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

&% KAISER PERMANENTE. : TRADITIONAL PLAN

Coverage Period: 01/01/2026-12/31/2026

Coverage for: Individual/Family | Plan Type: HMO

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/shc-glossary/ or call

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

Important Questions Answers Why this Matters:

What is the overall $0 See the Common Medical Events chart below for your costs for services this plan
deductible? covers.

Are there services

covered before you meet
your deductible?

Not Applicable.

This plan covers some items and services even if you haven't yet met the
deductible amount. But a copayment or coinsurance may apply.

Are there other
deductibles for specific
services?

No.

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

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

$1,500 Individual / $3,000 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.

IEven 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.

Do you need a referral to
see a specialist?

Yes, but you may self-refer to certain specialists.

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.

FISHER INVESTMENTS
PID:61212 CNTR:1 EU:-1 Plan ID:1161 SBC ID:563359
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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

Common Services You May - : Limitations, Exceptions & Other Important
: Plan Provider Non-Plan Provider -
Medical Event Need (You will pay the least) (You will pay the most) Information
Primary care visit to
treat an injury or $20 / visit Not Covered None
iliness
If you visit a health ialict vigi iai
care provider's Specialist visit $20/ visit Not Covered None | |
office or clinic Preventive care/ You matl_y haxe éo pay for sgrvu_:fet?] that aren't
wrannnnl preventive. Ask your provider if the services
mg{ion Mo Crre Not Covered needed are preventive. Then check what your
plan will pay for.
Diagnostic test (x-
fyou have a test ray, blood work) $5 / encounter Not Covered None
Imaging (CT/PET
scans, MRI's) $5 / procedure Not Covered None
; : " e A Up to a 30-day supply retail or 100-day supply
%enerlc drugs (Tier chr%tgr"" gzlé) / %‘ﬁ—oﬁ’ Mail Not Covered mail order. Subject to formulary guidelines. No
If you need drugs to ' Prescription Charge for Contraceptives.
gggé){%unr iliness or | preferred brand Retail: $20 / prescription; Mail | \ .+ covered Up to a 30-day supply retail or 100-day supply
iti

More information

about prescription

drug_ coverage is
available at

www.kp.org/formulary

drugs (Tier 2)

order: $40 / prescription

mail order. Subject to formulary guidelines.

Non-preferred brand
drugs (Tier 2)

Retail: $20 / prescription; Mail
order: $40 / prescription

Not Covered

The cost sharing for non-preferred brand drugs
under this plan aligns with the cost sharing for

preferred brand drugs (Tier 2), when approved
through the formulary exception process.

Specialty drugs (Tier
4)

$20 / prescription

Not Covered

Up to a 30-day supply retail. Subject to
formulary guidelines.

If you have
outpatient surgery

Facility fee (e.g.,

ambulatory surgery | $20 / procedure Not Covered None

center)

Physician/surgeon Physician/surgeon fees are included in the
s No Charge Not Covered Facilty fee.
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What You Will Pay What You Will Pay

Common Services You May

Limitations, Exceptions & Other Important

GG ER Nl o e o
(I:Ea_n;:rqencv room $100 / visit $100/ visit None
ﬁfr%?nci)%teedmedical Egnnirqgr?gg OrRedicaI $50 / trip $50/ trip None
gt |50 Mo Pl o o en e
ffyou have a Egggiitt)élf?go(ni.)g., $100/ day Not Covered None
hospital stay fF;r;ysician/surgeon No Charge Not Covered Eggis“i&ia]}gésjurgeon fees are included in the

If you need mental , : $20 / individual visit. No Charge
health, behavioral | Outpatient services | ¢ oo outpatient services

health, or substance : :
abuse services Inpatient services $100 / day Not Covered None

Mental / Behavioral Health: $10 / group visit;

Not Covered Substance Abuse: $5 / group visit.

Depending on the type of services, a
copayment, coinsurance, or deductible may
Office visits No Charge Not covered apply. Maternity care may include tests and
services described elsewhere in the SBC (i.e.
ultrasound).

If you are pregnant

Childbirth/delivery Professional services are included in the Facility
professional services No Charge Not Covered services.
el eI $100/ day Not Covered None

facility services
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Common

Medical Event

Services You May
Need

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

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

Limitations, Exceptions & Other Important
Information

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

Home health care No Charge Not Covered limit / year.
Rehabilitation Inpatient: $100 / day; Outpatient:
If you need help services $20 / visit G None
recovering or have | Hahilitation services | $20 / visit Not Covered None
other special health _ _ — -
needs Skilled nursing care | No Charge Not Covered 100 day limit / benefit period.
Durable medical - . , o
equioment 20% coinsurance Not Covered Requires prior authorization.
Hospice service No Charge Not Covered None
Children's eye exam | No Charge for refractive exam | Not Covered None
If your child needs | Children's glasses | Not Covered Not Covered None
dental or eye care : .
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.)

e Children's glasses
e Cosmetic surgery
e Dental Care (Adult & Child)

e Long-term care

e Non-emergency care when traveling outside

the U.S.

e Private-duty nursing

e Routine foot care
e Weight loss programs

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

e Acupuncture (20 visit limit / year combined

with chiropractic)
e Bariatric surgery

e Chiropractic care (20 visit limit / year

combined with acupuncture)
e Hearing aids ($3000 limit / ear every 36

months)

e Infertility treatment
e 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 Espafiol, 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 ( ): 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)

B The plan's overall deductible $0
M Specialist copayment $20
M Hospital (facility) copayment $100
B Other (blood work) copayment $5

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)

B The plan's overall deductible $0
M Specialist copayment $20
M Hospital (facility) copayment $100
B Other (blood work) copayment $5

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)
M The plan's overall deductible $0
M Specialist copayment $20
M Hospital (facility) copayment $100
M Other (x-ray) copayment $5

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 |  $5,600  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 $0 Deductibles $0 Deductibles $0
Copayments $100 Copayments $700 Copayments $300
Coinsurance $0 Coinsurance $100 Coinsurance $0
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 $150 The total Joe would pay is $800 The total Mia would pay is $300

The plan would be responsible for the other costs of these EXAMPLE covered services.
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ClaéiBerd ¢dmdbaher@mcLisive ofKabserFoundatbn Health P WON&&meﬁag%ﬂaﬁb&&%spiab,The Pem anente M edcalG roup,and the Southem

D Bcrim hatbn B aganstthe bhw .KaserPem anent' ©lbws State and Federalcvilrghts bws.
KaserPem anent does notunbhw full dscrin nate,excbide peopk,ortreatthem diflerently because ofage, race,ethnc group
dentifcaton,cobr,natonalorgn, culluralbackground,ancestry, rrlgbn, sex,gender,gender dentity,genderexpresson, sexual

orentaton,m arialstatus, physcalorm entaldsability,m edcalconditibn, source ofpaym ent, genetc nform aton, citizenship,prim ary
bnguage,orimm pgraton status.

KaserPem anent provides the ©olbw ing servces:
e No-costams and servces o peopk w ith disabilites © heb them com m uncate betierw ith us, such as:
+ Qualified sgn bnguage nempretrs
+ W rniten nfom aton n otherfom ats brailk, hige prmt,audb,accessbk ekctronc om ats,and otherfom ats)
e No-costhnguage services © peopk whose prin ary bnguage B notEnglsh, such as:
¢+ Qualified nempretrs
+ Infom aton w ritien n other knguages
Ifyou need these services, callourM em berService ContactCenter, 24 hours a day, 7 days a week (cbsed holdays). The call B free:

e MedCalk1-855-839-7613 (TTY 711)
e Allothers:1-800-464-4000 (TTY 711)

Upon request, this docum entcan be m ade avaibbk  you n brailk, bige prnt,aud bcassetie,orekcttonc form .To obtah a copy n
one ofthese allemative fom ats,oranotherfom at,callourM em berServce ContactC enterand ask for the fom atyou need.

How © fik a grevance w ith KaiserPem anent

You can fik a dcrin hatbn grievance w ith KaserPem anente ifyou beleve we have faikd © provde these servces orunbw fully
decrim hatd n anotherway.You can fik a grievance by phone,by m ail, h person,oronlhe.P Ease refer your Evidence ofCoverage
orCertiftat of hsurance ordetaib.You can callM em berServces form ore nfom aton on the optbns thatapply © you,orfrheb
filhg a grievance.You m ay fik a dbcrin hatbn grievance n the olbw hg ways:

e Byphone:MediC almembersmay call1-855-839-7613 (TTY 711).Allotherm em bers m ay call1-8004644000 (TTY 711).Heb
B avaibbk 24 hours a day, 7 days a week (cbsed holdays)

e BymakDownbad a form atkp.org orcallM em berServces and ask them 1 send you a form thatyou can send back.

'KaserPem anente B nclisive ofKaberFoundatbon Health P bn, Ihc,KabkerFoundatbn Hospitak, The Pem anente M edcalG roup,and the Southem Califomi
M edrcalG roup



e Ihperson:Fillouta ComphntorBenefitC bim Requestform atamem berservces office bcated ata P bn Facility (go © your
provoerdrectry atkp org/Acilites oraddresses)

e Onhe:Use the onlhe om on ourwebsite atkp .oy
You may abko contactthe KaserPem anente C vilR phts Coordnatordrectly atthe addresses bebw :

Atin:KaserPem anent C wvllR ghts Coordnabr
M em berRehbhtbns G revance 0 peratbns

PO .Box 939001

San D ego CA 92193

How © fik a grievance w ith the Calldmi D epartn entofHealh Care Servces O fice ofC willR ghts (ForM ediC alBenefcaries O nk)

You can ako fik a cvilrghts com phintw ith the Califomi D epartm entofHealth Care Services O fice ofC willR ghts n w rithg, by phone
orby emaik

e Byphone:CallDHCS O fiice ofC wilR Dhts at916-440-7370 (TTY 711)

e BymakFillouta compbhntform orsend a Etiero:
Deputy D rector, O fice ofC willR Ohts
Departm entofHealth Care Servkes
0 ffice ofC vilR Dhts
PO .Box997413,M S 0009
Sacram ento,CA 95899-7413

Comphintfom s are avaibbE athtp Zwvww dhcs ca govP agesAanquage Access.aspx
e Onhe:Send anemail C viR phts@ dhcs.ca.gov
How © fik a grievance w ith the U S.D eparim entofH eakh and Hum an Services O fice ofC wllR phts

You can fik a dbcrin haton com phintw ith the U S .Departm entofHealth and Hum an Services O fice orC wilR ghts.You can fik your
com phntn writhg, by phone,oronkne:

e Byphone:Call1-800-368-1019 (TTY 711 or1-800-5637-7697)

e BymakFillouta compbhintform orsend a Etiero:
U S.Departm entofHealh and Hum an Servces
200 Independence Avenue,SW
Room 509F,HHH Buibding
W ashington,D € .20201

Compbhntfom s are avaibbE at
htips/vww hhs govbcrtom phints/mdexhin |

e Onhe:VEBitthe 0 fite ofC vilR gphts CompbntPoralat
htips/bcmporalhhs govbhcrhora bbby gt



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)
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(TTY 711) 1-855-839-7613 :Medi-Cal o
(TTY 711) 1-800-464-4000 :i¢ s/l

Armenian: Qtq Jupnn Ewiddwp (kquljub wowlgnipjnt npudwnpyt) opp 24 dwid, pwpwpn 7 on: “knip Jupnn kp wuhweky
pwtwynp pupguuish Swowynipjniuutp, tp 1Eqyny pupguutdws jud wjjptnputipuhtt dbwswthng unpuunyws uynipbp:
“nip twl Juipny tp uunpt] odwtinuly ogunipjniututp b vwupptp Ukp hwunwwnnipniuttpnud: Oqunipjut hwdwp quiuquhwuptp
dtp Uinudubph nyguwuwpdwt juwh JEunpnt opp 24 dwd, pwpwpp 7 op (uint optiphtt thuly B):

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

Chinese: 7 24
7 24
° 1-800-757-7585 (TTY 711)
Loal Gocih 3¢ U jocal S o zaedy beois I Uidizancitald lagisp aloi il 16fo) 55 om Cas s ) 7 5 5l 24 5 gs sl (Fars
Srpcmisy ) 7 5 s odklE 24 L eSOl L Lelg o sl ol JSe D3l Syl s Sy ol OB lipsde apde 508 E ol L) 3sS)
(@Rl sl (alds a1 alecsy Sa du(Cpdags

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

Hindi: , 24



24 ( )

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

Japanese: 24
24 7

e Medi-Cal: 1-855-839-7613 (TTY 711)

° : 1-800-464-4000 (TTY 711)
Khmer (Cambodian): 24 9] 7

24 " 7 (
)

e Medi-Cal: 1-855-839-7613 (TTY 711)

. : 1-800-464-4000 (TTY 711)
Korean:

7 . 24 ( )

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

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

Mien: Mbenc nzoih liouh wangv-henh tengx nzie faan waac bun muangx meih maiv cingv, 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 zugc 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 hdzho nizhoni bee hane' dod jiik’ ah jooni doonilwo’. Ndik’ é yadi naaltsoos bee haz’ anii bee hane' do6 yadi nihookaa dod
nadéahégii yadi nihookaa. Shi éi bee haidinii bibee' haz’ aanii do6 bee t’ah kodi bizikinii wo’da’ gi doolyé. Ahéhee’ bik’ ehgo nohdloon’igii, 24
t' &&dawotii, 7 t’ dddawoliigo (t' aadoo t' 8Awo’).

e Medi-Cal: 1-855-839-7613 (TTY 711)

e Yadilzingo bitk’ ehgo bee: 1-800-464-4000 (TTY 711)

Punjabi: : 24, 7 '
| , 24 7
)
o Medi-Cal: 1-855-839-7613 (TTY 711)
o : 1-800-464-4000 (TTY 711)

Russian: A3bikoBasi nOMOLb AOCTYNHa Ans Bac 6ecnnartHo KpyrnocyTOYHO, eXXeqHEBHO. Bbl MoXeTe 3anpocuTb ycnyru
nepesoAYMKa Unu matepuansl, nepeBedeHHble Ha Ball A3blK U B anbTepHaTuBHbIe bopmaThl. Bbl Takke MoXeTe 3akasaTtb
BCMOMoOraTenbHble cpeacTBa u npucnocobnenuns. [1na nonyyeHns noMoLLmM No3BOHMTE B HaLL LEHTP 06Cny>XMBaHNSA y4aCTHUKOB
eXeHEBHO, KPYrNOCYyTOYHO (KpOMe NpasgHUYHbIX 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 atencion. 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)
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. Medl Cal 1-855-839-7613 (TTY 711)
e N7 < af < uMiB00 -@uA000 (TTY 711)

Ukranian: MNocnyru nepeknagayva HagarTbCs 6e3KoLWTOBHO, LinogoboBo, 7 AHIB Ha TMXAeHb. Bu moxeTte 3pobuTty 3anuT Ha
nocrnyru yCHoro nepekrnagada abo otpymaHHs maTtepianis y nepeknagi MoBoto, SIKOK BONOAIETE, UM B anbTepHaTMBHUX hopmaTax.
TakoxX BM MOXeTe 3pobuTn 3annT Ha OTPUMAaHHA JONOMKHMX 3acobiB i MPUCTPOIB Y 3aknagax Hallol Mepexi KoMMaHin.
TenedoHynTe B HaLl KOHTAKTHUIA LEHTP ANns 06CnyroByBaHHSA KIiEHTIB LinoaoboBo, 7 AHIB HA TWXXKAEHb (KPiM CBATKOBUX AHIB).

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

Vietnamese: Dich vy hd tro ngon nir dwoc cung cap mién phl cho quy vi 24 gi mbi ngay, 7 ngay trong tuan. Quy vi co thé yeu
cau dich vu thong dich, hoac tai liéu dwoc dich ra ngon ngtv cla quy vi hoac nhiéu hinh thtrc khac. Quy vi ciing cb thé yéu cau cac
phuo’ng tién tro gidp va thiét bi bo tro tai Cac co’ S& clia chung toi. Goi cho Trung Tam Lién Lac ban Dich Vu Hi Vién cla ching
t6i dé dworc tro gitp, 24 gid mdi ngady, 7 ngay trong tuan (trtr cac ngay 8).

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