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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 09/01/2023 – 08/31/2024 

HealthSelect® of Texas (In-Area) Plan Coverage for: Individual + Family | Plan Type: POS 

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 contribution2) 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, call 1-800-252-8039 or visit  
www.healthselectoftexas.com. 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 1-800-252-8039 to request a copy. 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

Network: $0 Individual / $0 Family 
Non-network4:$500 Individual / $1,500 Family 

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. 

Are there services 
covered before you 
meet your deductible? 

Yes. Preventive services and network services are 
covered before you meet your 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 
www.healthcare.gov/coverage/preventive-care-benefits/. 

Note: Outpatient formulary insulin does not apply to the $50 prescription drug 
deductible. 

Are there other 
deductibles for specific 
services? 

Yes. $50 for prescription drug expenses per person, 
$5,000 for bariatric surgery for active employees, and 
$200 per service for certain non-prior authorized services. 

You must pay all of the costs for these services up to the specific deductible 
amount before this plan begins to pay for these services. 

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

Network1: $7,500 Individual / $15,000 Family (beginning 
Jan. 1, 2024) 

Non-network4: No Limit 
Coinsurance Limit: $2,000 Network /$7,000 Non-network4 

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? 

Contributions2, balance-billing3 charges, services this plan 
doesn’t cover, and bariatric surgery benefits. 

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

http://www.healthselectoftexas.com/
http://www.healthcare.gov/sbc-glossary/
http://www.healthcare.gov/coverage/preventive-care-benefits/
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Will you pay less if you 
use a network 
provider? 

Yes. See www.healthselectoftexas.com or call 
1-800-252-8039 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 a non-network4 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) 3. Be aware, your 
network provider might use a non-network 4 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. A valid written referral from your primary care 
provider is required to see a specialist. 

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

1 Out-of-pocket limits under this plan reset each calendar year. The network out-of-pocket limit that applies to this plan from 9/1/2023 through 12/31/2023 is $7,050 
per Individual and $14,100 per Family. 
2 Under this plan, payment for your health plan coverage is called a contribution rather than a premium. 

3 Non-network4 providers may not balance bill you for certain services. Refer to the Master Benefit Plan Document (MBPD) for details. 

4 Under this plan, out-of-network is called non-network. 

\

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

Common 
Medical Event 

Services You May Need 

What You Will Pay 
Limitations, Exceptions, & Other Important 

Information 
In-Network Provider 

(you will pay the least) 
Out-of-Network Provider 
(you will pay the most) 

If you visit a health care 
provider’s office or 
clinic 

Primary care visit to treat 
an injury or illness 

$25 copayment/visit 40% coinsurance None 

Specialist visit $40 copayment/visit 40% coinsurance 

A valid referral to see a network specialist 
(including telemedicine visits) is required to 
access network benefits excluding 
OB/Gynecologists, chiropractors, and eye 
exams by ophthalmologists and optometrists. 

Preventive 
care/screening/ 
Immunization 

No charge 40% coinsurance 

You may have to pay for services that aren’t 
preventive. Ask your provider if the services 
needed are preventive. Then check what your 
plan will pay for. 

If you have a test 

Diagnostic test (x-ray, 
blood work) 

20% coinsurance 40% coinsurance None 

Imaging (CT/PET scans, 
MRIs) 

$100 copayment/visit 
plus 20% coinsurance 

$100 copayment/visit 
plus 40% coinsurance 

Preauthorization may be required. Failure to 
obtain preauthorization may increase your cost. 

http://www.healthselectoftexas.com/
http://www.healthselectoftexas.com/
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Common 
Medical Event 

Services You May Need 

What You Will Pay 
Limitations, Exceptions, & Other Important 

Information 
In-Network Provider 

(you will pay the least) 
Out-of-Network Provider 
(you will pay the most) 

If you need drugs to 
treat your illness or 
condition 

More information about 
prescription drug 
coverage is available at 
www.healthselectrx.com. 

Generic drugs (Tier 1) 

$10 copayment (non-
maintenance), 
$10 copayment 
(maintenance); 
$30 copayment 
(mail order or extended day 
supply) 

$10 copayment plus 40% 
coinsurance 
(non-maintenance) 
$10 copayment plus 40% 
coinsurance (maintenance); 
$30 copayment plus 40% 
coinsurance 
(mail order or extended day 
supply) 

Preauthorization may be required. Failure to 
obtain preauthorization may increase your cost. 
Note: If a generic drug is available and you 
choose to buy the preferred or non-preferred 
brand drug, you will pay the generic copayment 
plus the cost difference between the preferred 
or non-preferred brand drug and the generic 
drug.  

Note: Outpatient formulary insulin, regardless of 
tier, has a maximum $25 copay per 30-day 
supply. 

Preferred brand drugs 
(Tier 2) 

$35 copayment (non-
maintenance), 
$45 copayment 
(maintenance); 
$105 copayment (mail order 
or extended day supply) 

$35 copayment plus 40% 
coinsurance 
(non-maintenance) 
$45 copayment plus 40% 
coinsurance (maintenance); 
$105 copayment plus 40% 
coinsurance (mail order or 
extended day supply) 

Non-preferred brand 
drugs (Tier 3) 

$60 copayment 
(non-maintenance), 
$75 copayment 
(maintenance); 
$180 copayment (mail order 
or extended day supply) 

$60 copayment plus 40% 
coinsurance 
(non-maintenance) 
$75 copayment plus 40% 
coinsurance (maintenance); 
$180 copayment plus 40% 
coinsurance (mail order or 
extended day supply) 

Specialty drugs 

If purchased through a 
pharmacy, specialty drugs 
are covered as preferred 
brand drugs or non-preferred 
brand drugs as listed above. 
Otherwise, covered as a 
medical benefit. 

If purchased through a 
pharmacy, specialty drugs 
are covered as preferred 
brand drugs or non-preferred 
brand drugs as listed above. 
Otherwise, covered as a 
medical benefit. 

Preauthorization may be required. Failure to 
obtain preauthorization may increase your cost. 
Note: If a generic drug is available and you 
choose to buy the preferred or non-preferred 
brand drug, you will pay the generic copayment 
plus the cost difference between the preferred 
or non-preferred brand drug and the generic 
drug. 

http://www.healthselectoftexas.com/
http://www.healthselectrx.com/
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Common 
Medical Event 

Services You May Need 

What You Will Pay 
Limitations, Exceptions, & Other Important 

Information 
In-Network Provider 

(you will pay the least) 
Out-of-Network Provider 
(you will pay the most) 

If you have outpatient 
surgery 

Facility fee (e.g., 
ambulatory surgery 
center) 

$100 copayment/visit 
plus 20% coinsurance 

$100 copayment/visit 
plus 40% coinsurance 

Preauthorization may be required. Failure to 
obtain preauthorization may increase your cost. 

Physician/surgeon fees 20% coinsurance 40% coinsurance None 

If you need immediate 
medical attention 

Emergency room care 
$150 copayment/visit 
plus 20% coinsurance 

$150 copayment/visit 
plus 20% coinsurance 
Non-network4 deductible 
does not apply  

Non-network4 deductible does not apply. 
Emergency room copayment waived if 
admitted.  

Emergency medical 
transportation 

20% coinsurance 
20% coinsurance 
Non-network4 deductible 
does not apply 

None 

Urgent care 
$50 copayment/ visit 
plus 20% coinsurance 

40% coinsurance None 

If you have a hospital 
stay 

Facility fee (e.g., hospital 
room) 

$150/day copayment per 
admission plus 
20% coinsurance 

$150/day copayment per 
admission plus 
40% coinsurance 

$750 copayment max per admission. $2,250 
copayment max per calendar year per person. 
Preauthorization may be required. Failure to 
obtain preauthorization may increase your cost.  

Physician/surgeon fees 20% coinsurance 40% coinsurance None 

If you need mental 
health, behavioral 
health, or substance 
abuse services 

Outpatient services 
$25 copayment for office 
visits and 20% coinsurance 
for other outpatient services 

40% coinsurance 
Certain services must be preauthorized; refer to 
Master Benefit Plan Document for details. 

Inpatient services 
$150/day copayment per 
admission plus 
20% coinsurance 

$150/day copayment per 
admission plus 
40% coinsurance 

$750 copayment max per admission. $2,250 
copayment max per calendar year per person. 
Preauthorization may be required. Failure to 
obtain preauthorization may increase your cost. 

http://www.healthselectoftexas.com/
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Common 
Medical Event 

Services You May Need 

What You Will Pay 
Limitations, Exceptions, & Other Important 

Information 
In-Network Provider 

(you will pay the least) 
Out-of-Network Provider 
(you will pay the most) 

If you are pregnant 

Office visits 

$25 copayment for primary 
care provider/$40 copayment 
for specialist for initial office 
visit 
No Charge after initial visit 

40% coinsurance 

Cost sharing does not apply for preventive 
services. Depending on the type of services, a 
copayment, coinsurance, or deductible may 
apply. Maternity care may include tests and 
services described elsewhere in the SBC (i.e., 
ultrasound.) 

Childbirth/delivery 
professional services 

No Charge 40% coinsurance 

Childbirth/delivery facility 
services 

$150/day copayment per 
admission plus 
20% coinsurance 

$150/day copayment per 
admission plus 
40% coinsurance 

$750 copayment max per admission. $2,250 

copayment max per calendar year per person. 
Preauthorization may be required. Failure to 
obtain preauthorization may increase your cost. 

If you need help 
recovering or have 
other special health 
needs 

Home health care 20% coinsurance 40% coinsurance 

Preauthorization may be required. Failure to 
obtain preauthorization may increase your cost. 
Max of 100 non-network4 visits per calendar 
year per person. Non-network4 home infusion 
therapy is not covered. 

Rehabilitation services 20% coinsurance 40% coinsurance 
None 

Habilitation services 20% coinsurance 40% coinsurance 

Skilled nursing care 20% coinsurance 40% coinsurance 
Preauthorization may be required. Failure to 
obtain preauthorization may increase your cost. 

Durable medical 
equipment 

20% coinsurance 40% coinsurance 

Repair or replacement limit of one every 3 
years per person unless change in condition or 
physical status. Preauthorization may be 
required. Failure to obtain preauthorization may 
increase your cost. 

Hospice services 20% coinsurance 40% coinsurance 
Preauthorization may be required. Failure to 
obtain preauthorization may increase your cost. 

If your child needs 
dental or eye care 

Children’s eye exam $40 copayment/visit 40% coinsurance 
Limit of one routine exam per calendar year per 
person. No referral is required for eye exams. 
One preventive care visual acuity screening 

http://www.healthselectoftexas.com/
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Common 
Medical Event 

Services You May Need 

What You Will Pay 
Limitations, Exceptions, & Other Important 

Information 
In-Network Provider 

(you will pay the least) 
Out-of-Network Provider 
(you will pay the most) 

covered with no copayment at network 
provider. 

Children’s glasses Not covered Not covered None 

Children’s dental check-
up 

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.) 

• Acupuncture

• Cosmetic surgery

• Dental care (Adult)

• Educational services, excluding Diabetes Self-
Management Training Programs

• Glasses and Contact Lenses

• Infertility treatment

• Long-term care

• Personal comfort items

• Routine foot care

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

• Bariatric surgery for active employees

• Chiropractic care

• Hearing aids requiring a prescription
(limited to $1,000 per ear per 36-month 
period). Eligible minors
18 and under are not subject to $1,000 
hearing aid maximum.

• Non-emergency care when traveling outside the U.S.

• Private-duty nursing (limited to 96 hours per year for non-
network4)

• In-network diagnostic mammograms are covered at 100%

• Routine eye care (Adult)

• Weight loss programs (Limited to certain
programs. See Master Benefit Plan Document for
details on covered programs)

http://www.healthselectoftexas.com/
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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 HealthSelect of Texas plan at 1-800-892-2803, U.S. Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
www.dol.gov/ebsa/healthreform, or Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 
x61565 or www.cciio.cms.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.  

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 1-800-252-8039 or visit www.healthselectoftexas.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. Additionally, a consumer assistance program can help you file your 
appeal. Contact the Texas Department of Insurance's Consumer Health Assistance Program at 1-800-252-3439 or visit www.texashealthoptions.com.  

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 (Español): Para obtener asistencia en Español, llame al 1-800-252-8039. 
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-252-8039. 

Chinese (中文): 如果需要中文的帮助，请拨打这个号码 1-800-252-8039. 

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-252-8039. 

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

http://www.dol.gov/ebsa/healthreform
http://www.cciio.cms.gov/
http://www.healthcare.gov/
http://www.healthselectoftexas.com/
http://www.dol.gov/ebsa/healthreform
http://www.texashealthoptions.com/
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The plan would be responsible for the other costs of these EXAMPLE covered services. 

Peg is Having a Baby 

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

 

Mia’s Simple Fracture 

(in-network emergency room visit and follow 
up care) 

 

Managing Joe’s type 2 Diabetes 

(a year of routine in-network care of a well-
controlled condition)  

 
 
 

 

 
 
 

 
 
 
 
 
 
 
 
◼ The plan’s overall deductible                           $0 
◼ Specialist copayments   $40 
◼ Hospital (facility) coinsurance  20% 
◼ Hospital (facility) copayments $150 
◼ Other coinsurance  20% 
 
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 $12,700 
  

In this example, Peg would pay: 

Cost sharing 

Deductibles $10 

Copayments $400 

Coinsurance $2,400 

What isn’t covered 

Limits or exclusions $60 

The total Peg would pay is $2,870 

 

 
 
 
 
 
 
 
 
◼ The plan’s overall deductible                          $0 
◼ Specialist copayments $40 
◼ Hospital (facility) coinsurance 20% 
◼ Other coinsurance 20% 
 
 
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 $5,600 

  

In this example, Joe would pay: 

Cost sharing 

Deductibles $50 

Copayments $700 

Coinsurance $20 

What isn’t covered 

Limits or exclusions $20 

The total Joe would pay is $790 

 

 
 
 
 
 
 
 
  
◼ The plan’s overall deductible                    $0 
◼ Specialist copayments                             $40 
◼ Hospital (facility) coinsurance                20% 
◼ Hospital (ER) copayments                      $150 
◼ Other coinsurance                                   20% 
 
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 $2,800 
  

In this example, Mia would pay: 

Cost sharing 

Deductibles $10 

Copayments $400 

Coinsurance $400 

What isn’t covered 

Limits or exclusions $0 

The total Mia would pay is $810 

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



 

  

 

If you, or someone you are h€1pi,g, have questions, you have the right to get help and information in your language at ro cost 
To speak to an interpreter, call the custcmer service number on the back of your member card. If you are not a merrber, or don't have a card, cal 855-710-6984. 
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Arabic .855-710-6984 "'j:_ J...J.; • .JU., silW 'i 

Rlia<t>:it Pll~!ii. ~19.!iEtfmllJJ fr-:l~II.. flJ!tfliirai , 1$fl°fllf1J~ff~~g fr,JHJ~Bl!llJitllJJfllm!e!, . ;t;~- utlll~~ , 'f~~~ptfgfr,J~~T1'iiliil¥.J;gpijfl.~'ili~Ml~. Pll*g ::r-~ ta> ~ . ~~fl'a' 
Chinese ~ T , Si~'ili 855-710-6984. 

Frani;ais Si vous, ou quelqu'un que vous etes en train d'aider, avez des questions, vous avez le droil d'obtenir de raide et l'infonnation dans votre langue a aucun cout. Pour parler a un interprete, composez le numero du service 
French client indique au verso de votre carte de membre. Si vous n'etes pas membre ou si vous n'avez pas de carte, veuillez composer le 855-71~6984. 

Deutsch Falls Sie oder jemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kostenlose Hite und lnformationen in lhrer Sprache zu erhalten. Um mil ewiem Dolmetscher zu sprechen, rufen Sie bitte die 
Gemian Kundenservicenummer auf der Ruckseite lhrer Mitgliedskarte an. Falls Sie kein Mitglied sind oder keine Mitgliedskarte besitzen, rufen Sie bitte 855-710~984 an. 

3J'6~trtl oa ctl-1~ ulll<ll ctil l-lEE 8~ ~till~~ i;tc{l 8[t5 c.(l~ ~!5d~ itK c.{lill-1. ~(!Ulll.~ t tlliJ. <Uct 8~<U l-lla, ctl-ll~l tl~\lEall 8tSail \UeJCll utlilC1. 3J.l.\>8 ~cu al"l~ \l~ 81.(1. 8~. oa 
Gujarati ull\l tl~\lE all \:Hte(ctl ~ c.t, ulll<ll ult'lail \ll~ 815 attll ctl. 855-710-6984 al"l~ \l~ 81.(1. 8~. 

~ ~~.m .3fr:r~~~{6i~.in.i- t.cIT3flqqiTJ{q.frffl'IT~Frr,~f<-q,~Jft<"~~~qif3ITTl<liRt1~~~.irrr~~n:m.~~m~~ 
Hindi ~ ~ ~ ~ .r.ff CR 1fii';;r <fit1 ~ 3fr:r ~ ~ 6. <IT ~ <!ffi m ~ t , ffl" 855-710-6984 CR 1fii';;r <fit I ~ 

B;:i\:lf!i 
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Japanese a \'. 

E!~ OI eJQ! ,'Joi !f.e -i'lolJI § e N ~OI ~ ~ 01 ~D21-i'lol e ~E~ .:Jc, ~ £ ~:ill ~ 5!$ ,'lol.9.1 ~ 0! £ ~~ * ~ e ~c'.lJ I ~ gLID. ~~ 31~ ~!:!10!1 ~ e j}~ Mtll~ ~2.~ 
Korean C:! £!of~ Al 2 . 9.J ~ OI OH . .JAIJIU 3 f~ J I 2!~ Al el 855-710-6984 ~~ C:!£! ~ ~Al 2 

W'l::l'lO'lO 
Laotian 

<ti'>ui'llJ m f)IJUJui'llJTl'lO'.)Ymn'>IJQOVCUleVfl'l:r}'l.U. ui'>IJV:;{)R,f)'lll'llJQOOdlie C(;::)~ a~'1JIJIJW'l::l'lRB'.)ui'l1Jl{)i{)OUVf>'lYQ<>'lO d:ie:5'.unUIJ'lVCnJW'l::l'l. Ymimm'ldJc.l'lou3 
ll'llJ:;?l16'ltnV~Q'l1JgJ9tfo:J~.U'lQl1Rejtn'llJ <ti'>tn'llJU"i..ilJ:J~.U'lQll. ~ uDu0.YmiU1UJ'lCU 855-710-6984. 

Dine T'ii ni, ei doodago la' da bilci ananilwo'igii, na'idillcidgo, ts'ida bee na ahooti'i ' ,·aa niik'e nilci a·doolwol. Ata· haJne• i bich'i' badeesdzih ninizingo ei kwe'e c1a•iniishgi alci anidaalwo•igii bich'i' 
Navajo hodillnih, bee neehozinii bine•d~· bi.kii'. Koji a1ah naaltsoos na hadifeegoo ei doodago bee neehozinigii adingo koji' hodillnih 855-710-6984. 
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Persian -~ J...u. IY'W 855-710-6984 , J.w l, •·'!Jl.ll w,~ u_,lS l/ .~ ,.:..<- J.1 _i,___p.; uJ..., w.,J U:. IE.>' 

f>yccKH>i Ecn• y sac IIJlM '<eflOBeG, KOTOpoM)I Bbl nouoraere, BOOH•KJ1• sonpoa.1, y sac eCTb npaso Ha 6ecnnaTHy10 nOMOlljb M • Hq><>pMallMIO, npe,11ocraeneHH)'IO Ha eawe» R3b1Ce . 4TOObl norosopMTb C nepeBOA\IMKOM, 003BOHMTe 
Russian B OTAen o6cnYJl(KBaHMR KJlMeHTOB no reneq><>Hy, }'IC333HHOMY Ha o6paTHOM cropoHe Baweii KapTO'lKM y,.,aCTHMKa. EcnM Bbl He RBlllleTecb Y,.,acTHKKOM HflK y sac HeT KapTO'lKM, II03BOHMTe no rene<j>oHy 855-710~984. 

Espanol Si us!ed o alguien a quien usted esta ayudando tiene preguntas, tiene derecho a ob!ener ayuda e infomiaci6n en su idioma sin costo algooo. Para hablar con un interprete com1.11iquese con el numero del Servicio al 
Spanish Cliente que figura en el reverso de su tarjeta de miembro. Si usted no es miernbro o no posee una tarjeta, llame al 855-710-6984. 

Tagalog Kung ikaw, o ang isang taong iyong tinululungan 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 setbisyo para sa kuslomer sa likod ng iyong kard ng miyembro. Kung ikaw ay hindi isang miyembro, o kaya ay walang kard, tumawag sa 855-710-6984. 

_J.l), d> y i » u,..,S ,JS.;; ~ U'Jr' ~ ,,:::el d> dfi w t., c-'~fa ·do>- ~ d fi J...h wt...,i.... Ji .u.o wu <»' (j.,J "'_;,1 _,s y i •J' d '-'""..Y J 1.,.. ~..lfi •LJ!/ dJ.? .u. yi =.s <->"" .,s ,_,. ~ =.....s '-! • .,s y i J. 
Urdu -<.!I . .? <)S Y. 855-71~984 • J' d ~ 'i } ~ t..>.A./ c> y i L; •U!/ ~ _,,.... <-) J.1 ·d IE.>' Y. w..; ..,S 'i JS 

Tifug Vi~ Neu quy yj hOac nguoi ma quy vi gilip do co bat ky cau hoi nao, quy vi co quyen dUO'C llO trq va nh~n thong tin bang ng6n ngii cua minh mien phi. f)e noi chuyen VCJi thong dich Vien, gQi so dich YI! khaeh 
Vietnamese hang nam rJ phia sau the h6i Vien cua quy vj. Neu quy yj kh6ng phai la h6i Vien Mac kh6ng co the, gQi so 855-71~6984. 
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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, 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, IL 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  

mailto:CivilRightsCoordinator@hcsc.net
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
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