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Deductible  In-Network  Out -of -Network  

The In-Network and Out-of-Network Deductibles are separate and cannot be combined. 
 
When the Deductible applies, you must pay it before benefits begin.  See the sections below to find out 
when the Deductible applies. 
 
Copayments and Coinsurance are separate from and do not apply to the Deductible.  

 

Coinsurance  In-Network  Out -of -Network  

Plan Pays 80% 60% 

Member Pays 20% 40% 

Reminder: Your Coinsurance will be based on the Maximum Allowed Amount.  Except for Surprise 
Billing Claims, if you use an Out-of-Network Provider, you may have to pay Coinsurance plus the 
difference between the Out-of-Network Provider’s billed charge and the Maximum Allowed Amount. 
 
Note: The Coinsurance listed above may not apply to all benefits, and some benefits may have a 
different Coinsurance.  Please see the rest of this Schedule for details. 

 

Out-of -Pocket Limit    In-Network  Out -of -Network  

Per Member $4,500 $9,000 

Per Family – All other Members combined $9,000 $18,000 

The Out-of-Pocket Limit 
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In these cases you should determine where you will receive the service (i.e., in a doctor’s office, at an 
outpatient hospital facility, etc.) and look up that location to find out which cost share will apply.  For 
example, you might get physical therapy in a doctor’s office, an outpatient hospital facility, or during an 
inpatient hospital stay.   For services in the office, look up “Office Visits.”  For services in the outpatient 
department of a hospital, look up “Outpatient Facility Services.”  For services during an inp
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Benefits  In-Network  Out -of -Network  
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Benefits  In-Network  Out -of -Network  

-  
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Benefits  In-Network  Out -of -Network  

   

Radiation Therapy  See “Therapy Services.” 

   

Rehabilitation Services  Benefits are based on the setting in which 
Covered Services are received. 

 
See “Inpatient Services” and “Therapy 

Services” for details on Benefit Maximums. 

   

Respiratory Therapy  See “Therapy Services.” 

  

Skilled Nursing Facility  See “Inpatient Services.” 

   

Speech Therapy  See “Therapy Services.” 

   

Surgery  
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Benefits  In-Network  Out
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Covered Transplant Procedure during the 
Transplant Benefit Period  

In-
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How Your Plan Works  
 
Introduction 
 
Your Plan is a PPO plan.  The Plan has two sets of benefits:  In-Network and Out-of-Network.  If you 
choose an In-Network Provider, you will pay less in Out-of-Pocket costs, such as Copayments, 
Deductibles, and Coinsurance.  If you use an Out-of-Network Provider, you will have to pay more Out-of-
Pocket costs.  
 
To find an In-Network Provider for this Plan, please see “How to Find a Provider in the Network,” later in 
this section. 
 
In-Network Services  
 
When you use an In-Network Provider or get care as part of an Authorized Service, Covered Services will 
be covered at the In-Network level.   
 
If you receive Covered Services from an Out-of-Network Provider after we failed to provide you with 
accurate information in our Provider Directory, or after we failed to respond to your telephone or web-
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Identification Card  
 
We will give an Identification Card to each Member enrolled in the Plan.  When you get 
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Getting  Approval for Benefits  
 
Your Plan includes the process of Utilization Review to decide when services are Medically Necessary or 
Experimental/Investigational as those terms are defined in this Booklet.  Utilization Review aids the 
delivery of cost-effective health care by reviewing the use of treatments and, when proper, level of care 
and/or the setting or place of service that they are performed.   

Reviewing Where Services Are Provided  
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Provider Network 
Status  

Responsibility to 
Get Precertification  

Comments  

precertification for all Inpatient 
Admissions.  

NOTE:  For an Emergency Care admission, precertification is not required.  However,  you, your 
authorized representative or Doctor must tell us within 48 hours of the admission or as soon as 
possible within a reasonable period of time.  
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Type of Review  
 

Timeframe Requirement for Decision and 
Notification  
 

 
Non-urgent Continued/Concurrent Stay 
Review for ongoing outpatient treatment 
 

2 business days from the receipt of request 

Post-Service Review 2 business days from the receipt of request 
 
If more information is needed to make our decision, we will tell the requesting Provider of the specific 
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In addition, we may assist in coordinating care with existing community-based programs and services to 
meet your needs.  This may include giving you information about external agencies and community-
based programs and services.  
 
In certain cases of severe or chronic illness or injury, the Plan may provide benefits for alternate care that 
is not listed as a Covered Service.   The Plan may also extend Covered Services beyond the Benefit 
Maximums of this Plan.  We will make any recommendation of alternate or extended benefits to the Plan 
on a case-by-case basis, if in our discretion the alternate or extended benefit is in the best interest of the 
you and the Plan and you or your authorized representative agree to the alternate or extended benefit in 
writing.  A decision to provide extended benefits or approve alternate care in one case does not obligate 
the Plan to provide the same benefits again to you or to any other Member.  The Plan reserves the right, 
at any time, to alter or stop providing extended benefits or approving alternate care.  In such case, we will 
notify you or your authorized representative in writing. 
 
Acute Care at Home Programs  
 
The Claims Administrator has programs available that offer acute care to Members where they live as an 
alternative to staying in a Facility, when the Member’s condition and the Covered Services to be 
delivered, are appropriate for the home setting.  The Plan refers to these programs as Acute Care at 
Home Programs.  These programs provide care for active, short-term treatment of a severe injury or 
episode of illness, an urgent medical condition, or during recovery from surgery. Acute care services are 
generally delivered by teams of health care Providers from a range of medical and surgical specialties. 
The Acute Care at Home Programs are separate from the Plan’s Home Care Services benefit, are only 
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What’s Covered  
 
This section describes the Covered Services available under your Plan.  Covered Services are subject to 
all the terms and conditions listed in this Booklet, including, but not limited to, Benefit Maximums, 
Deductibles, Copayments, Coinsurance, Exclusions and Medical Necessity requirements.  Please read 
the “Schedule of Benefits” for details on the amounts you must pay for Covered Services and for details 
on any Benefit Maximums.  Also be sure to read “How Your Plan Works” for more information on your 
Plan’s rules.  Read the “What’s Not Covered” section for more important details on Excluded Services. 
 
Your benefits are described below.  Benefits are listed alphabetically to make them easy to find.  Please 
note that several sections may apply to your claims. For example, if you have surgery, benefits for your 
Hospital stay will be described under “Inpatient Hospital Care” and benefits for your Doctor’s services will 
be described under “Inpatient Professional Services”.  As a result, you should read all sections that might 
apply to your claims.    
 
You should also know 
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Benefits include purchase-only equipment and devices (e.g., crutches and customized equipment), 
purchase or rent-to-purchase equipment and devices (e.g., Hospital beds and wheelchairs), and 
continuous rental equipment and devices (e.g., oxygen c
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controls pain and relieves symptoms 
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As decided by the Plan, any Medically Necessary human solid organ, tissue, and stem cell / bone marrow 
transplants and infusions including necessary acquisition procedures, mobilization, collection and 
storage.  It also includes Medically Necessary myeloa
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Network Provider is used if you fill out a Continuation of Care Request Form and send it to us.  Covered 
Services will include the obstetrical care given by that Provider through the end of the pregnancy and the 
immediate post-partum period. 
 
Important Note About Maternity Admissions: Under federal law, the Plan may not limit benefits for any 
Hospital length of stay for childbirth for the mother or newborn to less than 48 hours after vaginal birth, or 
less than 96 hours after a cesarean section (C-section).  However, federal law as a rule does not stop the 
mother’s or newborn’s attending Provider, after consulting with the mother, from discharging the mother 
or her newborn earlier than 48 hours, or 96 hours, as applicable.  In any case, as provided by federal law, 
the Plan may not require a Provider to get authorization from us before prescribing a length of stay which 
is not more than 48 hours for a vaginal birth or 96 hours after a C-section.  
 
In addition, coverage is provided for an examination given at the earliest feasible time to your newborn 
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Physical Therapy 
 
Please see “Therapy Services” later in this section. 
 
Preventive Care  
 
Preventive care includes screenings and other services for adults and children.  All recommended 
preventive services will be covered as required by the Affordable Care Act (ACA) and applicable state 
law. This means many preventive care services are covered with no Deductible, Copayments or 
Coinsurance when you use an In-Network Provider.  
 
Certain benefits for Members who have current symptoms or a diagnosed health problem may be 
covered under the “Diagnostic Services” benefit instead of this benefit, if the coverage does not fall within 
the state or ACA-recommended preventive services.  
 
Covered Services fall under the following broad groups: 
 
1. Services with an “A” or “B” rating from the United States Preventive Services Task Force.  Examples 

include screenings for:  
 

a. Breast cancer,  
b. Cervical cancer,  
c. Colorectal cancer,  
d. High blood pressure, 
e. Type 2 Diabetes Mellitus, 
f. Cholesterol, 
g. Child and adult obesity.       

 
2. Immunizations for children, adolescents, and adults recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention; 
 
3. Preventive care and screenings for infants, children, and adolescents as listed in the guidelines 

supported by the Health Resources and Services Administration;  
 
4. Preventive care and screening for women as listed in the guidelines supported by the Health 

Resources and Services Administration, including: 
 

a. Women’s contraceptives, sterilization treatments, and counseling. Coverage includes 
contraceptive devices such as diaphragms, intra uterine devices (IUDs), and implants.  

b. Breastfeeding support, supplies, and counseling. Benefits for breast pumps are limited to 1 
pump per pregnancy 

c. Gestational diabetes screening. 
 

5. Preventive care services for smoking cessation and tobacco cessation for Members age 18 and older 
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Covered Services involve a coordinated team approach and several types of treatment, including skilled 
nursing care, physical, occupational, and speech therapy, and services of a social worker or psychologist. 
 
To be Covered Services, rehabilitation services must involve goals you can reach in a reasonable period 
of time.  Benefits will end when treatment is no longer Medically Necessary and you stop progressing 
toward those goals.  
 
Respiratory Therapy  
 
Please see “Therapy Services” later in this section. 
 
Skilled Nursing Facility  
 
When you require Inpatient skilled nursing and related services for convalescent and rehabilitative care, 
Covered Services are available if the Facility is licensed or certified under state law as a Skilled Nursing 
Facility.  Custodial Care is not a Covered Service.   
 
Smoking Cess ation 
 
Please see “Preventive Care” section in this booklet. 
 
Speech Therapy 
 
Please see “Therapy Services” later in this section. 
 
Surgery  
 
Your Plan covers surgical services on an Inpatient or outpatient basis, including office surgeries0b (i)3.1 (n)-12 
/P <</MCID 22 (i)3.117.916t12.9 (ov)-8 ( (er)-6.3 (v)-/TT1 1 Tf
0 Tc 0 Tw 23 1y 0 Tw 23 1y52162 (l)-9 -6.4 (gi)3.1 (c)-8 (a)-12.3 (22 (e)-12.3  -/TT1 1 Tf1ger)-18.M: Tc 0et)-1.1 (.)]TJ
0 0 1hry 
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What’s Not Covered  
  

In this section you will find a review of items that are not covered by your Plan.  Excluded items will not be 
covered even if the service, supply, or equipment is Medically Necessary. This section is only meant to be 
an aid to point out certain items that may be misunderstood as Covered Services.  This section is not 
meant to be a complete list of all the items that are excluded by your Plan.   
 
1) Acts of War, Disasters, or Nuclear Accidents In the event of a major disaster, epidemic, war, or 

other event beyond our control, we will make a good faith effort to give you Covered Services. We will 
not be responsible for any delay or failure to give services due to lack of available Facilities or staff.  

Benefits will not be given for any illness or injury that is a result of war, service in the armed forces, a 
nuclear explosion, nuclear accident, release of nuclear energy, a riot, or civil disobedience.   

2) Administrative Charges  

a) Charges  Charges 
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7) Certain Providers Service you get from Providers that are not licensed by law to provide Covered 
Services as defined in this Booklet.  Examples of non-covered providers include, but are not limited 
to, masseurs or masseuses (massage therapists), and physical therapist technicians. 

8) Charges Not Supported by Medical Records  Charges for services not described in your medical 
records. 

9) Charges  Over the Maximum Allowed Amount Charges over the Maximum Allowed Amount for 
Covered Services except for Surprise Billing Claims as outlined in the “Consolidated Appropriations 
Act of 2021 Notice” in the front of this Booklet. 

10)  Clinical Trial Non -Covered Services Any Investigational drugs or devices, non-health services 
required for you to receive the treatment, the costs of managing the research, or costs that would not 
be a Covered Service under this Plan for non-Investigational treatments. 

11) Clinically -Equivalent Alternatives  Certain Prescription Drugs may not be covered if you could use a 
clinically equivalent Drug, unless required by law.  “Clinically equivalent” means Drugs that for most 
Members, will give you similar results for a disease or condition.  If you have questions about whether 
a certain Drug is covered and which Drugs fall into this group, please call the number on the back of 
your Identification Card, or visit our website at www.anthem.com. 

If you or your Doctor believes you need to use a different Prescription Drug, please have your Doctor 
or pharmacist get in touch with us.  We will cover the other Prescription Drug only if we agree that it is 
Medically Necessary and appropriate over the clinically equivalent Drug.  We will review benefits for 
the Prescription Drug from time to time to make sure the Drug is still Medically Necessary. 

12) Complications of/or Services Related to Non -Covered Services Services, supplies, or treatment 
related to or, for problems directly related to a service that is not covered by this Plan. Directly related 
means that the care took place as a direct result of the non-Covered Service and would not have 
taken place without the non-Covered Service. 

13) Compou nd Drugs Compound Drugs unless all of the ingredients are FDA -approved, require a 
prescription to dispense, and the compound medication is not essentially the same as an FDA-
approved product from a drug manufacturer. Exceptions to non-FDA approved compound ingredients 
may include multi-source, non-proprietary vehicles and/or pharmaceutical adjuvants. 

14) Cosmetic Services Treatments, services, Prescription Drugs, equipment, or supplies given for 
cosmetic services.  Cosmetic services are meant to preserve, change, or improve how you look or 
are given for social reasons.  No benefits are available for surgery or treatments to change the texture 
or look of your skin or to change the size, shape or look of facial or body features (such as your nose, 
eyes, ears, cheeks, chin, chest or breasts). 

This Exclusion does not apply to reconstructive surgery for breast symmetry after a mastectomy and 
surgery to correct birth defects and birth abnormalities. 

15) Court Ordered Testing Court ordered testing or care unless Medically Necessary.   

16) Crime Treatment of an injury or illness that results from a crime you committed, or tried to commit.  
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a) Cleaning and soaking the feet.  

b) Applying skin creams to care for skin tone. 

c) Other services that are given 
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on the Maximum Allowable Amount for a standard item that is a Covered Service, serves the 
same purpose, and is Medically Necessary.  Any expense that exceeds the Maximum Allowable 
Amount for the standard item which is a Covered Service is your responsibility. 

e) Disposable supplies for use in the home such as bandages, gauze, tape, antiseptics, dressings, 
ace-type bandages, and any other supplies, dressings, appliances or devices that are not 
specifically listed as covered in the “What's Covered” section. 

f) Continuous glucose monitoring systems.  
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58) 
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 This Exclusion includes, but is not limited to, commercial weight loss programs (Weight Watchers, 
Jenny Craig, LA Weight Loss) and fasting programs. 

This Exclusion does not apply to weight management programs required under federal law as part of 
the “Preventive Care” benefit. 
 
This Exclusion does not apply to Medically Necessary treatments for morbid obesity if we must cover 
them by law. 

74) Wilderness or other outdoor camps and/or programs.  

 
What’s Not Covered Under Your Prescription Drug Retail or Home Delivery (Mail 
Order) Pharmacy Benefit  
 
In addition to the above Exclusions, certain items are not covered under the Prescription Drug Retail or 
Home Delivery (Mail Order) Pharmacy benefit: 
 
1. Administration Charges Charges for the administration of any Drug except for covered 

immunizations as approved by the Plan or the PBM.  

2. Charges Not Supported by Medical Records  Charges for pharmacy services not related to 
conditions, diagnoses, and/or recommended medications described in your medical records. 

3. Clinical Trial Non -Covered Services Any Investigational drugs or devices, non-health services 
required for you to receive the treatment, the costs of managing the research, or costs that would not 
be a Covered Service under this Plan for non-Investigational treatments. 

4. Clinically -Equivalent Alternatives Certain Prescription Drugs may not be covered if you could use a 
clinically equivalent Drug, unless the Plan must cover the Drug you ask for by law. “Clinically 
equivalent” means Drugs that for most Members, will give you similar results for a disease or 
condition. If you have questions about whether a certain Drug is covered and which Drugs fall into 
this group, please call the number on the back of your Identification Card, or visit our website at 
www.anthem.com  
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OR FOLLOW THE PROCESS DESCRIBED IN “YOUR RIGHT TO APPEAL” DESCRIBED LATER IN 
THIS BOOKLET. 

10. Drugs Over Quantity or Age Limits Drugs which are over any quantity or age limits set by the Plan 
or us.
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studies, the results of which have been published in a peer reviewed professional medical journal 
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Claims Payment  
 
This section describes how the Plan’s claims are reimbursed and what information is needed when you 
submit a claim.  When you receive care from an In-Network Provider, you do not need to file a claim 
because the In-Network Provider will do this for you.  If you receive care from an Out-of-Network Provider, 
you will need to make sure a claim is filed.  Many Out-of-Network Hospitals, 
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Provider Network Status  
 
The Maximum Allowed Amount may vary depending upon whether the Provider is an In-Network Provider 
or an Out-of-Network Provider. 
 
An In-Network Provider is a Provider who is in the managed network for this specific product or in a 
special Center of Medical Excellence/or other closely managed specialty network, or who has a 
participation contract with us.   For Covered Services performed by an In-
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Unlike In-Network Providers, Out-of-Network Providers may send you a bill and collect for the amount of 
the Provider’s charge that exceeds the Maximum Allowed Amount unless your claim involves a Surprise 
Billing Claim.  You are responsible for paying the difference between the Maximum Allowed Amount and 
the amount the Provider charges. This amount can be significant.  Choosing an In-Network Provider will 
likely result in lower out of pocket costs to you. Please call Member Services for help in finding an In-
Network Provider or visit our website at www.anthem.com  
 
Member Services is also available to assist you in determining this Booklet’s Maximum Allowed Amount 
for a particular service from an Out-of-Network Provider.  In order for us to assist you, you will need to 
obtain from your Provider the specific procedure code(s) and diagnosis code(s) for the services the 
Provider will render.  You will also need to know the Provider’s charges to calculate your out of pocket 
responsibility.  Although Member Services can assist you with this pre-service information, the final 
Maximum Allowed Amount for your claim will be based on the actual claim submitted by the Provider. 
 
For Prescription Drugs, the Maximum Allowed Amount is the amount determined by us using Prescription 
Drug cost information provided by the Pharmacy Benefits Manager. 
 
M
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Authorized Services   
 
In some circumstances, such as where there is no In-Network Provider available for the Covered Service, 
we may authorize the In-Network cost share amounts (Deductible, Copayment, and/or Coinsurance) to 
apply to a claim for a Covered Service you receive from an Out-of-Network Provider.  In such 
circumstances, you must contact us in advance of obtaining the Covered Service.  We also may authorize 
the In-Network cost share amounts to apply to a claim for Covered Services if you receive Emergency 
services from an Out-of-Network Provider and are not able to contact us until after the Covered Service is 
rendered.  If we authorize an In-Network cost share amount to apply to a Covered Service received from 
an Out-of-Network Provider, You may also still be liable for the difference between the Maximum Allowed 
Amount and the Out-of-Network Provider’s charge unless your claim involves a Surprise Billing Claim. 
Please contact Member Services for Authorized Services information or to request authorization.  
 
The following are examples for illustrative purposes only; the amounts shown may be different 
than this Booklet’s cost share amounts; see your “Schedule of Benefits” for your applicable 
amounts.  
 
Example:  
You require the services of a specialty Provider; but there is no In-Network Provider for that specialty in 
your state of residence.  You contact us in advance of receiving any Covered Services, and we authorize 
you to go to an available Out-of-Network Provider for that Covered Service and we agree that the In-
Network cost share will apply. 
 
Your Plan has a $45 Copayment for Out-of-Network Providers and a $30 Copayment for In-Network 
Providers for the Covered Service. The Out-of-Network Provider�s charge for this service is $500.  The 
Maximum Allowed Amount is $300. 
 
Because we have authorized the In-Network cost share amount to apply in this situation, you will be 
responsible for the In-Network Copayment of $30 and we will be responsible for the remaining $175 of 
the $300 Maximum Allowed Amount.  
 
Because the Out-of-Network Provider�s charge for this service is $500, you may receive a bill from the 
Out-of-Network Provider for the difference between the $500 charge and the Maximum Allowed Amount 
of $300.  Combined with your In-Network Copayment of $30, your total out of pocket expense would be 
$325. 

Federal/State Taxes/Surcharges/Fee s 

Federal or state laws or regulations may require a surcharge, tax or other fee. If applicable, the Plan will 
include any such surcharge, tax or other fee as part of the claim charge passed on to you. 
 
Claims Review  
 
Anthem has processes to review claims before and after payment to detect fraud, waste, abuse and other 
inappropriate activity.  Members seeking services from Out-of-Network Providers could be balance billed 
by the Out-of-Network Provider for those services that are determined to be not payable as a result of 
these review processes.  A claim may also be determined to be not payable due to a Provider's failure to 
submit medical records with the claims that are under review in these processes. 
 
Notice of Claim  / Claims Forms / Proof of Loss  
 
After you get Covered Services, the Plan must receive written notice of your claim in order for benefits to 
be paid. 
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Payment of Benefits  
 
You authorize the Plan to make payments directly to Providers for Covered Services.   In no event, 
however, shall the Plan’s right to make payments directly to a Provider be deemed to suggest that any 
Provider is a beneficiary with independent claims and appeal rights under the Plan.  The Plan reserves 
the right to make payments directly to you as opposed to any Provider for Covered Service, at its’ 
discretion.  In the event that payment is made directly to you, you have the responsibility to apply this 
payment to the claim 
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Coordination of Benefits When Members Are Covered  Under 
More Than On e Plan 
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When  
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If the covered person is a minor, any amount recovered by the minor, the minor’s trustee, guardian, 
parent, or other representative, shall be subject to this provision.  Likewise, if the covered person’s 
relatives, heirs, and/or assignees make any Recovery because of injuries sustained by the covered 
person, that Recovery shall be subject to this provision.     
 
The Plan is entitled to recover its attorney’s fees and costs incurred in enforcing this provision. 
 
The Plan shall be secondary in coverage to any medical payments provision, no-fault automobile 
insurance policy or personal injury protection policy regardless of any election made by you to the 
contrary.  The Plan shall also be secondary to any excess insurance policy, including, but not limited to, 
school and/or athletic policies. 
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�ƒ Inform Member Services if you have any changes to your name, address or family members covered 
under your Plan. 

 
If you would like more information, have comments, or would like to contact us, please go to anthem.com 
and select Customer Support > Contact Us. Or call the Member Services number on your ID card. 
 
We want to provide high quality customer service to our Members. Benefits and coverage for services 
given under the Plan are governed by the Employer’s Plan and not by this Member Rights and 
Responsibilities statement.  
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Your Right To Appeal  
 
We want your experience with us to be as positive as possible.  There may be times, however, when you 
have a complaint, problem, or question about your Plan or a service you have received.  In those cases, 
please contact Member Services 
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who made the initial determination. A voluntary second-level review will be conducted by an appropriate 
reviewer who did not make the initial determination or the first-level appeal determination and who does 
not work for the person who made the initial determination or first-level appeal determination.  
 
If the denial was based in whole or in part on a medical judgment, including whether the treatment is 
experimental, investigational, or not medically necessary, the reviewer will consult with a health care 
professional who has the appropriate training and experience in the medical field involved in making the 
judgment.  This health care professional will not be one who was consulted in making an earlier 
determination or who works for one who was consulted in making an earlier determination.  
 
Notification o f the Outcome of the Appeal  
 
If you appeal a claim involving urgent/concurrent care , we will notify you of the outcome of the appeal 
as soon as possible, but not later than 72 hours after receipt of your request for appeal.  
 
If you appeal any other pre -service claim , we will notify you of the outcome of the appeal within 30 
days after receipt of your request for appeal. 
 
If you appeal a post- service claim , we will notify you of the outcome of the appeal within 60 days after 
receipt of your request for appeal.   
 
Appeal Denial  
 
If your appeal is denied, that denial will be considered an adverse benefit determination.  The notification 
from the us will include all of the information set forth in the above section entitled “Notice of Adverse 
Benefit Determination.”  
 
If, after our determination that you are appealing, we consider, rely on or generate any new or additional 
evidence in connection with your claim, we will provide you with that new or additional evidence, free of 
charge. We will not base our appeal(s) decision(s) on a new or additional rationale without first providing 
you (free of charge) with, and a reasonable opportunity to respond to, any such new or additional 
rationale. If we fail to follow the appeal procedures outlined under this section the appeals process may 
be deemed exhausted. However, the appeals process will not be deemed exhausted due to minor 
violations that do not cause, and are not likely to cause, prejudice or harm so long as the error was for 
good cause or due to matters beyond our control. 
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Nondiscrimination 
 
No 
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Termination and Continuation of Coverage  
 
Termination  
 
Except as otherwise provided, your coverage may terminate in the following situations:   
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If Your Employer  Offers Retirement Coverage  
 
If you are a retiree under this Plan, filing a proceeding in bankruptcy under Title 11 of the United States 
Code may 
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“Military service” means performance of duty on a voluntary or involuntary basis and includes active duty, 
active duty for training, initial active duty for training, inactive duty training, and full-time National Guard 
duty. 
 
During a military leave covered by USERRA, the law requires employers to continue to give coverage 
under this Plan to its Members.  The coverage provided must be identical to the coverage provided to 
similarly situated, active employees and Dependents.  This means that if the coverage for similarly 
situated, active employees and Dependents is modified, coverage for you (the individual on military leave) 
will be modified.   
 
You may elect to continue to cover yourself and your eligible Dependents by notifying your employer in 
advance and submitting payment of any required contribution for health coverage.  This may include the 
amount the employer normally pays on your behalf.  If your military service is for a period of time less 
than 31 days, you may not be required to pay more than the active Member contribution, if any, for 
continuation of health coverage.  For military leaves of 31 days or more, you may be required to pay up to 
102% of the full cost of coverage, i.e., the employee and employer share. 
 
The amount of time you continue coverage due to USERRA will reduce the amount of time you will be 
eligible to continue coverage under COBRA. 
 
Maximum Period of Coverage During a Military Leave  
 
Continued coverage under USERRA will end on the earlier of the following events: 
 
1. The date you fail to return to work with the Employer following completion of your military leave.  

Subscribers must return to work within: 

a) The first full business day after completing military service, for leaves of 30 days or less.  A 
reasonable amount of travel time will be allowed for returning from such military service. 

b) 14 days after completing military service for leaves of 31 to 180 days, 

c) 90 days after completing military service for leaves of more than 180 days; or 

2. 24 months from the date your leave began. 
 
Reinstatement of Coverage Following a Military Leave  
 
Regardless of whether you continue coverage during your military leave, if you return to work your health 
coverage and that of your eligible Dependents will be reinstated under this Plan if you return within:   
 
1. The first full business day of completing your military service, for leaves of 30 days or less.  A 

reasonable amount of travel time will be allowed for returning from such military service; 

2. 14 days of completing your military service for leaves of 31 to 180 days; or 

3. 90 days of completing your military service for leaves of more than 180 days. 
 
If, due to an illness or injury caused or aggravated by your military service, you cannot return to work 
within the time frames stated above, you may take up to: 
 
1. Two years; or 

2. As soon as reasonably possible if, for reasons beyond your control you cannot return within two years 
because you are recovering from such illness or injury. 
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If your coverage under the Plan is reinstated, all terms and conditions of the Plan will apply to the extent 
that they would have applied if you had not taken military leave and your coverage had been continuous.  
Any Probationary Periods will apply only to the extent that they applied before. 
 
Please note that, regardless of the continuation and/or reinstatement provisions listed above, this Plan 
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General Provisions  

Care Coordination 

The Plan pays In-Network Providers in various ways to provide Covered Services to you.  For example, 
sometimes the Plan may pay In-Network Providers a separate amount for each Covered Service they 
provide.  The Plan may also pay them one amount for all Covered Services related to treatment of a 
medical condition.  Other times, the Plan may pay a periodic, fixed pre-determined amount to cover the 
costs of Covered Services. In addition, the Plan may pay In-Network Providers financial incentives or 
other amounts to help improve quality of care and/or promote the delivery of health care services in a 
cost-efficient manner, or compensate In-Network Providers for coordination of Member care.  In some 
instances, In-Network Providers may be required to make payment to us because they did not meet 
certain standards.  You do not share in any payments made by In-Network Providers to us under these 
programs.   
 
Clerical Error 
 
A clerical error will never disturb or affect your coverage, as long as your coverage is valid under the rules 
of the Plan.  This rule applies to any clerical error, regardless of whether it was the fault of the Employer 
or us.  
 
Confidentiality and Release of Information 
 
Applicable state and federal law requires the Claims Administrator to undertake efforts to safeguard your 
medical information. 
 
For informational purposes only, please be advised that a statement describing the Claims 
Administrator’s policies and procedures regarding the protection, use and disclosure of your medical 
information is available on the Claims Administrator’s website and can be furnished to you upon request 
by contacting the Claims Administrator’s Member Services department. 
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Modifications  
 
The Plan Sponsor may change the benefits described in this Benefit Booklet and the Member will be 
informed of such changes as required by law.  This Benefit Booklet shall be subject to amendment, 
modification, and termination in accordance with any of its provisions by the Employer, or by mutual 
agreement between the Claims Administrator and the Employer without the consent or concurrence of any 
Member.  By electing medical and Hospital benefits under the Plan or accepting the Plan benefits, all 
Members legally capable of contracting, and the legal representatives of all Members incapable of 
contracting, agree to all terms, conditions, and provisions hereof. 
 
Not Liable for Provider Acts or Omissions  
 
The Plan is not responsible for the actual care you receive from any person.  This Booklet does not give 
anyone any claim, right, or cause of action against Anthem or the Plan  based on the actions of a 
Provider of health care, services, or supplies.  
 
Payment Innovation Programs  
 
We pay In-Network Providers through various types of contractual arrangements.  Some of these 
arrangements – Payment Innovation Programs (Program(s)) – may include financial incentives to help 
improve quality of care and promote the delivery of health care services in a cost-efficient manner. 
 
These Programs may vary in methodology and subject area of focus and may be modified by us from 
time to time, but they will be generally designed to tie a certain portion of an In-Network Provider’s total 
compensation to pre-defined quality, cost, efficiency or service standards or metrics.  In some instances, 
In-Network Provide(ns)-8 (tv.157 Td7 Td
(In)l)3.2 (e)-2.3 (r)-6.3 ((e)-2.3 (r)-6.3 .2 ( )-1220 Tc 0 Tw (r)-6.3 a)-3.6 -12.3 (gr .2 ( )-1220 Tc[ 3 (r)-6.3 (o)-12.3 (gr)-6.3 ( (i)3.22.2  )-1220 T[.9 (i)-8.9 (l1220 Tc[ 3 2(may)-8]TJ
)-12.3 (t)2 (e)-2.3
0.002 Tw  (h)-12.23 (ams)-8 ( )-12.2 (may)-8 ( v))-6.3.1 (f)-1.1 (i)1.1 y
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health, and encouraging you to update member-related information. These incentives may be offered in 
various forms such as retailer coupons, gift cards, health related merchandise, and discounts on fees or 
Member cost shares.  Acceptance of these incentives is voluntary as long as the Plan offers the 
incentives program.  The Plan may discontinue an incentive for a particular covered program or service at 
any time.   If you have any questions about whether receipt of an incentive or retailer coupon results in 
taxable income to you, we recommend that you consult your tax advisor. 
 
Protected Health Information Under HIPAA 
 
The Health Insurance Portability and Accountability Act of 1996 (HIPAA), and the Privacy Regulations 
issued under HIPAA, contain provisions designed to protect the privacy of certain individually identifiable 
health information.  Your Employer's Group Health Plan has a responsibility under the HIPAA Privacy 
Regulations to provide you with a Notice of Privacy Practices.  This notice sets forth the Employer's rules 
regarding the disclosure of your information and details about a number of individual rights you have 
under the Privacy Regulations.  As the Claims Administrator of your Employer's Plan, Anthem has also 
adopted a number of privacy practices and has described those in its Privacy Notice.  If you would like a 
copy of Anthem's Notice, contact the Member Services number on the back of your Identification Card. 
 
Relationship of Parties ( Employer -Member -Anthem)  
 
The Employer is fiduciary agent of the Member.  Our notice to the Employer will constitute effective notice 
to the Member.  It is the Employer’s duty to notify us of eligibility data in a timely manner.  This Plan is not 
responsible for payment of Covered Services of Members if the Employer fails to provide us with timely 
notification of Member enrollments or terminations.  
 
Relationship of Parties (
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whether surgery is cosmetic, and whether charges are consistent with the Plan's  Maximum Allowed 
Amount.  A Member may utilize all applicable Appeals procedures. 
 
Right of Recovery and Adjustment  
 
Whenever payment has been made in error, the Plan will have the right to recover such payment from 
you or, if applicable, the Provider or otherwise make appropriate adjustment to claims.    In most 
instances such recovery or adjustment activity shall be limited to the calendar year in which the error is 
discovered 
 
We have oversight responsibility for compliance with Provider and vendor contracts.  We may enter into a 
settlement or compromise regarding enforcement of these contracts and may retain any recoveries made 
from a Provider or vendor resulting from these audits if the return of the overpayment is not feasible.  
Additionally, we have established recovery and adjustment policies to determine which recoveries and 
adjustments are to be pursued, when to incur costs and expenses and settle or compromise recovery or 
adjustment amounts.  We will not pursue recoveries for overpayments or adjustments for underpayments 
if the cost of the activity exceeds the overpayment or underpayment amount.  The Claims Administrator 
reserves the right to deduct or offset, including cross plan offsetting on In-
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items.  Under other clinical quality programs, you may receive a home test kit that allows you to collect 
the specimen for certain covered laboratory tests at home and mail it to the laboratory for 
processing.  
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Definitions  
 
If a word or phrase in this Booklet has a special meaning, such as Medical Necessity or Experimental / 
Investigational, it will start with a capital letter, and be defined below.  If you have questions on any of 
these definitions, please call Member Services at the number on the back of your Identification Card.   
 
Accidental Injury  
 
An unexpected Injury for which you need Covered Services while enrolled in this Plan.  It does not include 
injuries that you get benefits for under any Workers’ Compensation, Employer’s liability or similar law.   
 
Ambulatory Surgical Facility  
 
A Facility, with a staff of Doctors, that: 

 
1. Is licensed as required; 
2. Has permanent facilities and equipment to perform surgical procedures on an Outpatient basis; 
3. Gives treatment by or under the supervision of Doctor
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Booklet   
 
This document (also called the Benefit Booklet), which describes the terms of your benefits while you are 
enrolled under the Plan.   
 
Centers of Medical Excellence (COE) Network  
 
A network of health care facilities, which have been selected to give specific services to our Members 
based on their experience, outcomes, efficiency, and effectiveness.  An In-Network Provider under this 
Plan is not necessarily a COE.  To be a COE, the Provider must have signed a Center of Medical 
Excellence Agreement with us. 
 
Claims Administrator  
 
The company the Employer chose to administer its health benefits.  Anthem Insurance Companies, Inc., 
dba Anthem Blue Cross and Blue Shield was chosen to administer this Plan.  The Claims Administrator 
provides administrative claims payment services only and does not assume any financial risk or obligation 
with respect to claims. 
 
Coinsurance   
 
Your share of the cost for Covered Services, which is a percent of the Maximum Allowed Amount.  You 
normally pay Coinsurance after you meet your Deductible.  For example, if your Plan lists 20% 
Coinsurance on office visits, and the Maximum Allowed Amount is $100, your Coinsurance would be $30 
after you meet the Deductible.  The Plan would then cover the rest of the Maximum Allowed Amount.  
See the ‘Schedule of Benefits ” for details
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Late Enrollees  
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Provider  
 
A professional or Facility licensed by law that gives health care services within the scope of that license 
and is approved by us.  Providers that deliver Covered Services are described throughout this Booklet.  If 
you have a question about a Provider not described in this Booklet please call the number on the back of 
your Identification Card.   
 
Recovery  
 
Please see the “Subrogation and Reimbursement” section for details. 
 
Residential Treatment Center / Facility:  
   
A Provider licensed and operated as required by law, which includes: 
 
1. Room, board and skilled nursing care (either an RN or LVN/LPN) available on-site at least eight hours 

daily with 24 hour availability.  
2. A staff with one or more Doctors available at all times. 
3. Residential treatment takes place in a structured facility-based setting.  
4. The resources and programming to adequately diagnose, care and treat a psychiatric and/or 

substance use disorder. 
5. Facilities are designated residential, subacute, or intermediate care and may occur in care systems 

that provide multiple levels of care. 
6. Is fully accredited by The Joint Commission (TJC), the Commission on Accreditation of Rehabilitation 

Facilities (CARF), the National Integrated Accreditation for Healthcare Organizations (NIAHO), or the 
Council on Accreditation (COA). 

   
The term Residential Treatment Center/Facility does not include a Provider, or that part of a Provider, 
used mainly for: 
 
1. Nursing care 
2. Rest care 
3. Convalescent care 
4. Care of the aged 
5. Custodial Care 
6. Educational care 
 
Retail Health Clinic  
 
A Facility that gives limited basic health care services to Members on a “walk-in” basis.  These clinics are 
often found in major pharmacies or retail stores.  Medical services are typically given by Physician 
Assistants and Nurse Practitioners. 
 
Service Area  
 
The geographical area where you can get Covered Services from an In-Network Provider.  
 
 
Skilled Nursing Facility  
 
A Facility 
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Get help in your language  
 
Curious to know what all this says? We would be too. Here’s the English version:  
You have the right to get this information and help in your language for free. Call the 
Member Services number on your ID card for help. (TTY/TDD: 711) 
 
Separate from our language assistance program, we make documents available in 
alternate formats for members with visual impairments. If you need a copy of this 
document in an alternate format, please call the Member Services telephone number on 
the back of your ID card. 
 
Spanish  
Tiene el derecho de obtener esta información y ayuda en su idioma en forma gratuita. 
Llame al número de Servicios para Miembros que figura en su tarjeta de identificación 
para obtener ayuda. (TTY/TDD: 711) 
 
Alb anian  
Keni të drejtën të merrni falas ndihmë dhe informacion në gjuhën tuaj. Për ndihmë, 
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Burmese  

 
(TTY/TDD: 711) 
 
Chinese  
0P6±:²�'DÐ0PF,ZFY¨ õ\cC�/?Z�\oY²$4"ü"Q�äZs4M1û0PF, ID #	�²F,1¸$‰6µ"•V�Hd+³;ê"ü
"Q�ä(TTY/TDD: 711) 
 
Dinka  
�<�L�Q���Q�'�¾���\�L�F���E�D���\�H���O�s�N���Q�s���\�|�N���N�X���E�s���\�L���N�X�'�Q�\���Q�s���W�K�|�¾���\�L�Q���M�l�P���N�H���F�L�Q���Z�s�X���W�|�X���N�s���S�L�L�Q�\�����&�'�O���U�l�Q���W�|�¾��
�G�s���N�'�F���N�s���O�X�'�L���Q�s���Q�l�P�E�D���G�s�Q���W�'�G �Q�s���,���'���N�D�W���G�X���\�L�F�� (TTY/TDD: 711) 
 
Dutch  
U hebt het recht om deze informatie en hulp gratis in uw taal te krijgen. Bel het 
ledendienstennummer op uw ID-kaart voor ondersteuning. (TTY/TDD: 711) 
 
Farsi  

�Ž�ä�· �æ�ó�• �Ö�£ �•�­ �ª�ó�­�•�© �ê�/ �æ�ó�• �•�Ž�Ë�ü�Ã�• �í �Ž�ì�0�ä�/ �•�­ �ê�‘ �•�­�î�» �å�Ž�4�ó�•�­ �ê�‘ 
�å�Ž�‘�¯ �å�Ž�—�©�î�§ �–�Ó�Ž�ó�­�© �ª�ô�è�/ .�5�•�®�‘ �–�Ó�Ž�ó�­�© �.�ä�/ �ê�‘ �é�­�Ž�ä�· �°�/�®�ã �•�Ž�ã�ª�§ 

�ï�Ž�À�Ë�• �ê�/ �®�‘ �5�í�­ �•�­�Ž�/ �6�ó�Ž�³�Ž�è�·�å�Ž�— �•�­�© �é�ª�· �ì�–�³�• �±�Ž�ä�— �ª�ó�®�ô�4�‘. (TTY/TDD: 
711) 

 



 
 

127 

Haitian  
Ou gen dwa pou resevwa enfòmasyon sa a ak asistans nan lang ou pou gratis. Rele 
nimewo Manm Sèvis la ki sou kat idantifikasyon ou a pou jwenn èd. (TTY/TDD: 711) 
 
Hindi  

�]�”�€�/ ���”�!� ���™�¡���‡�!�“�€�!�š�#���k�š���˜�‘�‘���\�”�“�"���—�!�Ÿ�!���˜�E���˜�Õ���•���˜�E���$�!�Ü�•���€�š�“�/���€�!���\�l�’�€�!�š���¡�0�@���˜�‘�‘��

�€�/ ���g�›�f���\�”�“�/��ID �€�!�Œ�[���”�š��� �‘�è�™��� �/�•�!�f�1���“�2�–�š���”�š���€�(�›���€�š�E�@ (TTY/TDD: 711) 
 
Hmong 
�.�R�M���P�X�D�M���F�D�L���W�D�X���W�[�D�L�V���T�K�R�Y���O�X�V���T�K�L�D���Q�R���W�K�L�D�E���N�H�Y���S�D�E���K�D�L�V���X�D���N�R�M���K�R�P���O�X�V���\�D�P���W�V�L�V���[�D�P���W�X�V���Q�T�L����
�+�X���U�D�X���W�X�V���Q�D�E���Q�S�D�Z�E���[�R�Y���W�R�R�M���O�L�V���&�R�Y���.�H�Y���3�D�E���&�X�D�P���5�D�X���7�V�Z�Y���&�X�D�E���Q�\�R�E���U�D�X���Q�W�D�Z�P���N�R�M���G�D�L�P��
�,�'���W�[�K�D�Z�P���U�D�X���W�K�R�Y���N�H�Y���S�D�E�� (TTY/TDD: 711) 
 
Igbo 
�Î���Q�Z�H�U�H���L�N�L�N�H���Ï�Q�Z�H�W�D���R�]�L���D���\�D�Q�D���H�Q�\�H�P�D�N�D���Q�¶�D�V�é�V�é���J�Ï���Q�¶�H�I�X�����.�S�Ñ�Ñ���Q�Ñ�P�E�D���Ð�U�é���2�Q�\�H���2�W�X��
�G�Ï���Q�D���N�D�D�G�Ï���1�-���J�Ï���P�D�N�D���H�Q�\�H�P�D�N�D�������7TY/TDD: 711) 
 
llokano  
Addanka ti karbengan a maala iti daytoy nga impormasyon ken tulong para ti 
lengguahem nga awanan ti bayadna. Awagan ti numero ti Serbisyo para ti Kameng a 
masarakan ayan ti ID kard mo para ti tulong. (TTY/TDD: 711) 
 
Indonesian  
Anda berhak untuk mendapatkan informasi ini dan bantuan dalam bahasa Anda secara 
gratis. Hubungi nomor Layanan Anggota pada kartu ID Anda untuk mendapatkan 
bantuan. (TTY/TDD: 711) 
 
Italian  
Ha il diritto di ricevere queste informazioni ed eventuale assistenza nella sua lingua 
senza alcun costo aggiuntivo. Per assistenza, chiami il numero dedicato ai Servizi per i 
membri riportato sul suo libretto. (TTY/TDD: 711) 
 
Japanese  
P¹PÔ�_��PÎ�-�|Pø�|�ƒP¿Pñ0•1�PÍ!“�qPÍ�wP·PñP¹PÎP²PÍP³PäP¿P•�-�|Pø�wP·PñPÑPÕPŽIDQ�Q`Q-PÑ0°3U
P»PòPÌPªPñQEQWQ4Q`Q�Q`Q7Q�$��•PÑ7Á0ðP½PÌPµPÆP»PªP•(TTY/TDD: 711) 
 
Khmer  
�ß�…���¤�„�Ì���z�€�����† �.�,���¯�z�z�2�´�—�h�p�T�¤�„�=�„�H �„���,�z�z�2�´�;�D�„�2�¦�>�Ÿ�Ï�¯�‰�Ì�P�ß�…���=�V�¦�ê�p�����p�?�u�µ�r 
�Ì�/ �¡�=�Ù�z�/�¯�Ì�h�—�{�=�~�=�´���=�Ì�¼�Ì�¤�;�����>�S�´�¤�„�=�´�6�‰�h�k�l ID �¯�‰�Ì�P�ß�…���=�S�6�¡�Š� �z�z�2�´�;�D�„�2�¦�r 
(TTY/TDD: 711) 
 
Kirundi  
Ufise uburenganzira bwo gufashwa mu rurimi rwawe ku buntu. Akura umunywanyi 
abikora Ikaratakarangamuntu yawe kugira ufashwe. (TTY/TDD: 711) 
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Korean  

�����þ�¯�� �Ô�N�; �‡ �½�?�q �ñ�È �����‚ �ï�í�;  �f�O�v ���v ���y�|  �‘�a�"�,. �f�O�v 

�ñ�s�.�´ �����‚ ID 	Þ�–�þ  �‘�� �c�U �ð�x�[ �!�N�; �·�X���k�d��. (TTY/TDD: 711) 
 
Lao 
�Š�Ù�ž�‹�’�Ò�—�Ñ�‡�­�‡�Ú�š�Ð�Œ�•�Þ�Ú�’�Ö�‹�‹�Ò�Ú �ª�•�œ �‚�–�ž�’�…�Ù�–�†�©�˜�Ø�Ô�™�©�•�Ð�‹�•�ž�—�ž�•�™�ƒ�Š�Ù�ž�‹�«�‡�†�Œ�Þ�Ù�©�—�†�‚�Ù�ž. 
�«�Š�˜�ž�©�Œ�Ò�«�Š�•�™�ƒ�•�Ù�ž�†�Œ�Þ�•�Ñ�€�ž�‹�—�œ�’�ž�…�Ñ�€�Š�Ò�Ù�¬�˜�Ú�­�–�Ú�¬�‹�Œ�Ð�‡�•�œ�„�Þ�ž��̂×�–�•�™�ƒ�Š�Ù�ž�‹�©�•�Ô�Ù�™�•�Þ�‚�–�ž�’�…�Ù�–�†�©�˜�Ø�Ô�™
. (TTY/TDD: 711) 
 
Navajo  
�%�H�H���Q�����D�K�R�R�W�¶�L�¶���W�¶�������Q�L���Q�L�]�D�D�G���N�¶�H�K�M�����Q���N�����D�¶�G�R�R�Z�R���W�¶�������M�����N�¶�H�����1�D�D�O�W�V�R�R�V���E�H�H���D�W�D�K���Q���O���Q���J������
�E�H�H���Q�����K�R�¶�G���O�]�L�Q�J�R �Q�D�Q�L�W�L�Q���J�������E�����V�K���E�H�H���K�D�Q�H�¶�����E�L�N�����¶�����D�M���¶���K�R�G�����O�Q�L�K�����1�D�D�O�W�V�R�R�V���E�H�H���D�W�D�K��
�Q���O���Q���J�������E�H�H���Q�����K�R�¶�G���O�]�L�Q�J�R���Q�D�Q�L�W�L�Q���J�������E�����V�K���E�H�H���K�D�Q�H�¶�����E�L�N�����¶�����D�M���¶���K�R�G�����O�Q�L�K����
(TTY/TDD: 711) 
 
Nepali  � " 0 � � � 5�"
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Romanian  
�$�Y�H�
�L���G�U�H�S�W�X�O���V�����R�E�
�L�Q�H�
�L���D�F�H�V�W�H���L�Q�I�R�U�P�D�
�L�L�����L���D�V�L�V�W�H�Q�
�����v�Q���O�L�P�E�D���G�Y�V�����v�Q���P�R�G���J�U�D�W�X�L�W����
�3�H�Q�W�U�X���D�V�L�V�W�H�Q�
�������D�S�H�O�D�
�L���Q�X�P���U�X�O���G�H�S�D�U�W�D�P�H�Q�W�X�O�X�L���G�H���V�H�U�Y�L�F�L�L���G�H�V�W�L�Q�D�W�H���P�H�P�E�U�L�O�R�U���G�H���S�H��
cardul dvs. de identificare. (TTY/TDD: 711) 
 
Russian  
�<�u���b�f�_�_�l�_���i�j�Z�\�h���i�h�e�m�q�b�l�v���^�Z�g�g�m�x���b�g�n�h�j�f�Z�p�b�x���b���i�h�f�h�s�v���g�Z���\�Z�r�_�f���y�a�u�d�_��
�[�_�k�i�e�Z�l�g�h�����>�e�y���i�h�e�m�q�_�g�b�y���i�h�f�h�s�b���a�\�h�g�b�l�_���\���h�l�^�_�e���h�[�k�e�m�`�b�\�Z�g�b�y���m�q�Z�k�l�g�b�d�h�\���i�h��
�g�h�f�_�j�m�����m�d�Z�a�Z�g�g�h�f�m���g�Z���\�Z�r�_�c���b�^�_�g�l�b�n�b�d�Z�p�b�h�g�g�h�c���d�Z�j�l�_�� (TTY/TDD: 711) 
 
Samoan  
E iai lou ‘aia faaletulafono e maua nei faamatalaga ma se fesoasoani i lou lava gagana 
e aunoa ma se totogi. Vili le numera mo Sauniuniga mo lou Vaega o loo maua i lou 
pepa faailoa ID mo se fesoasoani. (TTY/TDD: 711) 
 
Serbian  
�,�P�D�W�H���S�U�D�Y�R���G�D���G�R�E�L�M�H�W�H���V�Y�H���L�Q�I�R�U�P�D�F�L�M�H���L���S�R�P�R�ü���Q�D���Y�D�ã�H�P���M�H�]�L�N�X�����L���W�R���S�R�W�S�X�Q�R��
besplatno. 
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It’s important we treat you fairly  
 
That’s why we follow federal civil rights laws in our health programs and activities.  We 
don’t discriminate, exclude people, or treat them differently on the basis of race, color, 
national origin, sex, age or disability. For people with disabilities, we offer free aids and 
services. For people whose primary language isn’t English, we offer free language 
assistance services through interpreters and other written languages.  Interested in 
these services? Call the Member Services number on your ID card for help (TTY/TDD: 
711). If you think we failed to offer these services or discriminated based on race, color, 
national origin, age, disability, or sex, you can file a complaint, also known as a 
grievance.  You can file a complaint with our Compliance Coordinator in writing to 
Compliance Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA  
23279. Or you can file a complaint with the U.S. Department of Health and Human 
Services, Office for Civil Rights at 200 Independence Avenue, SW; Room 509F, HHH 
Building; Washington, D.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800-537-7697) 
or online at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available 
at http://www.hhs.gov/ocr/office/file/index.html. 

 

 

 
 


