blue § of california

PPO Savings Benefit Plan
Bronze 60 HDHP PPO

This Summary of Benefits shows the amount you will pay for covered services under this Blue Shield of California benefit
plan. It is only a summary and it is part of the contract for health care coverage, called the Evidence of Coverage
(EOC).1 Please read both documents carefully for details.

Provider Network: Exclusive PPO Network

This benefit plan uses a specific network of health care providers, called the Exclusive PPO provider network. Providers
in this network are called participating providers. You pay less for covered services when you use a participating
provider than when you use a non-participating provider. You can find participating providers in this network at
blueshieldca.com.

Calendar Year Deductibles (CYD)2

A calendar year deductible (CYD) is the amount a member pays each calendar year before Blue Shield pays for
covered services under the benefit plan. Blue Shield pays for some covered services before the calendar year
deductible is met, as noted in the Benefits chart below.

When using a When using a non-
participating participating
provider? provider*
Calendar year medical and pharmacy Individual coverage $4,800 $9,600
deductible
This plan combines medical and pharmacy Family coverage $4,800: individual $9,600: individual
deductibles into one calendar year deductible. $9,600: family $19,300: family
Calendar Year Out-of-Pocket Maximum?
An out-of-pocket maximum is the most a member will pay for covered
services each calendar year. Any exceptions are listed in the Notes
section at the end of this Summary of Benefits. No Lifetime Benefit Maximum
When using a When using a non- Under this benefit plan there is no dollar
participating provider®  participating provider4 limit on the total amount Blue Shield will
Individual  $6,550 $20,000 pa){ for covered services in a member’s
lifetime.
coverage
Family coverage $6,550: individual $20,000: individual
$13,100: family $40,000: family
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Benefitsé

Your payment

When using a

When using a

participating CYD? non-participating CYD?
providerd applies provider* applies
Preventive Health Services” $0 Not covered
Physician services
Primary care office visit 40% v 50% v
Specialist care office visit 40% v 50% v
Physician home visit 40% v 50% v
Phvsici . . .
y.s.|C|an or surgeon services in an outpatient 40% v 50% v
facility
Physician or surgeon services in an inpatient facility 40% v 50% v
Other professional services
Other practitioner office visit 40% v 50% v
Includes nurses, nurse practitioners, and therapists.
Acupuncture services 40% v 50% v

Chiropractic services
Teladoc consultation
Family planning
. Counseling, consulting, and education

. Injectable contraceptive; diaphragm fitting,
intrauterine device (IUD), implantable
contraceptive, and related procedure.

. Tuballigation
. Vasectomy
« Infertility services

Podiatric services

Pregnancy and maternity care’

Physician office visits: prenatal and initial postnatal

Physician services for pregnancy termination

Emergency services and urgent care

Emergency room services

If admitted to the hospital, this payment for
emergency room services does not apply.
Instead, you pay the participating provider
payment under Inpatient facility services/ Hospital
services and stay.

Emergency room physician services
Urgent care physician services

Ambulance services

Not covered
40%

$0

$0

$0
40%
Not covered
40%

$0
40%

40%

$0
40%
40%

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered
50%

50%
50%

40%

$0
50%
40%
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Benefitsé

Your payment

When using a
participating

When using a
participating

providerd providerd
Outpatient facility services
50% up to
$300/day
Ambulatory surgery center 40% plus 100% of
additional
charges
50% up to
$500/day
Outpatient department of a hospital: surgery 40% plus 100% of
additional
charges
50% up to
Outpatient department of a hospital: treatment of $500/day
illness or injury, radiation therapy, chemotherapy, 40% plus 100% of
and necessary supplies additional
charges
Inpatient facility services
50% up to
$500/day
Hospital services and stay 40% plus 100% of
additional
charges
Transplant services
This payment is for all covered transplants except
tissue and kidney. For tissue and kidney transplant
services, the payment for Inpatient facility
services/ Hospital services and stay applies.
. Special transplant facility inpatient services 40% Not covered
. Physician inpatient services 40% Not covered
Bariatric surgery services, designated California
counties
This payment is for bariatric surgery services for
residents of designated California counties. For
bariatric surgery services for residents of non-
designated California counties, the payments for
Inpatient facility services/ Hospital services and stay
and Physician inpatient and surgery services apply for
inpatient services; or, if provided on an outpatient
basis, the Outpatient facility services and Outpatient
physician services payments apply.
Inpatient facility services 40% Not covered
Outpatient facility services 40% Not covered
Physician services 40% Not covered
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Benefitsé

Your payment

When using a When using a
participating participating
providerd providerd
Diagnostic x-ray, imaging, pathology, and laboratory
services
This payment is for covered services that are
diagnostic, non-preventive health services, and
diagnostic radiological procedures, such as CT scans,
MRIs, MRAs, and PET scans. For the payments for
covered services that are considered Preventive
Health Services, see Preventive Health Services.
Laboratory services
Includes diagnostic Papanicolaou (Pap) test.
. Laboratory center 40% v 50% v
50% up to
$500/day
. Outpatient department of a hospital 40% v plus 100% of v
additional
charges
. California Prenatal Screening Program $0 $0
X-ray and imaging services
Includes diagnostic mammography.
. Outpatient radiology center 40% v 50% v
50% up to
$500/day
. Outpatient department of a hospital 40% v plus 100% of v
additional
charges
Other outpatient diagnostic testing
Testing to diagnose illness or injury such as
vestibular function tests, EKG, ECG, cardiac
monitoring, non-invasive vascular studies, sleep
medicine testing, muscle and range of motion
tests, EEG, and EMG.
. Office location 40% v 50% v
50% up to
$500/day
. Outpatient department of a hospital 40% v plus 100% of v
additional
charges
Radiological and nuclear imaging services
50% up to
$300/day
. Outpatient radiology center 40% v plus 100% of v
additional
charges

A46210-HDHP (1/18)

blueshieldca.com



Benefitsé

Your payment

When using a When using a
participating participating
providerd providerd
50% up to
$500/day
. Outpatient department of a hospital 40% v plus 100% of v
additional
charges
Rehabilitation and habilitative services
Includes physical therapy, occupational therapy,
respiratory therapy, and speech therapy services.
There is no visit limit for rehabilitation or habilitative
services.
Office location 40% v 50% v
50% up to
$500/day
Outpatient department of a hospital 40% v plus 100% of v
additional
charges
Durable medical equipment (DME)
DME 40% v 50% v
Breast pump $0 Not covered
Orthotic equipment and devices 40% v 50% v
Prosthetic equipment and devices 40% v 50% v
Home health services
Up to 100 visits per member, per calendar year, by
a home health care agency. All visits count
towards the limit, including visits during any
applicable deductible period, except hemophilia
and home infusion nursing visits.
Home health agency services 40% v Not covered
Includes home visits by a nurse, home health aide,
medical social worker, physical therapist, speech
therapist, or occupational therapist.
Home visits by an infusion nurse 40% v Not covered
Home health medical supplies 40% v Not covered
Home infusion agency services 40% v Not covered
Hemophilia home infusion services 40% v Not covered
Includes blood factor products.
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Benefitsé

Your payment

When using a
participating

When using a
participating

providerd providerd
Skilled nursing facility (SNF) services
Up to 100 days per member, per benefit period,
except when provided as part of a hospice program.
All days count towards the limit, including days during
any applicable deductible period and days in
different SNFs during the calendar year.

Freestanding SNF 40% 40%
50% up to
$500/day

Hospital-based SNF 40% plus 100% of
additional

charges
Hospice program services $0 Not covered
Includes pre-hospice consultation, routine home care,
24-hour continuous home care, short-term inpatient
care for pain and symptom management, and
inpatient respite care.
Other services and supplies
Diabetes care services
. Devices, equipment, and supplies 40% 50%
. Self-management training $0 50%
50% up to
$300/day

Dialysis services 40% plus 100% of
additional

charges

PKU product formulas and special food products 40% 40%

Allergy serum 40% 50%
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Mental Health and Substance Use Disorder Benefits

Your payment

) i When using a
Mental health and substance use disorder benefits are

When using a

ided th h Blue Shield' tal health i MHSA MHSA non-
p:;w', ? roul\?lHSAue I€ld’s mental health services participating CYD? participating CYD?
administrator ( )- providerd applies provider* applies
Outpatient services
Office visit, including physician office visit 40% v 50% v
Other outpatient services, including intensive
outpatient care, behavioral health treatment for
pervasive developmental disorder or autism in an 40% v 50% v
office setting, home, or other non-institutional facility
setting, and office-based opioid treatment
50% up to
$500/day
Partial hospitalization program 40% v plus 100% of v
additional
charges
50% up to
$500/day
Psychological testing 40% v plus 100% of v
additional
charges
Inpatient services
Physician inpatient services 40% v 50% v
50% up to
$500/day
Hospital services 40% v plus 100% of v
additional
charges
50% up to
$500/day
Residential care 40% v plus 100% of v
additional
charges
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Prescription Drug Benefitss.®

Your payment

When using a
participating
pharmacy?

CYD?
applies

When using a
non-participating
pharmacy*

CYD?
applies

Retail pharmacy prescription drugs

Per prescription, up to a 30-day supply.

Tier 1 drugs

Tier 2 drugs

Tier 3 drugs

Tier 4 drugs (excluding specialty drugs)
Contraceptive drugs and devices

Mail service pharmacy prescription drugs

Per prescription, up to a 90-day supply.

Tier 1 drugs

Tier 2 drugs

Tier 3 drugs

Tier 4 drugs (excluding specialty drugs)

Contraceptive drugs and devices

Specialty drugs

Per prescription. Specialty drugs are covered at tier 4
and only when dispensed by a network specialty
pharmacy. Specialty drugs from non-participating
pharmacies are not covered except in emergency

situations.

Oral anticancer drugs

Per prescription, up to a 30-day supply.

40% up to $500/
prescription

40% up to $500/
prescription

40% up to $500/
prescription

40% up to $500/
prescription

$0

40% up to $1500/
prescription

40% up to $1500/
prescription

40% up to $1500/
prescription
40% up to $1500/
prescription

$0

40% up to $500/
prescription

40% up to $200/
prescription

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered
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Pediatric Benefits

Your payment

Pediatric benefits are available through the end of the

When using a

When using a

. . participating CYD? non-participating CYD?
month in which the member turns 19. dentist3 applies dentisté applies
Pediatric dentall®
Diagnostic and preventive services
. Oralexam $0 10%
. Preventive - cleaning $0 10%
. Preventive - x-ray $0 10%
. Sealants per tooth $0 10%
. Topical fluoride application $0 10%
. Space maintainers - fixed $0 10%
Basic services
. Restorative procedures 20% 30%
. Periodontal maintenance 20% 30%
Major services
. Oral surgery 50% 50%
. Endodontics 50% 50%
. Periodontics (other than maintenance) 50% 50%
. Crowns and casts 50% 50%
« Prosthodontics 50% 50%
Orthodontics (medically necessary) 50% 50%
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Pediatric Benefits

Your payment

Pediatric benefits are available through the end of the

When using a

When using a

th in which th ber t 19 participating CYD? non-participating CYD?
month in which the membertums 19. provider? applies provider* applies
Pediatric vision!!
Comprehensive eye examination
One exam per calendar year.
$0 up to $30
L plus 100% of
. Ophthalmologic visit $0 additional
charges
$0 up to $30
S plus 100% of
. Optometric visit $0 additional
charges
Eyewear/materials
One eyeglass frame and eyeglass lenses, or
contact lenses instead of eyeglasses, up to the
benefit per calendar year. Any exceptions are
noted below.
. Contact lenses
$0 up to $225
Non-elective (medically necessary) - hard or $0 plus 100% of
soft additional
charges
Up to two pairs per eye per calendar year.
Elective (cosmetic/convenience)
$0 up to $75
0,
Standard and non-standard, hard $0 plus 1.0.04 of
additional
charges
Up to a 3 month supply for each eye per
calendar year based on lenses selected.
$0 up to $75
0,
Standard and non-standard, soft $0 plus 1.0.04 of
additional
charges
Up to a 6 month supply for each eye per
calendar year based on lenses selected.
. Eyeglass frames
$0 up to $40
0,
Collection frames $0 plus 1.0.0/0 of
additional
charges
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Pediatric Benefits

Your payment

Pediatric benefits are available through the end of the

When using a

When using a

th in which th ber t 19 participating CYD? non-participating CYD?
month in whic € membertums 1. providerd applies provider4 applies
$0 up to $150 $0 up to $40
i . plus 100% of plus 100% of
Non-collection frames additional additional
charges charges
. Eyeglass lenses
Lenses include choice of glass or plastic
lenses, all lens powers (single vision, bifocal,
trifocal, lenticular), fashion or gradient tint,
scratch coating, oversized, and glass-grey
#3 prescription sunglasses.
$0 up to $25
. - plus 100% of
Single vision $0 additional
charges
$0 up to $35
0,
Lined bifocal $0 plus 100% of
additional
charges
$0 up to $45
0,
Lined trifocal $0 plus 1.0.0/0 of
additional
charges
$0 up to $45
. plus 100% of
Lenticular $0 additional
charges
Optional eyeglass lenses and treatments
. Ultraviolet protective coating (standard only) $0 Not covered
. Polycarbonate lenses $0 Not covered
. Standard progressive lenses $0 Not covered
. Premium progressive lenses $95 Not covered
. Anti-reflective lens coating (standard only) $35 Not covered
. Photochromic - glass lenses $25 Not covered
. Photochromic - plastic lenses $0 Not covered
. Highindex lenses $30 Not covered
. Polarized lenses $45 Not covered
Low vision testing and equipment
. Comprehensive low vision exam $0 Not covered
Once every 5 calendar years.
« Low vision devices $0 Not covered
One aid per calendar year.
Diabetes management referral $0 Not covered
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Prior Authorization

The following are some frequently-utilized benefits that require prior authorization:

¢ Radiological and nuclear imaging services ¢ Mental health services, except outpatient office
Visits
e Inpatient facility services e Hospice program services
e Home health services from non-participating e Some prescription drugs (see
providers blueshieldca.com/pharmacy)

e Pediatric vision non-elective contact lenses
and low vision testing and equipment

Please review the Evidence of Coverage for more about benefits that require prior authorization.

Notes

1

Evidence of Coverage (EOC):

The Evidence of Coverage (EOC) describes the benefits, limitations, and exclusions that apply to coverage under this
benefit plan. Please review the EOC for more details of coverage outlined in this Summary of Benefits. You can request
a copy of the EOC at any time.

Defined terms are in the EOC. Refer to the EOC for an explanation of the terms used in this Summary of Benefits.

Calendar Year Deductible (CYD):

Calendar Year Deductible explained. A deductible is the amount you pay each calendar year before Blue Shield
pays for Covered Services under the benefit plan.

If this benefit plan has any Calendar Year Deductible(s), Covered Services subject to that Deductible are identified
with a check mark (v ) in the Benefits chart above.

Covered Services not subject to the Calendar Year combined medical and pharmacy Deductible. Some Covered
Services received from Participating Providers are paid by Blue Shield before you meet any Calendar Year combined
medical and pharmacy Deductible. These Covered Services do not have a check mark (v ) next to them in the “CYD
applies” column in the Benefits chart above.

Essential health benefits count towards the Calendar Year Deductible.

This benefit plan has separate Deductibles for:

. Participating Provider Deductible and Non-Participating Provider Deductible

Family coverage has an individual Deductible within the family Deductible. This means that the Deductible will be met
for an individual who meets the individual Deductible prior to the family meeting the family Deductible within a
Calendar Year.

Using Participating Providers:

Participating Providers have a contract to provide health care services to Members. When you receive Covered
Services from a Participating Provider, you are only responsible for the Copayment or Coinsurance, once any Calendar
Year Deductible has been met.

Your payment for services from “Other Providers.” You will pay the Copayment or Coinsurance applicable to
Participating Providers for Covered Services received from Other Providers. However, Other Providers do not have a
contract to provide health care services to Members and so are not Participating Providers. Therefore, you will also
pay all charges above the Allowable Amount. This out-of-pocket expense can be significant.
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Notes

4

Using Non-Participating Providers:

Non-Participating Providers do not have a contract to provide health care services to Members. When you receive
Covered Services from a Non-Participating Provider, you are responsible for both:

. the Copayment or Coinsurance (once any Calendar Year Deductible has been met), and
. any charges above the Allowable Amount (which can be significant).

“Allowable Amount” is defined in the EOC. In addition:

. Any Coinsurance is determined from the Allowable Amount.

. Any charges above the Allowable Amount are not covered, do not count towards the Out-of-Pocket
Maximum, and are your responsibility for payment to the provider. This out-of-pocket expense can be
significant.

. Some Benefits from Non-Participating Providers have the Allowable Amount listed in the Benefits chart as a
specific dollar ($) amount. You are responsible for any charges above the Allowable Amount, whether or not
an amount is listed in the Benefits chart.

Calendar Year Out-of-Pocket Maximum (OOPM):

Your payment after you reach the calendar year OOPM. You will continue to be responsible for Copayments or
Coinsurance for the following Covered Services after the Calendar Year Out-of-Pocket Maximum is met:

. bariatric surgery: additional covered travel expenses for bariatric surgery
. dialysis center benefits: dialysis services from a Non-Participating Provider
. benefit maximum: charges for services after any benefit limit is reached

Essential health benefits count towards the OOPM.

Any Deductibles count towards the OOPM. Any amounts you pay that count towards the medical Calendar Year
Deductible also count towards the Calendar Year Out-of-Pocket Maximum.

This benefit plan has a separate Participating Provider OOPM and Non-Participating Provider OOPM.

Family coverage has an individual OOPM within the family OOPM. This means that the OOPM will be met for an
individual who meets the individual OOPM prior to the family meeting the family OOPM within a Calendar Year.

Separate Member Payments When Multiple Covered Services are Received:

Each time you receive multiple Covered Services, you might have separate payments (Copayment or Coinsurance)
for each service. When this happens, you may be responsible for multiple Copayments or Coinsurance. For example,
you may owe an office visit Copayment in addition to an allergy serum Copayment when you visit the doctor for an
allergy shot.

Preventive Health Services:

If you only receive Preventive Health Services during a physician office visit, there is no Copayment or Coinsurance for
the visit. If you receive both Preventive Health Services and other Covered Services during the physician office visit,
you may have a Copayment or Coinsurance for the visit.
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Notes

8

10

11

Outpatient Prescription Drug Coverage:
Medicare Part D-non-creditable coverage-

This benefit plan’s prescription drug coverage provides less coverage on average than the standard benefit set by
the federal government for Medicare Part D (also called non-creditable coverage). It is important to know that
generally you may only enroll in a Part D plan from October 15th through December 7th of each year. If you do not
enroll when first eligible, you may be subject to payment of higher Part D premiums when you enroll at a later date.
For more information about drug coverage, call the Customer Services telephone number on your Member
identification card, Monday through Thursday, 8 a.m. to 5 p.m., or Friday 9 a.m. to 5 p.m.

Outpatient Prescription Drug Coverage:

Brand Drug coverage when a Generic Drug is available. If you, the Physician, or Health Care Provider, select a Brand
Drug when a Generic Drug equivalent is available, you are responsible for the difference between the cost to Blue
Shield for the Brand Drug and its Generic Drug equivalent plus any applicable Drug tier Copayment or Coinsurance.
This difference in cost will not count towards any Calendar Year pharmacy Deductible, medical Deductible, or the
Calendar Year Out-of-Pocket Maximum.

Request for Medical Necessity Review. If you or your Physician believes a Brand Drug is Medically Necessary, either
person may request a Medical Necessity Review. If approved, the Brand Drug will be covered at the applicable Drug
tier Member payment.

Short-Cycle Specialty Drug program. This program allows initial prescriptions for select Specialty Drugs to be filled for a
15-day supply. When this occurs, the Copayment or Coinsurance will be pro-rated.

Pediatric Dental Coverage:

Pediatric dental benefits are provided through Blue Shield’s Dental Plan Administrator (DPA).

Orthodontic Covered Services. The Copayment or Coinsurance for Medically Necessary orthodontic Covered Services
applies to a course of treatment even if it extends beyond a Calendar Year. This applies as long as the Member remains
enrolled in the Plan.

Pediatric Vision Coverage:

Pediatric vision benefits are provided through Blue Shield’s Vision Plan Administrator (VPA).

Covered Services from Non-Participating Providers. There is no Copayment or Coinsurance up to the listed Allowable
Amount. You pay all charges above the Allowable Amount.

Coverage for frames. If frames are selected that are more expensive than the Allowable Amount established for
frames under this Benefit, you pay the difference between the Allowable Amount and the provider’s charge.

“Collection frames” are covered with no member payment from Participating Providers. Retail chain Participating
Providers do not usually display the frames as “collection,” but a comparable selection of frames is maintained.

“Non-collection frames” are covered up to an Allowable Amount of $150; however, if the Participating Provider
uses:

. wholesale pricing, then the Allowable Amount will be up to $99.06.
. warehouse pricing, then the Allowable Amount will be up to $103.64.

Participating Providers using wholesale pricing are identified in the provider directory.

Benefit Plans may be modified to ensure compliance with State and Federal requirements.
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blue @ of california

Notice Informing Individuals about Nondiscrimination
and Accessibility Requirements

Discrimination is against the law

Blue Shield of California complies with applicable federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability or sex. Blue Shield of
California does not exclude people or treat them differently because of race, color, national
origin, age, disability or sex.

Blue Shield of California:

e Provides aids and services aft no cost to people with disabilities o communicate effectively
with us such as:

- Quadlified sign language interpreters

- Written information in other formats (including large print, audio, accessible electronic
formats and other formats)

* Provides language services at no cost to people whose primary language is not English such as:

- Qualified interpreters
- Information written in other languages

If you need these services, contact the Blue Shield of California Civil Rights Coordinator.

If you believe that Blue Shield of California 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:

Blue Shield of California

Civil Rights Coordinator

P.O. Box 629007

El Dorado Hills, CA 95762-9007

Phone: (844) 831-4133 (TTY: 711)
Fax: (916) 350-7405
Email: BlueShieldCivilRightsCoordinator@blueshieldca.com

You can file a grievance in person or by mail, fax or email. If you need help filing a grievance,
our Civil Rights Coordinator is available to help you.

Blue Shield of California
50 Beale Street, San Francisco, CA 94105

blueshieldca.com
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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, DC 20201

(800) 368-1019; TTY: (800) 537-7697

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

IMPORTANT: Can you read this letter? If not, we can have somebody help you read it.

You may also be able to get this letter written in your language. For help at no cost, please
call right away at the Member/Customer Service telephone number on the back of your
Blue Shield ID card, or (866) 346-7198.

IMPORTANTE: ;Puede leer esta carta? Si no, podemos hacer que alguien le ayude a leerla.
También puede recibir esta carta en su idioma. Para ayuda sin cargo, por favor llame
inmediatamente al teléfono de Servicios al miembro/cliente que se encuentra al reverso de
su tarjeta de identificacion de Blue Shield o al (866) 346-7198. (Spanish)

ETEY ; CEEEEHEIE ? MERE:  RATUBARLEE - S80I BCAENESER
- MBGEEE) - BT B FIE/EABIue Shield IDESE FH B88/2 FRIEMUEE - siBERIT
E:E (866) 346-7198 - (Chinese)

QUAN TRONG: Quy vi c6 thé doc la thw nay khdng? Néu khong, chung téi co thé nhé ngudi gidp quy
vi doc thw. Quy vi cling c6 thé nhan la thw nay dwoc viét bang ngdn ngir cia quy vi. D& duoc hé tro
mién phi, vui 1dng goi ngay dén Ban Dich vu Héi vién/Khach hang theo sé & mét sau thé ID Blue Shield
clia quy vi hoac theo sb (866) 346-7198. (Vietnamese)

MAHALAGA: Nababasa mo ba ang sulat na ito? Kung hindi, maari kaming kumuha ng
isang tao upang matulungan ka upang mabasa ito. Maari ka ring makakuha ng sulat na
ito na nakasulat sa iyong wika. Para sa libreng tulong, mangyaring tumawag kaagad sa
numerong telepono ng Miyembro/Customer Service sa likod ng iyong Blue Shield ID kard,
0 (866) 346-7198. (Tagalog)

Baa’ akohwiindzindooigi: Dii naaltsoosish yiinilta’go biinighah? Doo biinighahg6 éi, naaltsoos nich’{’
yiidoottahigii ta’ nihee hol¢. Dii naaltsoos atdd’ t’a4 Diné k’ehji adoolniit ninizingo biighah. Doo baah ilinigd
shikd’ adoowol ninizing6 nihich’{’ béésh bee hodiilnih d66 ndmboo éi dii Blue Shield bee néiho’dilzinigi
bine’déé’ bikaa’ éi doodago éi (866) 346-7198 ji’ hodiilnih. (Navajo)
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YULBINC . Yupnnqubnid & 'p Jupnuy wyu bwdwlp: Bpb ny, wyw dkip Joqubip dkq: dnip whwp k
twl jupnnutiup vnwbtu) wyu twdwlp dkp (Eqyny: Ownwynipjniut w&wp b vunpnud Gup
wblhpwybu quuquhwpt) Zwdwpnppubph vyuwuwpuwb puduh hkpwhimuwhwdwpny, npp tpdws k
&tn Blue Shield ID pupwnp kunitih dwuntd, Jud (866) 346-7198 hwudwpny: (Armenian)

BAXHO: He moxeTe npoyecTb gaHHOE NMCbMO? Mbl NOMOXKEM BaM, eC/in HeobXoANMO. Bbl TakKe moxKeTe
NO/IlY4MTb 3TO MMCbMO HaMMCaHHOE Ha Ballem POAHOM f3blke. [103BoHMTe B CAyKBY KAMEHTCKOW/Y1eHCKOoM
noAAepKKM NpAMo ceiyac no tenedoHy, ykasaHHOMY c3aamM MaeHTUdMKaLMoHHOM KapTbl Blue Shield, naum no
TenedpoHy (866) 346-7198, n Bam nomoryT coBeplieHHo 6ecnaaTHo. (Russian)

HE . BRI, ZOTFREROIENTEETN? b Lt 2 ENTERWEEA, B, B
75:"%1‘ I\ffék%%iﬁab\tbiﬁ“ Flo. BEBRONERE CEIN-FREBEVTHZ LA
S, RO AR — N EHREIN DA, Blue Shield IDF — ROEFICFHIH SN TWDIRE/BE
%ﬁ*t ADEEE T, FT21X. (866)346-7198IZ K ERE BT <&V, (Japanese)
mﬁf@; ?MJ\)soum\ﬁmm_&sd\f\Ju_useu\y‘f‘_u\g_muuuu)swm)u\Juuw\my@u 1aga
Jaﬁwshajm@)kj\;ﬁ}u)su}mw‘UIS\_‘\)J\.AS;&LUJ@\} € il 5 U A by A ) ael ) g3 4l
28 el (5 jiie/liac | Ciladd 1 (866) 346-7198 (ilie jlad (3askh ) L 5 sl sad & 53 (i Blue Shield (oulid & )\S
(Persian)

HI3YIS: ot 3T A U39 § ug Ao I? A adl 3 oA & ugs feg Hee S8 il fan fanast e ysa a9
Ao | 3T fag U39 winust 3 feg Bfmir Ifen € Uz 59 AR J1 Y3 9 Hee U3 596 88 3973
Blue Shield ID g3 & g &3 Hug/arcHa Agfer 2Hies &89 3, 7 (866) 346-7198 3 'S aJ| (Punjabi)

UM 2 1S SINGIHESIS: SIRIUIS? 1I0ESHGIS IDRMGEIANWHASRAMIINSH
EMIS HRAMTGSSUNSUSMSIMMANIUNIHARETR iU SWIENUS S S &g
UEIWTIgINMUISIM SIS grigiun e S/A/HE SN ST U SISTUTS RO IEN Blue Shield
TUNIHM UFMBIW:1ue (866) 346-7198% (Khmer)

\Mécd};a;.“é\bgu\ct\;ﬁdﬁ M;\Jﬂ@dmwuumjha;\h.\sau$Mc\)ﬂ¢£§uﬂﬁju\e&_ﬁw\ \.JA b;\)ﬁc.\l:ﬂuﬁ& e@.d‘
sl e o saall sliae 9T aaf/sSlaall axd Cila ) e oY1 JLad¥) o S o g saebual) o J geanll @lial i 5ia cilladl)

(Arabic).(866) 346-7198 & e i Blue Shield 4 sel) 48y (pe Al

TSEEM CEEB: Koj pos tuaj yeem nyeem tau tsab ntawv no? Yog hais tias nyeem tsis tau, peb tuaj yeem nrhiav ib
tug neeg los pab nyeem nws rau koj. Tej zaum koj kuj yuav tau txais muab tsab ntawv no sau ua koj hom lus. Rau
kev pab txhais dawb, thov hu kiag rau tus xov tooj Kev Pab Cuam Tub Koom Xeeb/Tub Lag Luam uas nyob rau
sab nraum nrob gaum ntawm koj daim npav Blue Shield ID, los yog hu rau tus xov tooj (866) 346-7198.
(Hmong)

o e LT RN M o . ve Ma oo o
dran: audwaninpatuilaniali minlald Tusevaanuivangamld aueraldivaaminatviidummasnm

windaamannatioinialanlifienldte lsedaderhousnagnd/aungnmavesinsdwiiludaslszéda Blue Shield vasgm wialns

(866) 346-7198 (Thaii)

HETYUT: FAT AT $H TF 1 IG Thl 62 ATE 6T, Al 6 38 UG 3 HTIHI HAGE & [l T cafard &1 yaer
T Tl & | 31T T T T 3TTiY HTST H 38 IToe T Tl & | - 2ok FHerg gred et o foIT 379 Blue Shield
ID T8 & NI T I AsR/FeeaR afdy Tlpia A«), a1

(866) 346-7198 TX dhicT Y| (Hindli)

blue @ of california blueshieldca.com
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