Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

&% KAISER PERMANENTE. : DEDUCTIBLE PLAN

Coverage Period: 01/01/2025-12/31/2025

Coverage for: Individual/Family | Plan Type: DHMO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan
would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided
separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage see

https://kp.org/plandocuments or call 1-800-278-3296 (TTY: 711). For general definitions of common terms, such as allowed amount, balance billing, coinsurance,

copayment, deductible, provider, or other underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary/ or call

1-800-278-3296 (TTY: 711) to request a copy.

Important Questions

What is the overall

TS

$250 Individual / $500 Family

Why this Matters:

Generally, you must pay all of the costs from providers up to the deductible
amount before this plan begins to pay. If you have other family members on the
plan, each family member must meet their own individual deductible until the

ible? : ; /
deductible total amount of deductible expenses paid by all family members meets the
overall family deductible.
This plan covers some items and services even if you haven't yet met the
Are there services deductible amount. But a copayment or coinsurance may apply. For example,

covered before you meet

Yes. Preventive care and services indicated in

this plan covers certain preventive services without cost sharing and before you

your deductible? chart starting on page 2. meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other

deductibles for specific | No. You don’t have to meet deductibles for specific services.

services?

What is the out-of-pocket
limit for this plan?

$3,000 Individual / $6,000 Family

The out-of-pocket limit is the most you could pay in a year for covered services. If
you have other family members in this plan, they have to meet their own out-of-
pocket limits until the overall family out-of-pocket limit has been met.

What is not included in
the out-of-pocket limit?

Premiums, health care this plan doesn't cover, and
services indicated in chart starting on page 2.

Even though you pay these expenses, they don't count toward the out-of-pocket

Will you pay less if you
use a network provider?

Yes. See www.kp.org or call 1-800-278-3296 (TTY:
711) for a list of network providers.

This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. You will pay the most if you use an out-of-network provider, and
you might receive a bill from a provider for the difference between the provider’s
charge and what your plan pays (balance billing). Be aware, your network
provider might use an out-of-network provider for some services (such as lab
work). Check with your provider before you get services.

STRYKER CORPORATION
PID:17181 CNTR:1 EU:-1 Plan ID:6274 SBC ID:564852
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Important Questions Answers Why this Matters:
Do you need a referral to

This plan will pay some or all of the costs to see a specialist for covered services
but only if you have a referral before you see the specialist.

see a specialist? Yes, but you may self-refer to certain specialists.

44 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay What You Will Pay
Plan Provider Non-Plan Provider
(You will pay the least) (You will pay the most)

Common Services You May

Limitations, Exceptions & Other Important

Medical Event Need Information

Primary care visit to e ,
treat an injury or §;g|§v's't’ deductible does not Not Covered None
iliness '
If you visit a health ot i $10 / visit, deductible does not
ca):'e provider's Spedialist visit apply. Not Covered None
office or clinic Preventive care/ You may have to pay for services that aren't
screening/ No Charge, deductible does not |+ covered preventive. Ask your provider if the services
Mmunization apply. needed are preventive. Then check what your
plan will pay for.
Diagnostic test (x- | $10 / encounter, deductible does
ray, blood work) not apply. Not Covered None
If you have a test . 10% coinsurance up to $50 /
LT:,?;”?\A(F%TS{)F) o procedure, deductible does not | Not Covered None
’ apply.
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Common
Medical Event

Services You May
Need

What You Will Pay
Plan Provider

What You Will Pay
Non-Plan Provider

Limitations, Exceptions & Other Important
Information

Generic drugs (Tier

(You will pay the least)

Retail: $10 / prescription; Mail

(You will pay the most)

Up to a 30-day supply retail or 100-day supply
mail order. Subject to formulary guidelines. No

immediate medical
attention

transportation

apply.

apply.

1) ggéirét%g é%%iy Not Covered Charge for Contraceptives, deductible does not
If you need drugs to ' apply.
treat your iliness or il intion: Mai
condi){ion Preferred brand Sr%tear":' $$§(§) / ‘%‘ﬁ’—oﬁ’ Mail Not Covered Up to a 30-day supply retail or 100-day supply
More information drugs (Tier 2) S dp—p_oes == appiy. mail order. Subject to formulary guidelines.
about prescription — T p—— orred brand d
drug coverage is . L M e cost sharing for non-preferred brand drugs
%%Iable at Non-preferred brand Ef(’jt:r".' $$63(§) / %’ Mail Not Covered under this plan aligns with the cost sharing for
www.kp.org/formulary | drugs (Tier 2) deductible dp—p_oes not appiy preferred brand drugs (Tier 2), when approved

— ' through the formulary exception process.

Specialty drugs (Tier |$30 / prescription, deductible Nl Cavas Up to a 30-day supply retail. Subject to

4) does not apply. formulary guidelines.

Facility fee (e.g.,

ambulatory surgery | 10% coinsurance Not Covered None
If you have center)
outpatient surgery Phvsic

feeismlan/ surgeon 10% coinsurance Not Covered None

Egr]g rgency room 10% coinsurance 10% coinsurance None
If you need Emergency medical | $150 / trip, deductible does not | $150 / trip, deductible does not None

$10/ visit, deductible does not

Non-Plan providers covered when temporarily

Urgent care Not Covered outside the service area: $10 / visit, deductible
apply. does not apply.
Facility fee (e.g., -
if you have a hospital room) 10% coinsurance Not Covered None
hospital stay fPer;ysician/ Surgeon 10% coinsurance Not Covered None
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Common
Medical Event

Services You May
Need

What You Will Pay
Plan Provider

What You Will Pay
Non-Plan Provider

Limitations, Exceptions & Other Important
Information

If you need mental

(You will pay the least)

Mental / Behavioral Health: $10 /
individual visit, deductible does
not apply. 10% coinsurance for
other outpatient services,
deductible does not apply;

(You will pay the most)

facility services

health, behavioral | Outpatient services | Substance Abuse: $10/ Not Covered $5 / group visit, deductible does not apply.
abuse services not apply. 10% coinsurance up
to $5 / day for other outpatient
services, deductible does not
apply.
Inpatient services 10% coinsurance Not Covered None
Depending on the type of services, a
: copayment, coinsurance, or deductible may
Office visits 20 ?harge, centaib ERLER Not covered apply. Maternity care may include tests and
PRIy services described elsewhere in the SBC (i.e.
If you are pregnant — : ulirasound)
gr'y;gggitgrﬁgleg\é%}ilc es 10% coinsurance Not Covered None
Childbirthidelivery 10% coinsurance Not Covered None
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Common
Medical Event

Services You May
Need

What You Will Pay
Plan Provider

What You Will Pay
Non-Plan Provider

Limitations, Exceptions & Other Important
Information

(You will pay the least)

No Charge, deductible does not

(You will pay the most)

3 visit limit / day, 4-hour limit / visit, 100 visit

Home health care apply Not Covered limit / year
S Inpatient: 10% coinsurance;
Sehablfation Outpatient: $10 / visit, deductible |Not Covered None
= does not apply.
If you need hel isi i
re‘éoﬂe,ing or h‘;ve Habilitation services 2;&9\”5“’ deductible does not Not Covered None
other special health
needs ’ Skilled nursing care 10% coinsurance, deductible Not Covered 100 day limit / benefit period
does not apply. y P :
Durable medical 20% coinsurance, deductible . . .
squibment does not apply. Not Covered Requires prior authorization.
Hospice service ggp@harge, deductible does not Not Covered None
Children's eye exam ygdﬁgﬁtg?eeggg;erf]roatcggglfxam’ Not Covered None
If your child needs - '
dental or eye care Ch!Idren sglasses | Not Covered Not Covered None
Children’s dental Not Covered Not Covered None

check-up

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

Children's glasses
Chiropractic care

Cosmetic surgery

Dental Care (Adult & Child)

® Hearing aids
® |ong-term care

e Non-emergency care when traveling outside

the U.S.

® Private-duty nursing
® Routine foot care
® \Veight loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

® Acupuncture (plan provider referred)

® Bariatric surgery

® |nfertility treatment

® Routine eye care (Adult)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is shown in the chart below. Other coverage options may be available to you too, including buying individual insurance coverage through the Health
Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.
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Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called
a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or
assistance, contact the agencies in the chart below.

Contact Information for Your Rights to Continue Coverage & Your Grievance and Appeals Rights:

Kaiser Permanente Member Services 1-800-278-3296 (TTY: 711) or www.kp.org/memberservices
Department of Labor’s Employee Benefits Security Administration 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform
Department of Health & Human Services, Center for Consumer Information & Insurance Oversight | 1-877-267-2323 x61565 or www.cciio.cms.gov

California Department of Insurance 1-800-927-HELP (4357) or www.insurance.ca.gov
California Department of Managed Healthcare 1-888-466-2219 or www.dmhc.ca.gov

Does this plan provide Minimum Essential Coverage? Yes.

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax
credit.

Does this plan meet the Minimum Value Standards? Yes.
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:
SPANISH (Espafiol): Para obtener asistencia en Espariol, llame al 1-800-788-0616 (TTY: 711)

TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-278-3296 (TTY: 711)

TRADITIONAL CHINESE (A X): tNRFZEH XK AR |, iEIKITIX NS5 1-800-757-7585 (TTY: 711)

PENNSYLVANIA DUTCH (Deitsch): Fer Hilf griege in Deitsch, ruf 1-800-278-3296 (TTY: 711) uff

NAVAJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-278-3296 (TTY: 711)

SAMOAN (Gagana Samoa): Mo se fesoasoani i le Gagana Samoa, vala’au mai i le numera telefoni 1-800-278-3296 (TTY: 711)
CAROLINIAN (Kapasal Falawasch): ngere aukke ghut alillis reel kapasal Falawasch au fafaingi tilifon ye 1-800-278-3296 (TTY: 711)
CHAMORRO (Chamoru): Para un ma ayuda gi finu Chamoru, a'gang 1-800-278-3296 (TTY: 711)

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

different health plans. Please note these coverage examples are based on self-only coverage.

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under

Peg is Having a Baby

(9 months of in-network pre-natal care and a

hospital delivery)

l The plan's overall deductible $250
M Specialist copayment $10
B Hospital (facility) coinsurance 10%
B Other (blood work) copayment $10

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe's Type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

l The plan's overall deductible $250
B Specialist copayment $10
B Hospital (facility) coinsurance 10%
M Other (blood work) copayment $10

This EXAMPLE event includes services like:

Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia's Simple Fracture
(in-network emergency room visit and follow up

care)
B The plan's overall deductible $250
B Specialist copayment $10
B Hospital (facility) coinsurance 10%
B Other (x-ray) copayment $10

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost | $12,700  Total Example Cost |  $5600  Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $250 Deductibles $0 Deductibles $250
Copayments $70 Copayments $700 Copayments $200
Coinsurance $800 Coinsurance $100 Coinsurance $70
What isn't covered What isn't covered What isn't covered
Limits or exclusions $50 Limits or exclusions $0 Limits or exclusions $0
The total Peg would pay is $1,170 The total Joe would pay is $800 The total Mia would pay is $520

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Nondiscrimination Notice
Discrimination is against the law. Kaiser Permanente’ follows State and Federal civil rights laws.

Kaiser Permanente does not unlawfully discriminate, exclude people, or treat them differently because of age, race, ethnic group
identification, color, national origin, cultural background, ancestry, religion, sex, gender, gender identity, gender expression, sexual
orientation, marital status, physical or mental disability, medical condition, source of payment, genetic information, citizenship, primary
language, or immigration status.

Kaiser Permanente provides the following services:
¢ No-cost aids and services to people with disabilities to help them communicate better with us, such as:
+ Qualified sign language interpreters
+ Written information in other formats (braille, large print, audio, accessible electronic formats, and other formats)
¢ No-cost language services to people whose primary language is not English, such as:

¢ Qualified interpreters
¢ Information written in other languages

If you need these services, call our Member Service Contact Center, 24 hours a day, 7 days a week (closed holidays). The call is free:

¢ Medi-Cal: 1-855-839-7613 (TTY 711)
e All others: 1-800-464-4000 (TTY 711)

Upon request, this document can be made available to you in braille, large print, audiocassette, or electronic form. To obtain a copy in
one of these alternative formats, or another format, call our Member Service Contact Center and ask for the format you need.

How to file a grievance with Kaiser Permanente

You can file a discrimination grievance with Kaiser Permanente if you believe we have failed to provide these services or unlawfully
discriminated in another way. You can file a grievance by phone, by mail, in person, or online. Please refer to your Evidence of Coverage
or Certificate of Insurance for details. You can call Member Services for more information on the options that apply to you, or for help
filing a grievance. You may file a discrimination grievance in the following ways:

¢ By phone: Medi-Cal members may call 1-855-839-7613 (TTY 711). All other members may call 1-800-464-4000 (TTY 711). Help
is available 24 hours a day, 7 days a week (closed holidays)

e By mail: Download a form at kp.org or call Member Services and ask them to send you a form that you can send back.

' Kaiser Permanente is inclusive of Kaiser Foundation Health Plan, Inc, Kaiser Foundation Hospitals, The Permanente Medical Group, and the Southern California
Medical Group



¢ In person: Fill out a Complaint or Benefit Claim/Request form at a member services office located at a Plan Facility (go to your
provider directory at kp.org/facilities for addresses)

¢ Online: Use the online form on our website at kp.org
You may also contact the Kaiser Permanente Civil Rights Coordinator directly at the addresses below:

Attn: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations

P.O. Box 939001

San Diego CA 92193

How to file a grievance with the California Department of Health Care Services Office of Civil Rights (For Medi-Cal Beneficiaries Only)

You can also file a civil rights complaint with the California Department of Health Care Services Office of Civil Rights in writing, by phone
or by email:

¢ By phone: Call DHCS Office of Civil Rights at 916-440-7370 (TTY 711)

e By mail: Fill out a complaint form or send a letter to:
Deputy Director, Office of Civil Rights
Department of Health Care Services
Office of Civil Rights
P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

Complaint forms are available at: http://www.dhcs.ca.gov/Pages/Language_Access.aspx
e Online: Send an email to CivilRights@dhcs.ca.gov
How to file a grievance with the U.S. Department of Health and Human Services Office of Civil Rights

You can file a discrimination complaint with the U.S. Department of Health and Human Services Office for Civil Rights. You can file your
complaint in writing, by phone, or online:

¢ By phone: Call 1-800-368-1019 (TTY 711 or 1-800-537-7697)

e By mail: Fill out a complaint form or send a letter to:
U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201

Complaint forms are available at:
https://www.hhs.gov/ocr/complaints/index.htmi

¢ Online: Visit the Office of Civil Rights Complaint Portal at:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.



Language Assistance Services

English: Language assistance is available at no cost to you, 24 hours a day, 7
days a week. You can request interpreter services, or materials translated into
your language, or in alternative formats. You can also request auxiliary aids
and devices at our facilities. Call our Member Service Contact Center for help,
24 hours a day, 7 days a week (closed holidays).

- Medi-Cal: 1-855-839-7613 (TTY 711)
. All others: 1-800-464-4000 (TTY 711)

Calls Lyl i€y g 5a T dnal o cliall 555 dan 5 51 Ay ) ol dan il Aadd bl GBSl 5 51 AL A8 ALl jlae e Ula ol 58 55 &y ) 5ill des il cilers :Arabic
(Ble cDUanll) & sl 8 L7 5 asill Gdels 24 jlae o i)l eliaeYl daad Juail 3S je ae Joail L) ja 85 gl s dilia) Cilaclie

(TTY 711) 1-855-839-7613 :Medi-Cal o
(TTY 711) 1-800-464-4000 :0: 53Y! con

Armenian: Qtq jupny £ widdwp (Equljut wowljgnipinit mpudwnpyk) opp 24 dwd, swpwpen 7 op: Inip funpnn bp wwhwtel)
pwbwynp pupguuiish Swnwynipniuutp, tp 1Eqyny pupguuwidws jud wyjpunpuwipwihtt Abwswhny ywuwnpuunyws tyniphp:
“nip twl Jupnn bp juunpk] odwtnul ogunipinitutp b vwppbp dbp hwuwnmwwnnipjniubipniud: Oqunipjwt hwdwp quuquhwpbp
Ubp Utnwdubph vguuwpldwb juwh Eunpnt opp 24 dwd, pwpwipn 7 op (nint optiphti thuy £):

e Medi-Cal" 1-855-839-7613 (TTY 711)
e Uj' 1-800-464-4000 (TTY 711)

Chinese: T 7 F » 57 24 /INH BRI A « (ETTLISERIBAL 1R - SUpHARBNE AT A SRt it - R
g%?&ﬂ]é@&ﬁmEP%X@-?H%%HJJIE%D&% o THITHIERAIA I DRSS BRZE L > IRFISEINER 7 K &K 24 /Nt (TiflRH
e FE< + 1-800-757-7585 (TTY 711)
Glacie 40 b ) 4 Sl den 5L oalad aa i st 2l Fe el JUER) 50 GBI G sady ddin 55,7 5 )5 Al Celu 24 0 ) Clexk tFarsi
Jad) Adis 5y 7 5 Jsoailad Gele 24 ) (oSS il ) () aled Gl A e be 81 e )3 1) San LSS 5 oliiun il fi e i S Sl 5250 1) S
250 il e sl ) Cledd Gulad S e b (iDldass

(TTY 711) 1-855-839-7613 :Medi-Cal o
(TTY 711) 1-800-464-4000 : - @

Hindi: 9= fohefl @1 & o1 Feradr, faeT & 24 €, ¥edle & @Al foeT 3ueretr §1 39 gfdd &1 Famsit & faw, ar e
forell oereT o AATIET @ 3T ST & 3fqdie FRAlT & fAT, AT Jhfoush TGl HT Y H Hehl 81 AT §AR Flaer-



el # Herges aree) 3R 39Sl & T s 3R Y & ¥ T Aa3 » So o R &
24 aﬁ,wama%m@@ﬁmmaawﬁﬁg*%ﬁasw el WeE i

e Medi-Cal: 1-855-839-7613 (TTY 711)
o STHT ZIN: 1-800-464-4000 (TTY 711)

Hmong: Muaj kev pab txhais lus pub dawb rau koj, 24 teev tuaj ib hnub twg, 7 hnub tuaj ib lim tiam twg. Koj thov tau cov kev pab
txhais lus, muab cov ntaub ntawv txhais ua koj hom lus, los yog ua lwm hom. Koj kuj thov tau lwm yam kev pab thiab khoom siv
hauv peb tej tsev hauj lwm. Hu rau peb Qhov Chaw Pab Cov Tswv Cuab 24 teev tuaj ib hnub twg, 7 hnub tuaj ib lim tiam twg (cov
hnub caiv kaw).

e Medi-Cal: 1-855-839-7613 (TTY 711)
¢ Dua lwm cov: 1-800-464-4000 (TTY 711)

Japanese: £ =55 & D IF R A TR T 24 R P IEIRT TRITHWZ 20 97, @R —E A AARFEICHR S &R &
HVIIRIDOIERIC L HEES TRV IZg £, o, UMiRICE T S MiBE R KR OV TS ZTIEWERE T Ed, B
SHRIC ZHEE S 3V (SR HEZRE 24 FrfE 7 H),

e Medi-Cal: 1-855-839-7613 (TTY 711)
o ZOfhd K 1-800-464-4000 (TTY 711)

Khmer (Cambodian): SSUMAN ARNAMGEHMGIL 24 ERANYWUIE 7 IBHNEIAMUY HRMGIESEONERURNY Unnan
YU SUAD M USIHRTS AN NG)8T HARGIYSUAINNSRAUTAINGID §RIAG SR THANMISISHNINAT
LU uimgtmﬁﬁﬁhﬁ U §OAGRMINAERIHNATUAILNINURSHS 24 IRARYWIG 7 §pRHWmY (IGAUURIINA

Ug)4 o5

e Medi-Cal: 1-855-839-7613 (TTY 711)
o ijNIG)HMFHES: 1-800-464-4000 (TTY 711)

Korean: 8¢ @ A7k #A|glo] AJX| Y M| A~E
HAlgE e A g2 AR E 2T 5 AFU T B3 A 8] Al 2l
AR]2 At AEo] F7 Y, 5F 24 AZHFFYL F5) A3 B wto Ao,

e Medi-Cal: 1-855-839-7613 (TTY 711)
e 7]} BE 75 1-800-464-4000 (TTY 711)

Laotian: Snauggeufioqauwagad@uaaliicnnay, 24 £otundy, 7 Suteafio, nudogwansddnauguduwagn § envaauii,
gduwagazegnay §i wswsyudute. naudigaunngedzneuzouy gar Hgildgenaudinauzeguon@ata. tnmagutiod
JINIuFrLIBN2egwonSatiiognoaugouiie, 24 §0tuandy, 7 Sudeaio (Joludvdn).

e Medi-Cal: 1-855-839-7613 (TTY 711)
o Suvdigulio: 1-800-464-4000 (TTY 711)

Mien: Mbenc nzoih liouh wangv-henh tengx nzie faan waac bun muangx meih maiv cingyv, yietc hnoi mbenc maaih 24 norm ziangh
hoc, yietc norm leiz baaix mbenc maaih 7 hnoi. Meih se haih tov heuc tengx faan benx meih nyei waac bun muangx, a’fai zoux
benx nyungc horngh jaa-sic zoux benx meih nyei waac. Meih corc haih tov tengx nyungc horngh jaa-dorngx aengx caux jaa-sic



nzie bun yiem njiec zorc goux baengc zingh gorn zangc. Beiv hnangv giemx zuqc longc mienh nzie weih nor douc waac lorx taux
yie mbuo ziux goux baengc mienh nyei gorn zangc, yietc hnoi tengx duqv 24 norm ziangh hoc, yietc norm leiz baaix tengx duqv 7
hnoi (simv cuotv gingc nyei hnoi se guon oc).

e Medi-Cal: 1-855-839-7613 (TTY 711)
e Yietc zungv da’'nyeic deix: 1-800-464-4000 (TTY 711)

Navajo: Dii h6zho nizhoni bee hane’ d66 jiik’ah jooni doonilwo’. Ndik’¢é yadi naaltsoos bee haz’aanii bee hane’ do6 yadi nihookaa doo
nadaahagii yadi nihookaa. Shi éi bee haidinii bibee’ haz’aanii do6 bee t’ah kodi bizikinii wo’da’gi doolyé. Ahéhee’ bik’ehgo noholoon’igii, 24
t’aadawolii, 7 t’addawotiigo (t’aadoo t’aalwo’).

e Medi-Cal: 1-855-839-7613 (TTY 711)
¢ Yadilzingo bitk’ehgo bee: 1-800-464-4000 (TTY 711)

Punjabi: f5&" fart 8913 ©, fes © 24 W2, Ie3 © 7 fios, I AoiesT 393 38 Gussy JI IA gIHig i AT B8, A midgmt
& wiye! I Q9 wigee Sde8E 8¢, A I9A 24 g9 (K9 IS SO 9631 g AR JI AT A3t gfenret g & Aorfed
AT W3 QUSTE B8 963t 5d AT I7| HEE BE A8t i8d HY'e' € HUIS Jed §, fos © 24 w2, ge3 B 7 s (8 =8 fes se

e Medi-Cal: 1-855-839-7613 (TTY 711)
e JJ AS: 1-800-464-4000 (TTY 711)

Russian: A3bikoBag nomoLLb 4OCTyNHA Ans Bac 6ecnnatHo KpyrnocyTOYHO, exXeaHeBHO. Bbl MOXxeTe 3anpocuTb ycnyru
nepesoA4vka unmM matepuarnsl, NnepeBefeHHble Ha Ball A3bIK UNKW B anbTepHaTuBHbIE hopMaThl. Bbl Takke MOXeTe 3akasaTb
BCMOMOrartenbHble CpeacTea u npucnocobnexus. [nsa nonyyeHns noMoLLyM NO3BOHUTE B HALU LEHTP 06CNyXnBaHMsA y4acTHUKOB
eXe[HEBHO, KPYrnoCyTOYHO (KpOMe NpasaHUYHbIX OHEN).

e Medi-Cal: 1-855-839-7613 (nuHna TTY 711)
e Bce octanbHble: 1-800-464-4000 (nuHua TTY 711)

Spanish: Tenemos disponible asistencia en su idioma sin ningun costo para usted 24 horas al dia, 7 dias a la semana. Usted
puede solicitar los servicios de un intérprete, que los materiales se traduzcan a su idioma o formatos alternativos. También puede
solicitar recursos para discapacidades en nuestros centros de atencién. Llame a nuestra Central de Llamadas de Servicio a los
Miembros para recibir ayuda 24 horas al dia, 7 dias a la semana (excepto los dias festivos).

e Para todos los demas: 1-800-788-0616 (TTY 711)

Tagalog: May magagamit na tulong sa wika nang wala kayong babayaran, 24 na oras sa isang araw, 7 araw sa isang linggo.
Maaari kayong humiling ng mga serbisyo ng interpreter, 0 mga babasahin na isinalin sa inyong wika o sa mga alternatibong format.
Maaari rin kayong humiling ng mga pantulong na gamit at device sa aming mga pasilidad. Tawagan ang aming Center sa
Pakikipag-ugnayan ng Serbisyo sa Miyembro para sa tulong, 24 na oras sa isang araw, 7 araw sa isang linggo (sarado sa mga
pista opisyal).

e Medi-Cal: 1-855-839-7613 (TTY 711)
e Lahat ng iba pa: 1-800-464-4000 (TTY 711)



Thai: fiuan1shandasiunnlan 24 ?]‘ﬂmmmuimmmm‘lmm IasaaRusanaldusnisain yansulatanasiiluniwaag
aausalusluuudug 16 aaduspuaalnsaluasiadasfiazhamsalanduausnisaasnniaaInsminidudfasadhausasaundnuas
azarNuhmuianaan 24 M iuenaiu (Havinnsludieunaa)

e Medi-Cal: 1-855-839-7613 (TTY 711)
e NAUNINNA: 1-800-464-4000 (TTY 711)

Ukranian: Nocnyrmn nepeknagaya HagawTbca 6€3KOLWTOBHO, LifiogoboBo, 7 AHIB Ha TwxKAeHb. B MmoxeTe 3pobutn 3anuT Ha
nocryru yCHoro nepekrnagada abo oTpuMaHHs maTepianiB y nepeknagi MOBOH, SIKOK BOSIOAIETE, Y/ B anbTepHATUBHUX hopMaTax.
TakoX BN MOXETE 3po0duTK 3anNnT Ha OTPUMAHHSA OONOMDKHMX 3acobiB i MPUCTPOIB Y 3aknagax Hawol MepeXi KOMNaHin.
TenedoHynTe B HaLl KOHTAKTHUIN LEHTP A5 06CnyroByBaHHA KNIEHTIB LinogoboBo, 7 OHIB HA TMXKAEHb (KPiM CBATKOBUX AHIB).

e Medi-Cal: 1-855-839-7613 (TTY 711)
e Yci iHwi: 1-800-464-4000 (TTY 711)

Vietnamese: Dich vu hd trg ngén nir dwoc cung cap mién phi cho quy vi 24 gio, mdi ngay, 7 ngay trong tuan. Quy vi cO thé yéu
cau dich vu théng dich, hoac tai lieu dworc dich ra ngon ngl clia quy vi hodc nhiéu hinh thirc khac. Quy vi ciing c6 thé yéu cau cac
phuong tién tro gidp va thiét bi bd tro tai cac co s& clia chung toi. Goi cho Trung Tam Lién Lac ban Dich Vu Hbi Vién cua chung
t6i d& dwoc tro gitip, 24 gid mdi ngay, 7 ngay trong tuan (trir cac ngay 18).

e Medi-Cal: 1-855-839-7613 (TTY 711)
e Moi chwong trinh khac: 1-800-464-4000 (TTY 711)



