 –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.
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یرجى الانتباه:  یمكنك  الحصول  على   مترجم   فوري  لمساعدتك  في  التحدث  مع   طبیبك  خلا  ل الموعد   أو معنا . إذا  كنت   تتحدث   اللغة العربیة 
(Arabic)،   ستتوفر   لك   خدما  ت المساعدة  اللغویة   المجانیة   والمراسلات    المجانیة بتنسیقا ت أخرى،   مثل  الطباعة  بأحرف  كبیرة.  اتص  ل على

2723-260-866-1  للخط ط  الطبی ة،  أ و 
لخطط   رعایة   البصر،  أو   3596-816-877-1  لخطط   الأسنان،  أ و  اتصل  برقم   الھات ف  المجاني  المدرج  عل ى   بطاقة ھویة  1-800-638-3120

 (TTY: 711) . العضو  الخاصة  بك

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).  

ትኩረት፦ በቀጠሮዎ ጊዜ ወይም ከእኛ ጋር ሲሆኑ ከሐኪምዎ ጋር ለመነጋገር አስተርጓሚ ማግኘት ይችላሉ። አማርኛ  (Amharic) የሚናገሩ
ከሆነ፣ ነፃ የቋንቋ ድጋፍ አገልግሎቶች እና ነፃ ግንኙነቶች እንደ ትልቅ ህትመት ባሉ ሌሎች ቅርጸቶች ለእርስዎ ይገኛሉ። ለህክምና ዕቅዶች ወደ  1-
866-260-2723፣ ለእይታ ዕቅዶች ወደ  1-800-638-3120፣ ለጥርስ ዕቅዶች ወደ  1-877-816-3596 ይደውሉ ወይም በአባል መታወቂያ
ካርድዎ ላይ ወደተዘረዘረው ነፃ የስልክ ቁጥር ይደውሉ።  (TTY: 711)።

ATENSHUN: Kuŋka 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: Siña 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 hågu ni’ mandibåtdi, i setbision fino’ 

pat lengguåhi yan fina’uma’espiha gi otro na manera siha, taiguihi i para mana’dångkolo i inemprenta. Kålle 

1-866-260-2723  para Planån Mediku, 1-800-638-3120  para Planån Visión, 1-877-816-3596  para Planån Dental,

pat  kålle i númeru gratut na teleponu na esta på’go gi kåtta ID para miembro -mu.  (TTY: 711).
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請注意：您可以獲得一位口譯員，在您看診時與您的醫生溝通或平常與我們溝通。如果您說中文

(Chinese)，我們可為您提供免費的語言協助服務與其他溝通格式，例如大字版文件。醫療計劃請致電1-

866-260-2723，視力計劃請致電1-800-638-3120，牙科計劃請致電  1-877-816-3596，或撥打您會員卡上所

列的免付費電話號碼。(TTY：711) 。

، (Farsi) توجھ:   شما  می توا ن ید   یک  مترجم  برای  صحبت   با  پزشک   خود   در زمان  و  یزیت   یا  برا ی  گفتگ و با  ما،   درخواست کن  ید. اگر   فارسی
صحبت   می ک ن ید،  خدمات  را یگان  کمک  زبان ی   و  خدمات  را یگان  ارتباطات ی  در   سا یر   قال بھا،  مانند  چاپ    ب ا حروف  درشت،    در دستر س شما 

ھستند. برای برنامھ ھای پزشکی با شماره   
2723-260-866-1   و برای طرح چشم پزشکی با شماره  3120-638-800-1  و برای طرح دندانپزشکی با شماره  3596-816-877-1، یا با  

(TTY: 711). اگ ر بھ   کمک   ب یشتری  ن یاز  دار  ید، با   خط   تلفن  را یگان   سازمان

ATTENTION  : Vous pouvez demander à un(e) interprète de parler à votre médecin au moment de votre rendez-

vous ou avec nous. Si vous parlez français (French), des services d’assistance linguistique et des communications 

dans d’autres formats, notamment en gros caractères, sont mis à 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 können für Gespräche mit Ihrem Arzt bei Ihrem Termin oder mit uns einen Dolmetscher 

anfordern. Falls Sie Deutsch (German)  sprechen, stehen Ihnen kostenlose Sprachassistenzdienste und 

kostenlose Kommunikation in anderen Formaten, wie zum Beispiel große Schrift, zur Verfügung. Rufen Sie 1-
866-260-2723  für Krankenversicherungen, 1-800-638-3120  für Augenversicherungen, 1-877-816-3596  für

 Zahnversicherungen oder die gebührenfreie Telefonnummer auf Ihrer Mitgliedskarte an. (TTY: 711).

ΠΡΟΣΟΧΗ:  Μπορείτε να πάρετε έναν διερμηνέα για να μιλήσετε με το γιατρό σας στο ραντεβού 
σας ή για να μιλήσετε μαζί μας.  Εάν μιλάτε Ελληνικά (Greek), υπάρχουν διαθέσιμες δωρεάν 
υπηρεσίες γλωσσικής βοήθειας και δωρεάν επικοινωνία σε άλλες μορφοποιήσεις, όπως μεγάλα 
γράμματα.  Καλέστε στο 1-866-260-2723  για ιατρικά προγράμματα, στο 1-800-638-3120  για 
οφθαλμολογικά προγράμματα, στο  1-877-816-3596 γ ια οδοντιατρικά προγράμματα ή καλέστε τον 
αριθμό τηλεφώνου χωρίς χρέωση που αναγράφεται στην κάρτα μέλους σας. (TTY: 711). 

ં

ATANSYON: Ou ka jwenn yon entèprèt pou pale ak doktè ou a nan moman randevou w la oswa avèk nou. Si w 

pale  Kreyòl Ayisyen (Haitian Creole), sèvis asistans lang gratis ak kominikasyon gratis nan lòt fòma, tankou gwo 

lèt, disponib pou ou. Rele 1-866-260-2723  pou Plan Medikal, 1-800-638-3120  pou Plan Vizyon, 1-877-816-3596 

pou Plan Dantè, oswa rele nimewo telefòn gratis ki endike sou kat ID manm ou a. (TTY: 711).  
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ໝາຍເຫດ: ທານສາມາດຂນາຍແປພາສາເພອເວາກບທານໝໃນເວລາທທານນດໝາຍ ຫ  ກບພວກເຮາໄດ. 
ຖາວາທານເວາ ພາສາລາວ (Lao), ການບລການຊວຍເຫອດານ ພາສາ ແລະ ການສສານຟຣໃນຮບແບບອນໆ, 
ເຊນ: ການພມຂະໜາດ ໃຫຍ, ແມນມໃຫທານ. ໂທ 1-866-260-2723  ສາລບແຜນການທາງການແພດ, 1-800-638-

3120  ສາລບແຜນການທາງສາຍຕາ, 1-877-816-3596  ສາລບແຜນການທາງແຂວ, ຫ
 ໂທຫາເບໂທຟຣທລະບໄວໃນບດປະຈາຕວສະມາຊກຂອງທານ.(TTY: 711). 
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ВНИМАНИЕ! В ы можете воспользоваться услугами устного переводчика для общения с вашим 

врачом во время приема или через наши услуги. Е сли вы говорите на русском  языке (Russian), 

вам доступны бесплатные услуги языковой поддержки и бесплатные материалы в других 

форматах, например, напечатанные крупным шрифтом.  Позвоните по телефону 1-866-260-2723 

для медицинских планов, 1-800-638-3120  для планов по охране зрения, 1-877-816-3596  для планов 

по стоматологическим услугам или на линию для бесплатного звонка, указанную на вашей 

идентификационной карточке участника. ( Линия TTY: 711).  

FAʻAALIGA: Afai e te tautala i le Faa-Samoa (Samoan), o loʻo avanoa mo oe ʻauʻaunaga fesoasoani 
tau gagana e leai se totogi ma fesoʻotaʻiga e leai se totogi i isi faiga, e pei o lomiga e lapopoʻa 
mataʻitusi.  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 luqadda bilaashka ah iyo isgaarsiino 

bilaash ah oo qaabab 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 Ilkaha, ama wac 

lambarka telefoonka bilaashka ah ee ku qoran kaarka aqoonsiga xubinta.  (TTY: 711). 

ATENCIÓN: Puede conseguir un intérprete para hablar con nosotros o con su médico durante su cita. Si usted 

habla español  (Spanish), tiene a su disposición 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 

número de teléfono gratuito que aparece en su tarjeta de identificación de membresía. (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).

หมายเหต:ุ ค ณสามารถขอลามมาพดคยกบแพทยของคณไดในเวลาทคุณนดัหมายหรอกบเรา ห ากคุณพดภาษาไทย  (Thai) 
เรายนดใหบรการช่วยเหลอดานภาษาและการส่อสารในรูปแบบอ่นๆ เช่น การพมพดวยตวอกษรขนาดใหญ่โดยไมคดค่าใชจ่าย โทร  1-866-260-2723 

สาหรบการวางแผนทางการแพทย  1-800-638-3120 ส าหรบการวางแผนดานจกษ 1-877-816-3596 ส าหรบการวางแผนดานทนตกรรม 
หรอโทรไปยงหมายเลขโทรศพททระบุไวในบตรประจําตวสมาชกของคุณ (TTY: 711)  

ุ ่ ู ุ ั ์ ุ ้ ี่ ื ั ู

ิ ี ้ ิ ื ้ ื ื ิ ์ ้ ั ั ่ ิ ้
ํ ั ์ ํ ั ้ ั ุ ํ ั ้ ั
ื ั ั ์ ี่ ้ ั ั ิ
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SR  

توجہ فرمائیں:  آ پ اپنی  ملاقات کے وقت یا ہمارے ساتھ اپنے ڈاکڻر سے بات کرنے کے لیے مترجم حاصل کر سکتے ہیں۔  اگر آپ   اردو 
(Urdu)  بولتے ہیں، تو مفت لسانی معاونتی خدمات اور دیگر فارمیڻس مثلا بڑے پرنٹ میں مفت  مواصلات آپ کے لیے دستیاب ہیں۔  میڈیکل 
پلانز کے لیے  2723-260-866 -1پر، ویژن پلانز ک  ے لیے  3120-638-800-1،  ڈینڻل پلانز کے لیے  3596-816-877-1  پر کال کریں، یا 

TTY: 711)  ا

ً

     

     

    

   

  

   

NOA-LAP 4/2025

ЗВЕРНІТЬ УВАГУ!  Під час прийому у лікаря або розмови з нами ви маєте змогу скористатися 

послугами усного перекладача.  Якщо ви розмовляєте українською  (Ukrainian), ви можете 

безоплатно користуватися послугами мовної підтримки, а також безоплатно отримувати 

інформаційні матеріали в інших форматах, як-от набрані великим шрифтом. Т елефонуйте на 

номер  1-866-260-2723  щодо планів медичного страхування, на номер 1-800-638-3120, щоб 

дізнатися докладніше про плани страхового покриття офтальмологічних послуг, на номер  1-877-

816-3596, щоб дізнатися докладніше про плани страхового покриття стоматологічних послуг, або

 телефонуйте на номер безкоштовної телефонної лінії, зазначений на вашій ідентифікаційній

 картці учасника.  (лінія TTY: 711).

LƯU Ý:  Quý vị  có thể  có một thông dịch viên miễn phí để  nói chuyện với bác sĩ trong buổi  hẹn 

khám của mình hoặc nói chuyện với chúng tôi.  Nếu quý vị  nói Tiếng  Việt (Vietnamese), quý vị  sẽ
 được cung cấp các dịch vụ  hỗ  trợ  ngôn ngữ  miễn phí và các phương tiện trao đổi liên lạc miễn phí 
ở  các định dạng khác, chẳng hạn như bản in chữ  lớn.  Hãy gọi 1-866-260-2723 cho các Chương 
trình Y tế, 1-800-638-3120  cho các Chương trình Nhãn khoa, 1-877-816-3596  cho các Chương trình 
Nha khoa, hoặc gọi số  điện thoại miễn phí được ghi trên thẻ  ID hội viên của quý vị. (TTY: 711). 
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