Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2018-12/31/2018

@@ Illl.'l[‘(:l'l'l&R BlueShield -
s T OFTes : Blue Advantage Plus Bronze™ 201

Coverage for: Individual/Family | Plan Type: HMO

A 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, visit http://www.bchstx.com/policy-forms/
2018/TX0770182-03.pdf or by calling 1-888-697-0683. 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 https://www.cms.gov/CCIIO/Resources/Forms-
Reports-and- Other Resources/Downloads/UG-Glossary-508-MM.pdf or call 1-855-756-4448 to request a copy.

What is the overall $0 at Indian Health Care Provider
deductible? (IHCP) or with IHCP referral at

non-IHCP; or Participating: $2,850
Individual/$8,550 Family.
Non-Participating: $15,000
Individual/$45,000 Family.
Are there services covered | Yes. Non-IHCP Participating
before you meet your providers' preventive care

deductible? services are covered before you
meet your deductible.

Are there other No.

deductibles for specific

services?

What is the out-of-pocket | Participating: $6,550

limit for this plan? Individual/$13,100 Family.

Non-Participating: Unlimited
Individual/Unlimited Family.
What is not included in the | Premiums, balance-billed
out-of-pocket limit? charges, and health care this plan
doesn't cover.

Will you pay less if you use | Yes. For a list of Participating

a network provider? providers please call
1-888-697-0683 or see www.
bcbstx.com.

Do you need a referral to | Yes.
see a specialist?

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 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 deductible amount.
But a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost-sharing and before you meet your deductible. See a list of covered

preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

You don't have to meet deductibles for specific services.

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.

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

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.

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.

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay
Indian Health Non-IHCP Non-IHCP
Care Provider | Participating | Non-Participating
(You will pay the | Provider (You | Provider (You
least) will pay more) | will pay the

Common
Medical Event

Limitations, Exceptions, & Other Important
Information

Services You May Need

most)

If you have a test

work)

coinsurance
Non-Hospital -
30% coinsurance

Imaging (CT/PET scans, MRIs)

No Charge

Hospital - 40%
coinsurance
Non-Hospital -
30% coinsurance

50% coinsurance

Primary care visit to treatan  No Charge 40% coinsurance ' 50% coinsurance Cost sharing waived at non IHCP with IHCP
injury or illness referral. If an out-of-network provider charges
.. Specialist visit No Charge 40% coinsurance 50% coinsurance more than the allowed amount, you may have
i yoEldws'lt afl;galth care ’ to pay the difference (balance gilling).y
w ottice or Preventive care/screening/  No Charge No Charge 50% coinsurance  You may have to pay for services that aren't
immunization preventive. Ask your provider if the services
you need are preventive. Then check what
your plan will pay for.
Diagnostic test (x-ray, blood  No Charge Hospital - 40% | 50% coinsurance

Preauthorization required; no member penalty.
Cost sharing waived at non IHCP with IHCP
referral. If an out-of-network provider charges
more than the allowed amount, you may have
to pay the difference (balance billing).

If you need drugs to
treat your illness or
condition

More information about

prescription drug
coverage is available at

https://www.myprime.

Preferred generic drugs

No Charge

Retail Preferred
Participating
20% coinsurance
Participating
25% coinsurance
Mail - 20%
coinsurance

Retail - 25%
coinsurance

Limited to a 30-day supply at retail (or a
90-day supply at a network of select retail
pharmacies). Up to a 90-day supply at mail
order. Specialty drugs limited to a 30-day
supply. Payment of the difference between
the cost of a brand name drug and a generic
may also be required if a generic drug is
available. All Out-of-Network prescriptions
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What You Will Pay
Non-IHCP Non-IHCP
Participating | Non-Participating
Provider (You
will pay the

Indian Health
Care Provider
(You will pay the | Provider (You
least) will pay more)

Limitations, Exceptions, & Other Important
Information

Common
Medical Event

Services You May Need

most)

Non-preferred generic drugs | No Charge Retail Preferred ' Retail - 30%
Participating coinsurance
25% coinsurance
Participating
30% coinsurance
Mail - 25%
coinsurance
Preferred brand drugs No Charge Retail Preferred Retail - 35% , . "
Participating TG GE are subjgct to a 50% additional f:harge after
T TenT, ) 1% T B e the gppllcable copay'ment or coinsurance.
rime/memberportal Participating Addltlo.nal charge will not apply to any
L;p—lforms /AuthorForms/ R dedqctlble'or out-of-pocket gmount. Cost
HIM/2018/TX 6T EX. Mail - 30% sharing waived at non IHC.P with IHCP referral.
pdf ) e If an out-of-network provider charges more
Non-preferred brand drugs No Charge Retail Preferred | Retail - 40% than t.he allowed amount, youmay have to pay
Participating | coinsurance the difference (balance billing).
35% coinsurance
Participating
40% coinsurance
Mail - 35%
coinsurance
Preferred specialty drugs No Charge 45% coinsurance 45% coinsurance
Non-Preferred specialty drugs No Charge 50% coinsurance 50% coinsurance
e g bl NOCHIGE e Sk Eectve o' ot e xcesti
40% coinsurance | coinsurance I|m|t§d circumstances. Preauthorlzatlop is
If you have outpatient Non-Hospital - req.mred; no member penalty. Cost sharing
surgery $600/visit plus waived at non IHCP'W|th IHCP referral. If an
30% coinsurance out-of-network provider charges more than
— —_——— the allowed amount, you may have to pay the
Physician/surgeon fees No Charge iggoc/(\)/;:;tu[r):;ie 50% coinsurance difference (balance billing).
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What You Will Pay
Indian Health Non-IHCP Non-IHCP
Care Provider | Participating | Non-Participating
(Youwill pay the | Provider (You | Provider (You

Common
Medical Event

Limitations, Exceptions, & Other Important
Information

Services You May Need

least)

will pay more)

will pay the
most)

Emergency room care No Charge $950/visit plus | $950/visit plus Copayment is waived if admitted. Cost sharing
. . 40% coinsurance  40% coinsurance waived at non IHCP with IHCP referral. If an
If you need immediate . P P .
. . Emergency medical No Charge 40% coinsurance ' 40% coinsurance out-of-network provider charges more than
medical attention :
transportation the allowed amount, you may have to pay the
Urgent care No Charge 40% coinsurance 50% coinsurance difference (balance billing).
Facility fee (e.qg., hospital No Charge $850/admit plus ' $1,500/admit | Preauthorization is required; no member
room) 40% coinsurance | plus 50% penalty. Cost sharing waived at non IHCP with
If you have a hospital coinsurance IHCP referral. If an out-of-network provider
stay Physician/surgeon fees No Charge 40% coinsurance  50% coinsurance charges more than the allowed amount, you
may have to pay the difference (balance
billing).
Outpatient services No Charge 40% coinsurance  50% coinsurance Outpatient: Preauthorization required
Inpatient services No Charge $850/admit plus $1,500/admit  out-of-network for psychological testing,
40% coinsurance  plus 50% neuropsychological testing, electroconvulsive
If you need mental coinsurance thgrapy, repetitive fcranscram_al magnetic
. stimulation, intensive outpatient treatment,
health, behavioral ) . I
and Autism Spectrum Disorder. Inpatient:
health, or substance horizati - |
abuse services Preauthorization required; no member penalty.
Cost sharing waived at non IHCP with IHCP
referral. If an out-of-network provider charges
more than the allowed amount, you may have
to pay the difference (balance billing).
Office visits No Charge 40% coinsurance  50% coinsurance  Copayment applies to first prenatal visit (per
Childbirth/delivery professional No Charge 40% coinsurance 50% coinsurance Pregnancy). Cost sharing does not apply to
services certain preventive services. Depending on the
Childbirth/delivery facility No Charge $850/admitplus | $1,500/admit  type of services, cainsurance may apply.
If you are pregnant services 40% coinsurance  plus 50% Maternity care may include tests and services
coinsurance described elsewhere in the SBC (i.e.
ultrasound). Inpatient: Preauthorization
required; no member penalty. Cost sharing
waived at non IHCP with IHCP referral. If an
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What You Will Pay
Indian Health Non-IHCP Non-IHCP
Common Care Provider | Participating | Non-Participating Limitations, Exceptions, & Other Important

Medical Event S ALTILE AL (You will pay the | Provider (You | Provider (You Information
least) will pay more) | will pay the

most)

out-of-network provider charges more than
the allowed amount, you may have to pay the
difference (balance billing).

Home health care No Charge 40% coinsurance 50% coinsurance 60 visit maximum per calendar year. Cost
sharing waived at non IHCP with IHCP referral.
If an out-of-network provider charges more
than the allowed amount, you may have to pay
the difference (balance billing).
Rehabilitation services No Charge 40% coinsurance 50% coinsurance '35 visit maximum per calendar year combined
Habilitation services No Charge 40% coinsurance 50% coinsurance With Chiropractic care. Preauthorization
required; no member penalty. Cost sharing
waived at non IHCP with IHCP referral. If an
out-of-network provider charges more than
the allowed amount, you may have to pay the

If you need help difference (balance billing).

recovering or have Skilled nursing care No Charge 40% coinsurance 50% coinsurance 25 day maximum per calendar year. Cost
other special health sharing waived at non IHCP with IHCP referral.
needs If an out-of-network provider charges more

than the allowed amount, you may have to pay
the difference (balance billing).

Durable medical equipment  No Charge 40% coinsurance  50% coinsurance Preauthorization required; no member penalty.
Cost sharing waived at non IHCP with IHCP
referral. If an out-of-network provider charges
more than the allowed amount, you may have
to pay the difference (balance billing).
Hospice services No Charge 40% coinsurance  50% coinsurance Cost sharing waived at non IHCP with IHCP
referral. If an out-of-network provider charges
more than the allowed amount, you may have
to pay the difference (balance billing).

50f 8



What You Will Pay

Indian Health Non-IHCP Non-IHCP
Common . Care Provider | Participating | Non-Participating | Limitations, Exceptions, & Other Important
Medical Event S ALTILE AL (You will pay the Providepr (Yogl Provider ?Youg Inlf)ormation i
least) will pay more) | will pay the
most)
Children’s eye exam No Charge No Charge Not Covered One visit per year. *See benefit booklet for
. details.
I @ik NEenk Children’s glasses No Charge No Charge Not Covered One pair of glasses per year. *See benefit

dental or eye care booklet for details.

Children’s dental check-up Not Covered Not Covered Not Covered None

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.)

« Abortions (Except where a pregnancy is the result « Dental Care (Adult and Child) « Private-duty nursing (Unless medically necessary)
of rape or incest, or for a pregnancy which, as < Infertility treatment (Diagnosis and treatment  « Routine eye care (Adult)
certified by a physician, places the woman in covered; in vitro not covered) « Routine foot care (Except in connection with
danger of death unless an abortion is performed) « Long-term care diabetes, circulatory disorders of the lower
 Acupuncture « Non-emergency care when traveling outside the  extremities, peripheral vascular disease, peripheral
« Bariatric surgery u.S. neuropathy, or chronic arterial or venous
- Cosmetic surgery (Except for the correction of insufficiency)
congenital deformities or for conditions resulting » Weight loss programs

from accidental injuries, scars, tumors or
diseases. When medically necessary.)

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

« Chiropractic care (Max. 35 visits/year) » Hearing aids (Limited to two hearing aids every
three years)

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: the plan at 1-888-697-0683.
You may also contact your state insurance department at http://www.tdi.texas.gov.. 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.

*For more information about limitations and exceptions, see the plan or policy document at http://www.bchstx.com/policy-forms/2018/TX0770182-03.pdf.
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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 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: Blue Cross and Blue Shield of Texas at 1-888-697-0683 or visit www.bchstx.com, or contact the U.S. Department of Labor's
Employee Benefits Security Administration at 1-866-444-EBSA (3272) or visit www.dol.gov/ebsa/healthreform.

Contact the Texas Department of Insurance at 1-800-578-4677 or visit https://www.tdi.texas.gov.

Does this plan provide Minimum Essential Coverage? Yes

If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption
from the requirement that you have health coverage for that month.

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 (Espaiiol): Spanish (Espafiol): Para obtener asistencia en Espaiiol, llame al 1-888-697-0683.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-888-697-0683.
Chinese (f[1): [N SR pusfifish > iﬁ?ﬁ%«‘fﬁ¢ﬂ?ﬁb 1-888-697-0683.

Navajo (Dine): Dinek'e é}o shika at'ohwol ninisingo, kwiijigo holne' 1-888-697-0683.

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:

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

(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you

.ii depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts

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

Peg is Having a baby
(9 months of in-network pre-natal care and a
hospital delivery)

Managing Joe's type 2 Diabetes
(a year of routine in-network care of a

well-controlled condition)

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

M The plan's overall deductible S0
M Specialist S0
M Hospital (facility) $0
B Other S0

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)

Total Example Cost $12,800
In this example, Peg would pay:
Cost Sharing

Deductibles S0

Copayments S0

Coinsurance S0

What isn't covered
Limits or exclusions $60
The total Peg would pay is $60

B The plan's overall deductible S0
B Specialist S0
M Hospital (facility) $0
B Other S0

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)

Total Example Cost $7,400
In this example, Joe would pay:
Cost Sharing

Deductibles $0

Copayments S0

Coinsurance S0

What isn't covered
Limits or exclusions $60
The total Joe would pay is $60

care)
M The plan's overall deductible $0
B Specialist $0
M Hospital (facility) $0
B Other S0

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 $1,900
In this example, Mia would pay:
Cost Sharing

Deductibles S0

Copayments S0

Coinsurance S0

What isn't covered
Limits or exclusions S0
The total Mia would pay is $0

Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program, you may
be able to reduce your costs. For more information about the wellness program, please contact: 1-888-697-0683.

Note: These numbers assume the patient received care from an IHCP provider or with IHCP referral at a non-IHCP. If you receive care from a non-IHCP
provider without a referral from an IHCP your costs may be higher.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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BlueCross BlueShield of Texas

If you, or someone you are helping, have questions, you have the right to get help and information in your language at no cost.
To speak to an interpreter, call the customer service number on the back of your member card. If you are not a member, or don't have a card, call 855-710-6984.

-’w)dl LuS;\c‘y‘scuS.‘?.‘uU Juycﬁh&hulc)ﬁAA\;M\M&@)é&d@\gﬁj}!ﬁﬂuﬂuuﬂ 4.535.\4..1\u;deMJ;)A\&-\LA}u‘}nécw\u&:d}‘\a.“ d;.“d.\ﬂ!ﬂhu\b.\cuum&ﬂ}‘d;ﬂulSu\
Arabic .855-710-6984 e Juaild (A, el Y
E{-Lie NRE, FEEARPNESR BB, SERNEEUCHERESHEHDIAE. RE—(UHES BHENESNEEFEENEFRBERERE. WRETREE, 8 FY
Chinese B, 5EBUE 855-710-6984.

Frangais Sivous, ou quelqu'un que vous étes en train d'aider, avez des questions, vous avez le droit d'obtenir de I'aide et I'information dans votre langue a aucun codt. Pour parler a un interpréte, composez le numéro du service

French client indiqué au verso de votre carte de membre. Si vous n'étes pas membre ou si vous n‘avez pas de carte, veuillez composer le 855-710-6984.

Deutsch Falls Sie oder jemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die

German Kundenservicenummer auf der Riickseite Ihrer Mitgliedskarte an. Falls Sie kein Mitglied sind oder keine Mitgliedskarte besitzen, rufen Sie hitte 855-710-6984 an.

ol Bl tHa ucl dR HeE 531 @l 8l Al 818 ol calsaa Aol AH. geua WA ald_ el HE, AHRL UeAUESHL 5L8o{l W0 WUAA AYes Adl oltlk UR Slet 53U, %l

Gujarati VU ACAUE oll URlelcl 8lat, wall AUsll WA 518 olll Al 855-710-6984 oltix UR Sl 53,

& i 3T, AT 1Y TSIEhT TG Y T& & 3Heh, T &, Al JTTTehT =T ST & ol :Q[oeh FETI T IR STTTehRT ATecl et AT IR & | Foell 31egarereh & STcT &l o ToIT, 3191 TE e IS & TS

Hindi T 97T gah AT AR TR il HY| & HTT TEET 6T &, AT 3T ITH 1S AT &, off 855-710-6984 T Hiel i |

s THERMNE EREBEHOHGORIODOH T, THEAITSwE Lo, CHEOFETYA— M 2ZU L) HREAFLEV T2 TEET. BEdbrh €A, B

Japan”e”se e BRESh 254. XV/\‘*‘ﬁ*‘I\“O)%O)ﬁZﬂV Y—LABSETCBEMLS 0, AVNA—THLGEELEA— N2 B85 Ta0ELEA L 855-T10-6984 & THMaE < 72
S,

=0 Qtol Aot £= Aottt 5= ALE0l 220| JCHH FHole RSS2 Jefst ESU ZFEE Aot QU EE = U= eI JASULL I FIE B0 JA=DH AU A S 2

Korean M3t AL, 32 0] OFLIAIDALE IFEDF 81 2 Al B 855-710-6984 @ 2 & 5 == ' AN 2.

WIFI190 RLITLISE) aumm‘mnmgZum')uaoe)cmaumn'w mvvuzoacsvnvugoecme Y 2%chuwvsveegmvvlo’?oeuum 19990, (W ILNVVIBCUWIF, N VMICTEIVOS

Laotian n‘monmmu@mumjuosu,mqnaajm‘m MIIVVCLVTLLIFN, B VDHVO, 1o unmacD 855-710-6984.

Diné T’44a ni, éi doodago ta’da bika ananilwo’igii, na’iditkidgo, ts’ida bee na ah6oti’i’ t’aa niik’e nika a’doolwol. Ata’ halne’i bich’{” hadeesdzih ninizingo €éi kwe’¢é da’infishgi aka anidaalwo’igii bich’{’

Navajo hodiilnih, bee nééhdzinii bine’d¢¢’ bikaa’. Koji atah naaltsoos na hadit’éégdoo éi doodago bee nééhozinigii adingo koji’ hodiilnih 855-710-6984.

w)\j Lma;u;msg_l)ls J4\5 Lj\a)&umd)umuhhhcsbm?;ﬂ@hﬁssu@; .‘mLAJA_ﬁb)AuLc)uUJ u&.ﬂ\\))}b@gé}idl._\j@ﬁ.\ﬁ)\dbwléac*&@&\dé\}ac%ﬁwﬁﬂqmﬁwﬁgcm;\
Persian Aplad Jeals Gula 855-710-6984 o slass Ly ¢ 5128 oy gume IS ey guime S1 2 580 (alal a0 7
Pycckuin Ecrnv y Bac unu Yenoseka, KOTOPOMY Bbl IOMOraeTe, BO3HUKIW BOMPOCHI, Y BaC eCTb NpaBo Ha GecrnaTHyto NOMOLLb 1 HGOPMaLM, NPESOCTaBMEHHYH0 Ha BalLeM si3bike. YT0Bbl NOroBOPUTL C NEPEBOAYMKOM, NO3BOHUTE
Russian B 0TAeN 06CMyX1BaHUS KIMEHTOB MO TenedoHy, ykasaHHOMY Ha 0BpaTHOI CTOPOHE BalLem KapTouky y4acTHUKA. ECnn Bbl He BNSIETECH Y4aCTHUKOM UMK y BaC HET KapTOYKW, NO3BOHUTE Mo TenedoHy 855-710-6984.
Espariol Si usted o alguien a quien usted esta ayudando tiene preguntas, tiene derecho a obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete comuniquese con el nimero del Servicio al
Spanish Cliente que figura en el reverso de su tarjeta de miembro. Si usted no es miembro o no posee una tarjeta, llame al 855-710-6984.

Tagalog Kung ikaw, 0 ang isang taong iyong tinutulungan ay may mga tanong, may karapatan kang makakuha ng tulong at impormasyon sa iyong wika nang walang bayad. Upang makipag-usap sa isang tagasalin-wika,
Tagalog tumawag sa numero ng serbisyo para sa kustomer sa likod ng iyong kard ng miyembro. Kung ikaw ay hindi isang miyembro, o kaya ay walang kard, tumawag sa 855-710-6984.

sl S 52 0SS oy e sm S S S8k s e 2 Ga 1S S eala laslaa gl ane i e ) S e o Gpn Dl S On S 00 G (S om S0 sl S LSl S
Urdu <01 S JIS 5 855-710-6984 ¢ 58 =2 Ui SIS by S I b e U e G BV 0yl (SIS
Tiéng Viét Néu quy vi hoac nguoi ma quy vi gitp d& c6 bét ky cau héi nao, quy vi c quyén dugc hd tre va nhan thong tin bang ngon gt ciia minh mién phi. D& néi chuyén vai thong dich vién, goi s6 dich vu khach
Vietnamese hang nam & phia sau thé hgi vién cla quy vi. Néu quy vi khdng phai 1a hdi vién hodc khong ¢ thé, goi so 855-710-6984.
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tel:855-710-6984

BlueCross BlueShield of Texas

Health care coverage is important for everyone.

We provide free communication aids and services for anyone with a disability or who needs language assistance.
We do not discriminate on the basis of race, color, national origin, sex, gender identity, age or disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance.

Office of Civil Rights Coordinator Phone:  855-664-7270 (voicemail)
300 E. Randolph St. TTY/TDD: 855-661-6965
35th Floor Fax: 855-661-6960
Chicago, lllinois 60601 Email:  CivilRightsCoordinator@hcsc.net
You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at:
U.S. Dept. of Health & Human Services Phone: 800-368-1019
200 Independence Avenue SW TTY/TDD: 800-537-7697
Room 509F, HHH Building 1019 Complaint Portal: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Washington, DC 20201 Complaint Forms: http://www.hhs.gov/ocr/office/file/index.html
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mailto:CivilRightsCoordinator@hcsc.net

