Clear Form

Carehirst @9

PLEASE COMPLETE A SEPARATE CLAIM FORM FOR EACH FAMILY MEMBER. PLEASE COMPLETE A SEPARATE CLAIM
FORM FOR EACH PROVIDER. (SEE REVERSE SIDE FOR FILING INFORMATION)
PLEASE COMPLETE EACH NUMBERED ITEM—FAILURETO DO SO MAY RESULT IN DELAYS IN PROCESSING YOUR CLAIM

PLEASE TYPE OR PRINT *THIS FORM CAN ALSO BE USED FOR FILING CLAIMS FOR CAREFIRST BLUECHOICE OPT-OUT PLUS.
1. IDENTIFICATION NUMBER 2. GROUP NUMBER OR ENROLLMENT CODE | 3. PATIENT’S NAME (FIRST, MIDDLE INITIAL, LAST)
4. PATIENT’S DATE OF BIRTH 5. PATIENT’S SEX 6. PATIENT’S RELATIONSHIP TO SUBSCRIBER:
MO DAY YEAR EE SP CH
remate [ ] mate[] setr [ spouse [ cinol_] orrerl ] expram:
7. SUBSCRIBER’S NAME (FIRST, MIDDLE INITIAL, LAST) 8. DAYTIME TELEPHONE NUMBER (INCLUDE AREA CODE)

C ) -

9. SUBSCRIBER’S ADDRESS (STREET, CITY, STATE, ZIP CODE) CHECK IF NEW ADDRESS I:I

10. IS PATIENT COVERED UNDER OTHER HEALTH INSURANCE? NOD YESD IFYES, NAME OF OTHER INSURANCE COMPANY

NAME OF POLICY HOLDER POLICY OR IDENTIFICATION NUMBER
IF THE SUBSCRIBER IS MARRIED, ISTHE SPOUSE EMPLOYED? No [__] YEs[_]
IS PATIENT COVERED UNDER MEDICARE? No[_]ves[] IF YES, GIVETHE NAME OF THE SPOUSE'S EMPLOYER

IFYEs, PART A[__|PART B [__|MEDICARE NUMBER
IS PATIENT ACTIVELY EMPLOYED? No [__vEs [ ] IFYES. NAME OF EMPLOYER

11.WAS PATIENT’S CONDITION DUETO: AUTO ACCIDENT? NO[__|YES| __|ANY OTHER ACCIDENTAL INJURY? NO[___|YES[ __ |WORK RELATED ACCIDENT OR CONDITION? NO[ __|YES[ |

MEDICAL EMERGENCY? No[__Jves[ ] Mo DAY _ YEAR .,
IF AN ACCIDENT, GIVE THE DATE OF THE ACCIDENT WAS ANOTHER PARTY AT FAULT? No|__]ves[_]

MO DAY _ YEAR IFYES, ATTACH A STATEMENT WITH DETAILS (SEE
IF MEDICAL EMERGENCY GIVE DATE SYMPTOMS BEGAN ACCIDENTAL INJURY ON THE REVERSE SIDE)

12.WAS PATIENT HOSPITALIZED? NOD YEG IFYES, COMPLETE THE FOLLOWING: NAME OF HOSPITAL

Mo DAY __YEAR MO DAY _ YEAR _ NAME & ADDRESS OF
ADMISSION DATE DISCHARGE " = | ADMITTING PHYSICIAN

13. ARE BILLS FOR A CONSULTATION ATTACHED? No || YE{__| IFYES, GIVE NAME OF PHYSICIAN WHO REQUESTEDTHE CONSULTATION
WAS THE CONSULTATION REQUESTEDTO OBTAIN A SECOND SURGICAL OPINION? No[__]| ves[__|

WAS SURGERY RECOMMENDED? NOD YESD
MO DAY YEAR

14. ARE BILLS FOR MATERNITY ATTACHED? NEYESD IFYES, WHAT ISTHE DATE OF THE LAST MENSTRUAL PERIOD?

15. STATETHE DIAGNOSIS, SYMPTOMS, ILLNESS OR INJURY FORTHE EXPENSES CLAIMED Mo DAY  YEAR
HAS PATIENT HAD THESE SYMPTOMS/CONDITION GIVE DATE SYMPTOM(S) FIRST STARTED

DAY YEAR MO DAY YEAR
BEFORE? NO[_] YE_| IFYES, WHEN GIVE DATE PHYSICIAN FIRST SEEN
16.LIST BELOW ONLY THOSE CHARGES BEING CLAIMED AND ATTACH ORIGINAL ITEMIZED BILLS FROMTHE PROVIDER FOR THESE SERVICES
NAME(S) OF PROVIDER(S) DESCRIPTION(S) OF SERVICE(S) (F M‘Z,’gg’#ﬁj{f ONE) FROM DATE TO DATE CHARGE

A [ MO DAY YEAR [ MO DAY YEAR [§

B. : $

C. $

D. $
TOTAL s

18. THIS CLAIM FORM MUST BE SIGNED. AUTHORIZATION FOR ASSIGNMENT OF BENEFITS

IF NOT, IT WILL BE RETURNED. (SEE REVERSE)
I, the undersigned, authorize CareFirst BlueCross BlueShield to make

I request benefits for these expenses and certify that the above information payment for benefits due herein to

is correct and that the foregoing expenses were incurred for the above
named patient. I authorize any physician, nurse, hospital or other providers
or suppliers in possession of information concerning the patient to furnish
such information to CareFirst BlueCross BlueShield upon request.

Name of Provider

Provider’s Tax or Social Security Number

Name of Provider

Subscriber Signature Date

Provider’s Tax or Social Security Number

Any person who knowingly or willfully presents a false or fraudulent claim for payment of a
loss or benefit or who knowingly or willfully presents false information in an application for
insurance is guilty of a crime and may be subject to fines and confinement in prison. Subscriber Signature

Date

CareFirst BlueCross BlueShield is the business name of Group Hospitalization and Medical Services, Inc. and is an independent licensee of the Blue Cross and Blue Shield Association.
CUT0165-15(4/18) ® Registered trademark of the Blue Cross and Blue Shield Association. ®' Registered trademark of CareFirst of Maryland, Inc.



INSTRUCTIONS

THIS FORMISTO BE USED TO SUBMIT A CLAIM FOR SERVICES UNDERYOUR HEALTH PLAN.
TO AVOID HAVING YOUR CLAIM RETURNED:

v PREPARE A SEPARATE CLAIM FORM FOR EACH FAMILY MEMBER.

v COMPLETE ALL OF THE INFORMATION REQUESTED IN ITEMS 1THRU 18.

v IFYOU PREFERTHAT BENEFITS BE PAID TO THE PROVIDER OF SERVICE BE SURE
TO COMPLETE THE AUTHORIZATION FOR ASSIGNMENT OF BENEFITS ON THE FRONT.
CAREFIRST BLUECROSS BLUESHIELD RESERVESTHE RIGHTTO MAKE PAYMENT DIRECTLY
TOTHE SUBSCRIBER ANDTO REFUSETO HONORTHE ASSIGNMENT OF ANY CLAIMTO ANY
PERSON OR PARTY.

EACH PROVIDER'’S ORIGINAL ITEMIZED BILL MUST BE ATTACHED AND CONTAIN:

 THE LETTERHEAD INDICATING THE « THE DATE FOR EACH INDIVIDUAL ' PROVIDER'STAX IDENTIFICATION
NAME AND ADDRESS OF THE SERVICE (A RANGE OF DATES NUMBER OR NPI
PERSON OR ORGANIZATION CANNOT BE ACCEPTED)
PROVIDING THE SERVICE « PHYSICIAN OR PHARMACIST'S
« THE CHARGE FOR EACH INDIVIDUAL SIGNATURE
 THE NAME OF THE PATIENT SERVICE

RECEIVING THE SERVICE ~ A DESCRIPTION OF EACH SERVICE

ON EACH BILL, PLEASE CROSS OUT ANY CHARGES THAT WERE INCLUDED ON A PREVIOUS CLAIM. PERSONAL ITEMIZATIONS,
CASH REGISTER RECEIPTS, CREDIT CARD RECEIPTS AND CANCELLED CHECKS ARE NOT ACCEPTABLE. ITEMIZED BILLS CANNOT
BE RETURNED.

IN ADDITION TOTHE ABOVE REQUIREMENTS, THE FOLLOWING INFORMATION WILL BE NEEDED:

ACCIDENTAL INJURY - STATEMENTS MUST CONTAIN DETAILS ASTO WHEN, WHERE AND THE MANNER IN WHICHTHE INJURY OCCURRED,
AS WELL ASTHE NAME AND ADDRESS OFTHE PARTY AT FAULT.

PRESCRIPTION DRUGS - BILLS MUST INCLUDETHE PRESCRIPTION NUMBER, THE NAME OFTHE DRUG AND THE NAME OF THE PHYSICIAN
PRESCRIBING THE MEDICATION.

PRIVATE DUTY NURSING - BILLS MUST INCLUDETHE SHIFT WORKED, THE CHARGE PER HOUR, THE NUMBER OF HOURS WORKED,

THE NURSE’S PROFESSIONAL STATUS, PROFESSIONAL LICENSE NUMBER AND FAMILY RELATIONSHIPTOTHE PATIENT, IF ANY. A STATEMENT
FROMTHE ATTENDING PHYSICIAN MUST ACCOMPANYTHE CLAIM.THE STATEMENT SHOULD EXPLAINTHE MEDICAL NECESSITY OFTHE
SERVICE ANDTHE AUTHORIZATION FOR IT.

PROSTHETIC APPLIANCES AND THE RENTAL OR PURCHASE OF DURABLE MEDICAL EQUIPMENT - A STATEMENT FROMTHE ATTENDING
PHYSICIAN MUST ACCOMPANYTHE CLAIM. THE STATEMENT SHOULD EXPLAINTHE MEDICAL NECESSITY OFTHE EQUIPMENT ANDTHE
PHYSICIAN’S AUTHORIZATION FORIT.

PSYCHOTHERAPY - BILLS MUST INCLUDETHE LENGTH OFTHE SESSION, THETYPE OF SESSION ANDTHE PROVIDER’S PROFESSIONAL STATUS.
IFTHE PROVIDER IS OTHERTHAN A MEDICAL DOCTOR, THE PROVIDER’S PROFESSIONAL LICENSE NUMBER MUST ALSO BE GIVEN.

FOR PATIENTS COVERED BY ANOTHER INSURANCE CARRIER OR MEDICARE - IFTHE PATIENT IS CLAIMING BENEFITS FOR ANY CHARGESTHAT
ARE ELIGIBLE FOR BENEFITS UNDER ANY OTHER HEALTH INSURANCE POLICY OR MEDICARE PART A AND/OR PART B, THE EXPLANATION OF
BENEFITS FORM FURNISHED BYTHE OTHER CARRIER PERTAININGTOTHESE CHARGES MUST BE INCLUDED WITHTHE ITEMIZED BILLS. A

CLEAR PHOTOCOPY OF THE OTHER CARRIER’S EXPLANATION OF BENEFITS FORM IS ACCEPTABLE IN PLACE OF THE ORIGINAL DOCUMENT.

FOR SERVICE RECEIVED OUTSIDETHE CAREFIRST BLUECROSS BLUESHIELD SERVICE AREA (MARYLAND, WASHINGTON DC AND NORTHERN
VIRGINIA) THE CLAIM FORM AND ALL RELATED MATERIALS SHOULD BE SUBMITTED TOYOUR LOCAL BLUE CROSS AND BLUE SHIELD PLAN.

PLEASE REFERTO THE FOLLOWING PAGES FOR A LISTING OF THE LOCAL BLUES PLANS INYOUR AREA.

BEFORE SUBMITTING YOUR CLAIM, PLEASE BE SURE THAT: THE CLAIM FORM AND ALL RELATED
1. THE CLAIM FORM IS FULLY COMPLETED AND SIGNED. MATERIALS SHOULD BE SUBMITTED TO:
2. THE ITEMIZED BILLS ARE ATTACHED. CAREFIRST BLUECROSS BLUESHIELD
3. YOU HAVE KEPT COPIES OF EACH DOCUMENT AND MAIL ADMINISTRATOR

BILL FORYOUR PERSONAL RECORDS P.O. BOX 14116

LEXINGTON, KY 40512-4116

CUT0165-1S



CareFirst BlueCross BlueShield
10455 Mill Run Circle

Owings Mills, MD 21117 Cal‘el 1I'S| .

Your provider should submit your claims to the local BlueCross BlueShield plan. You
can locate that information by calling 1-800-810-BLUE and request your rendering
provider’s servicing Plan or locate it via www.bcbs.com and by entering your provider’s
zip code. The affiliated Plan link will display to locate the claims mailing address for
the Plan.

or
You can mail your claim to the following address:

Mail Administrator
P.0O. Box 14115
Lexington, KY 40512-4115

If you mail to the Kentucky address above, it could take up to 30 days to process your
claim.

CareFirst BlueCross BlueShield is the business name of Group Hospitalization and Medical Services, Inc. and is an independent licensee of the
Blue Cross and Blue Shield Association ® Registered trademark of the Blue Cross and Blue Shield Association. ®" Registered trademark of CareFirst of Maryland, Inc.


http://www.bcbs.com/

Carehtst

Family of health care plans

Notice of Nondiscrimination and
Availability of Language Assistance Services

CareFirst BlueCross BlueShield, CareFirst BlueChoice, Inc. and all of their corporate affiliates (CareFirst)
comply with applicable federal civil rights laws and do not discriminate on the basis of race, color, national
origin, age, disability or sex. CareFirst does not exclude people or treat them differently because of race,
color, national origin, age, disability or sex.

CareFirst:

Provides free aid and services to people with disabilities to communicate effectively with us, such as:
Qualified sign language interpreters
Written information in other formats (large print, audio, accessible electronic formats, other formats)
Provides free language services to people whose primary language is not English, such as:
Qualified interpreters
Information written in other languages

If you need these services, please call 855-258-6518.

If you believe CareFirst has failed to provide these services, or discriminated in another way, on the basis

of race, color, national origin, age, disability or sex, you can file a grievance with our CareFirst Civil Rights
Coordinator by mail, fax or email. If you need help filing a grievance, our CareFirst Civil Rights Coordinator is
available to help you.

To file a grievance regarding a violation of federal civil rights, please contact the Civil Rights Coordinator
as indicated below. Please do not send payments, claims issues, or other documentation to this office.

Civil Rights Coordinator, Corporate Office of Civil Rights

Mailing Address P.O. Box 8894
Baltimore, Maryland 21224

Email Address civilrightscoordinator@carefirst.com

Telephone Number 410-528-7820 Fax
Number 410-505-2011

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights electronically through the Office for Civil Rights Complaint portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

800-368-1019, 800-537-7697 (TDD)

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

REV. (12/17)

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc.
CareFirst of Maryland, Inc., Group Hospitalization and Medical Services, Inc., CareFirst BlueChoice, Inc., The Dental Network and First Care, Inc. are
independent licensees of the Blue Cross and Blue Shield Association. In the District of Columbia and Maryland, CareFirst MedPlus is the business
name of First Care, Inc. In Virginia, CareFirst MedPlus is the business name of First Care, Inc. of Maryland (used in VA by: First Care, Inc.).

® Registered trademark of the Blue Cross and Blue Shield Association. ®" Registered trademark of CareFirst of Maryland, Inc.
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Foreign Language Assistance

Attention (English): This notice contains information about your insurance coverage. It may contain key dates
and you may need to take action by certain deadlines. You have the right to get this information and assistance in
your language at no cost. Members should call the phone number on the back of their member identification card.
All others may call 855-258-6518 and wait through the dialogue until prompted to push 0. When an agent
answers, state the language you need and you will be connected to an interpreter.

ROVCE (Amharic) MAANP:- £U MNFDEP DA LT A4TP L LHA: NHOAR $1-180F Nt ALKTFE PTINT 17CF
A4 NATLTA ATHUT OAT $6 A 2H RFAA: RRY OOLE PaReTh AT PARYGR NEP NLILP ATH PAR) T+ AN} AAPH:
ANA WU R34 NCEP NATECN AL DEHMPND: PAAN €MC ARLMA BFAN: ANA AU L9990 M NAN €MC

855-258-6518 L@-AM- 0 AT8.60.F ANNLIICP &N 1919147 MNS AANP: ATL ONA AN AADPT PARLAPTT €72
PAM¢T hH PI° N+C3, IC L7195 s

Edé Yoruba (Yoruba) tétiléko: Akiyési yii ni iwifun nipa is¢ ad6jutdfo re. O le ni awon dééti paté o si le ni lati
gbé igbésé ni awon 0jo gbédéke kan. O ni ¢t 1ati gba iwiftn yii ati iranldéwd ni édé re 16féé. Awon omo-egbé
gbddo pe ndomba foonu té wa 1éyin kaadi idanimo won. Awon miran le pe 855-258-6518 ki o si diiré nipas¢ ijiroro
titi a 6 fi so fun ¢ lati te 0. Nigbati asoju kan ba dahun, so édé ti o fé a 6 si so ¢ po md ogbufo kan.

Tiéng Viét (Vietnamese) Cha y: Thong bao ndy chtra thong tin vé pham vi bao hiém cta quy vi. Théng bao c6 thé
chtra nhitng ngay quan trong va quy vi can hanh dong trudc mot s6 thoi han nhat dinh. Quy vi co quyén nhan
duogc thong tin nay va hd tro bang ngdn ngit cia quy vi hoan toan min phi. Cac thanh vién nén goi sb dién thoai
& mit sau cta thé nhan dang. Tat ca nhimng nguoi khac co thé goi s6 855-258-6518 va cho hét cude ddi thoai cho
dén khi duoc nhic nhan phim 0. Khi mdt tong dai vién tra 10i, hdy néu rd ngon ngit quy vi can va quy vi sé dugc
két ndi v6i mot thong dich vién.

Tagalog (Tagalog) Atensyon: Ang abisong ito ay naglalaman ng impormasyon tungkol sa nasasaklawan ng iyong
insurance. Maaari itong maglaman ng mga pinakamahalagang petsa at maaaring kailangan mong gumawa ng
aksyon ayon sa ilang deadline. May karapatan ka na makuha ang impormasyong ito at tulong sa iyong sariling
wika nang walang gastos. Dapat tawagan ng mga Miyembro ang numero ng telepono na nasa likuran ng kanilang
identification card. Ang lahat ng iba ay maaaring tumawag sa 855-258-6518 at maghintay hanggang sa dulo ng
diyalogo hanggang sa diktahan na pindutin ang 0. Kapag sumagot ang ahente, sabihin ang wika na kailangan mo
at ikokonekta ka sa isang interpreter.

Espariol (Spanish) Atencion: Este aviso contiene informacion sobre su cobertura de seguro. Es posible que
incluya fechas clave y que usted tenga que realizar alguna accidn antes de ciertas fechas limite. Usted tiene
derecho a obtener esta informacidn y asistencia en su idioma sin ningun costo. Los asegurados deben llamar al
numero de teléfono que se encuentra al reverso de su tarjeta de identificacion. Todos los demas pueden llamar al
855-258-6518 y esperar la grabacion hasta que se les indique que deben presionar 0. Cuando un agente de seguros
responda, indique el idioma que necesita y se le comunicara con un intérprete.

Pyccruii (Russian) Buumanue! Hacrosiiee yBeomiieHIe COAEPKUT HHPOPMALHIO O BallleM CTPaxOBOM
oOecrieyeHnH. B HeM MOTYT yKa3bIBaThCsl BayKHBIE JAThl, M OT BAC MOXET IIOTPEOOBATHCS BBIIIOIHUTH HEKOTOPBIE
JIEUCTBHS JIO ONIPEIEIICHHOTO CpoKa. BBl mMeeTe mpaBo O6€CIUIaTHO MOTYIUTh HACTOSIINE CBEACHUS U
COITyTCTBYIOIIYIO IIOMOIIb Ha YZIOOHOM BaM sI3bIKE. YUaCTHHUKAM clielyeT o0pamiarhscs o Homepy TeiedoHa,
YKa3aHHOMY Ha TBUIbHOW CTOPOHE MIECHTU(UKAIMOHHOM KapThl. Bee mpoune aboHEHTHI MOTYT 3BOHUTH 110
HOMepy 855-258-6518 u oxuaaTh, MoKa B TOJIOCOBOM MEHIO He OyAeT npeiokeHo HaxaTb mudpy «0». [Ipu
OTBETE arcHTa YKAXKUTE KeJTaeMbIi S3bIK OOIIEHUS, U BaC CBSDKYT C MIEPEBOTYHKOM.



et (Hindi) ST < 39 T 7 3MUP! 1A el HaR & o-eRI &1 78 b S gwarfs
T BT Ieed 01 3R 3MMUP TAY bl aTad FHI-GTHT S HIaR BTH BT Tl f247 | 3geh! Y SRt

IR aﬁm;rﬁrm&rq'rﬁwﬁ & U &1 SR 7 | Gt &Y 3 fUeae v Ul geu N BiA

~

TR TR PHid AT MY 37 JHt AT 855-258-6518 TR PIcT DR Febd Tov o< 3R O db 0 S haad =
fpT STQ, 9 A TaTg Bt Uche B3 | TTd D13 Tole ITR ¢ al S 3{UHT HINT Fd1S 3R I ARATHR I Hride
P gl SIa|

Bdsss-wiiqui (Bassa) To Puii Cao! B3 nia ke ba nyo bé ké th gbo kpa b6 ni fu a-flia-tiin nyee jé dyi. B5 nia ke
bédé wé jé bé b th ké de wa m3 mh ké nyuee nyu hwe bé wé béa ké zi. D md ni kpé bé t ké b3 nia ke ke gbo-
kpa-kpa m maee dyé dé ni bidi-wudl mud b t ké se widi o p&. Kpood nyo b& me da fliin-n3ba nia dé waa
[.D. k&ad dein nye. Nyo t33 séin me da ndba nia ke: 855-258-6518, ké m me fo tee b€ wa kée m gbo ce be m ké
n>b6a mda 0 kee dyi padain hwe. J jii ké nyo do dyi m g5 jiiin, po wudu m m3 poe dyig, ké nys do mu b6 niin
b€ 5 ké ni wudud mu za.

M (Bengali) T T =2 TIHET SPIR I FOMIIG TWIE S T J7 THTT QFFIR0 OY YOS A
SR TAATH T O T SO AV TS T¥T S| T3 404 I#IBR O 42 9 AR 13 TR ATSI
TRAFIR SR S| TETHRTRRE PR R ANAR P Q0T T e IS TR | SR 855-258-6518 TR
51 TR 0 {50 1 T FRTCT SHIOFL] FS AR | 4 T FICTD TSR TR 4 ST IIGR O AT e
S AHE TR T T, F I TR
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11 X 2R (Traditional Chinese) 1£78; : AR & BN LR B AS AHAHRE G FA. A Al e al & 2 A 1Y
NABTERs E IR 2 ATAs B A TE), EA R BB &, DEB I REER A0 B IR
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Igbo (Igbo) Nrubama: Qkwa a nwere 0zi gbasara mkpuchi nchekwa onwe gi. QO nwere ike inwe ubochi ndi di
mkpa, i nwere ike ime ihe tupu ufodu ubochi njedebe. | nwere ikike inweta ozi na enyemaka a n’asusu gi na
akwughi ugwo o bula. Ndi otu kwesiri ikpo akara ekwenti di n’azy nke kaadi njirimara ha. Ndi 9zo niile nwere
ike ikpo 855-258-6518 wee chere ububo ahu ruo mgbe amanyere ipi 0. Mgbe onye nnochite anya zara, kwuo
asusu i choro, a ga-ejiko gi na onye okowa okwu.

Deutsch (German) Achtung: Diese Mitteilung enthilt Informationen tiber Ihren Versicherungsschutz. Sie kann
wichtige Termine beinhalten, und Sie miissen gegebenenfalls innerhalb bestimmter Fristen reagieren. Sie haben
das Recht, diese Informationen und weitere Unterstiitzung kostenlos in Threr Sprache zu erhalten. Als Mitglied
verwenden Sie bitte die auf der Riickseite Ihrer Karte angegebene Telefonnummer. Alle anderen Personen rufen
bitte die Nummer 855-258-6518 an und warten auf die Aufforderung, die Taste 0 zu driicken. Geben Sie dem
Mitarbeiter die gewiinschte Sprache an, damit er Sie mit einem Dolmetscher verbinden kann.

Frangais (French) Attention: cet avis contient des informations sur votre couverture d'assurance. Des dates
importantes peuvent y figurer et il se peut que vous deviez entreprendre des démarches avant certaines échéances.
Vous avez le droit d'obtenir gratuitement ces informations et de I'aide dans votre langue. Les membres doivent
appeler le numéro de téléphone figurant a l'arriere de leur carte d'identification. Tous les autres peuvent appeler le
855-258-6518 et, aprés avoir écouté le message, appuyer sur le 0 lorsqu'ils seront invités a le faire. Lorsqu'un(e)
employé(e) répondra, indiquez la langue que vous souhaitez et vous serez mis(e) en relation avec un interpréte.

OO0O@Eorean) 00 :0 0D0D0D0D0 00 00000 OO OO0 OO0D0D0DODODOOD.O0 00O
o oo oo oub oo oo, b oo o oo oog go
g oo oo b b g oL bbb DUUL.b0b b0 DO
855-258-6518 L1 L1 L) o oo oo oo oo oo oo ooonn
oo odn oo oo oo oog ooog.

Diné Bizaad (Navajo) Ge’: Dii bee it hane’igii bii" daho6lo bee éédahdzin béeso ach’aah naanil
nik’ist’i‘igii ba. Bii’ dahdldd doo iiyisii yoolkaaligii déé t'aadoo le’é adadoolyjjligii da
yokeedgo t'aa doo bee e’e’aahi ajiil’jjh. Bee na ahdot’i’ dii bee it hane’ doo

nikd’adoowot t'aa ninizaad bee t’aa jiik’é. Atah danilinigii béésh bee hane’é bee wétta’igii
nitfizgo bee nee hodolzinigii bikéédéé’ bikaa’ bich’j’ hodoonihji’. Aaddé6 naanata’ éi kojj’
dahddoolnih 855-258-6518 ddo vyii diitts’jjt yatti’igii t'aa niléijj aadoo éi bikéé’dédé naasbaas
bit adidiilchit. Akd’anidaalwd’igii neidiitdago, saad bee yanitt’i‘igii yii diikit d6o ata’ halne’é
la nika’adoolwot.
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