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

&% KAISER PERMANENTE. : PPO Plan

Kaiser Permanente Insurance Company

Coverage Period: 01/01/2024-12/31/2024
Coverage for: Individual/Family | Plan Type: PPO

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 see

https://kp.org/plandocuments or call 1-800-788-0710 (TTY: 711). For general definitions of common terms, such as allowed amount, balance billing, coinsurance,

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

1-800-788-0710 (TTY: 711) to request a copy.

Answers

Important Questions

What is the overall
deductible?

Participating Provider Tier: $2,000 Individual /
$4,000 Family; Non-Participating Provider Tier:
$4,000 Individual / $8,000 Family

Why this Matters:

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

Are there services
covered before you meet

Yes. Preventive care and services indicated in
chart starting on page 2.

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

your deductible? deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other

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

services?

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

Participating Provider Tier: $5,000 Individual /
$10,000 Family; Non-Participating Provider
Tier: $10,000 Individual / $20,000 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, precertification penalties, balance-
billing charges, health care this plan doesn't
cover, and services indicated in chart starting
on page 2.

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

Will you pay less if you
use a network provider?

Yes. See www.kp.org/kpic/ppo or call
1-800-788-0710 (TTY: 711) for a list of network

roviders.

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.
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Important Questions Answers Why this Matters:
Do you need a referral to No

see a specialists? You can see the specialist you choose without a referral.

44 Al 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

Information

; Participating Provider Tier Non-Participating Provider
Medical Event Need (You will pay the least) Tier (You will pay the most)

Primary care Visitto g4 /st deductible does not | 50% coinsurance, deductible

;[Irlﬁaetsgn er apply. does not apply. None
If you visit a health TR $40 / visit, deductible does not | 50% coinsurance, deductible
care provider's Specialist visit 20Dy, o cosuren Nore
office or clinic

You may have to pay for services that aren't

Preventive care/ No Charge, deductible does not | 50% coinsurance, deductible preventive. Ask your provider if the services

screening/

. P apply. does not apply. needed are preventive. Then check what your
immunization plan will pay for.
Diagnostic test (x- . .
ray, blood work) 30% coinsurance 50% coinsurance None
Ifyou have a test Imaging (CT/PET Precertification required. Failure to precertify
i : : ificati uired. Failu |
scans, MRI's) 30% coinsurance 50% coinsurance may result in a penalty up to $500.
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Common

Medical Event

Services You May
Need

What You Will Pay
Participating Provider Tier

What You Will Pay

Non-Participating Provider

Limitations, Exceptions & Other Important
Information

If you need drugs to
treat your illness or
condition

More information

about prescription
drug coverage is

Generic drugs

(You will pay the least)

Medimpact - Retail: $15 /
prescription; Mail order: $30 /
prescription, deductible does not

apply.

Tier (You will pay the most)

Not Covered

Up to a 30-day supply retail or 100-day supply
mail order (Walgreen's Mail Service).Subject to
formulary guidelines. No Charge for
Contraceptives.

Preferred brand
drugs

Medimpact - Retail: $40 /
prescription; Mail order: $80 /
prescription, deductible does not

apply.

Not Covered

Up to a 30-day supply retail or 100-day supply
mail order (Walgreen's Mail Service).Subject to
formulary guidelines. No Charge for
Contraceptives.

Medimpact - Retail: $40 /

Up to a 30-day supply retail or 100-day supply

apply.

available at Non-preferred brand | prescription; Mail order: $80 / Not Covered mail order (Walgreen's Mail Service).Subject to
www.kp.ora/kpic/ppo | drugs prescription, deductible does not formulary guidelines. No Charge for
apply. Contraceptives.
Medimpact: 30% coinsurance up Up to a 30-day supply retail. Subject to
Specialty drugs 500255”% { grr)%?;rlptlon, deductible | Not Covered foFr)muIar guidyelingg.y . oub)
grancgllijtlyétfge (selj?"er 30% coinsurance after $100 / 50% coinsurance after $150 / Precertification required. Failure to precertify
If you have center) ry surgery procedure procedure may result in a penalty up to $500.
outpatient surgery - — : : ,
Physician/surgeon . . Precertification required. Failure to precertify
fees 30% coinsurance 50% coinsurance may result in a penalty up to $500.
Emergency room 30% coinsurance after $150 / 30% coinsurance after $150 / None
care visit visit
If you need :
: : . Emergency medical - o i
;Ttg‘:t(iﬁte medical T 50% coinsurance 50% coinsurance None
Urgent care $60 / visit, deductible does not 50% coinsurance None

13914 - 2024

Jof8



https://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
https://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
https://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
http://www.kp.org/kpic/ppo
http://www.kp.org/kpic/ppo
https://www.healthcare.gov/sbc-glossary/#prescription-drugs
https://www.healthcare.gov/sbc-glossary/#prescription-drugs
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#formulary
https://www.healthcare.gov/sbc-glossary/#prescription-drugs
https://www.healthcare.gov/sbc-glossary/#prescription-drugs
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#formulary
https://www.healthcare.gov/sbc-glossary/#prescription-drugs
https://www.healthcare.gov/sbc-glossary/#prescription-drugs
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#formulary
https://www.healthcare.gov/sbc-glossary/#specialty-drug
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#prescription-drugs
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#formulary
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#emergency-room-care-emergency-services
https://www.healthcare.gov/sbc-glossary/#emergency-room-care-emergency-services
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#emergency-medical-transportation
https://www.healthcare.gov/sbc-glossary/#emergency-medical-transportation
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#urgent-care
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#coinsurance

Common

Medical Event

Services You May
Need

What You Will Pay
Participating Provider Tier

What You Will Pay
Non-Participating Provider

Limitations, Exceptions & Other Important
Information

If you have a
hospital stay

Facility fee (e.g.,
hospital room)

(You will pay the least)

30% coinsurance after $500 /
admission

Tier (You will pay the most)

50% coinsurance after $1000 /
admission

Precertification required (except for
emergencies, or length of stay following
mastectomy/lymph node surgeries). Failure to
precertify may result in a penalty up to $500.

Precertification required (except for

If you are pregnant

does not apply.

Physician/surgeon - - emergencies, or length of stay following
fee 30% coinsurance 50% coinsurance mastectomy/lymph node surgeries). Failure to
precertify may result in a penalty up to $500.
$40 / individual visit, deductible Participating provider: Mental / Behavioral
Outpatient services does not apply. No Charge for | 50% coinsurance / individual Health: 50% coinsurance / group visit;
If you need mental P other outpatient services, visit, deductible does not apply. | Substance Abuse: $20 / group visit, deductible
health, behavioral deductible does not apply. does not apply.
health, or substance . :
abuse services . . . . Precertification required (does not apply to
Inpatient services 30% coinsurance after $500 / 50% coinsurance after $1000/ | emergency admissions and services). Failure to
admission admission precertify may result in a penalty up to $500.
Depending on the type of services, a
. : copayment, coinsurance, or deductible may
Office visits No Charge 50% coinsurance, deductible apply. Maternity care may include tests and

services described elsewhere in the SBC (i.e.
ultrasound).

Childbirth/delivery
professional services

30% coinsurance

50% coinsurance

None

Childbirth/delivery
facility services

30% coinsurance after $500 /
admission

50% coinsurance after $1000 /
admission

Precertification required (for stays exceeding

48/96 hours for vaginal/caesarean deliveries).
Failure to precertify may result in a penalty of
up to $500.
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Common

Medical Event

Services You May
Need

What You Will Pay
Participating Provider Tier

What You Will Pay
Non-Participating Provider

Limitations, Exceptions & Other Important
Information

If you need help
recovering or have
other special health
needs

Home health care

(You will pay the least)

20% coinsurance, deductible
does not apply.

Tier (You will pay the most)

20% coinsurance, deductible
does not apply.

Up to 100 visits combined / year. (Limit does not apply to
Treatment of Mental Health and Substance Use Disorders.)

Rehabilitation
services

Inpatient: 30% coinsurance after
$500 / admission; Outpatient:
30% coinsurance

Inpatient: 50% coinsurance after
$1000 / admission; Outpatient:
50% coinsurance

Precertification required. Failure to precertify
may result in a penalty up to $500.

Habilitation services

30% coinsurance

50% coinsurance

Cost share applies to Outpatient services.
Precertification required. Failure to precertify
may result in a penalty up to $500.

Skilled nursing care

30% coinsurance after $500 /
admission

50% coinsurance after $1000 /
admission

Precertification required. Failure to precertify
may result in a penalty up to $500. Up to 60
days / benefit period. (The day maximum does
not apply to medically necessary treatment of
Mental Health and Substance Use Disorders.)

Durable medical
equipment

30% coinsurance

50% coinsurance

Precertification required. Failure to precertify may resultin a
penalty up to $500. Up to $2000 limit / year for certain items

Hospice service

30% coinsurance

50% coinsurance

None

If your child needs
dental or eye care

Children's eye exam | Not Covered Not Covered None
Children's glasses | Not Covered Not Covered None
Children's dental Not Covered Not Covered None

check-up

Excluded Services & Other Covered Services:

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

® Children's glasses ® |ong-term care ® Routine eye care (Adult & Child)
® Cosmetic surgery ® Non-emergency care when traveling outside ® Routine foot care

® Dental Care (Adult & Child) the U.S. ® Weight loss programs

® Hearing aids ® Private-duty nursing

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

® Acupuncture (30 visit limit / year combined ® Chiropractic care (30 visit limit / year ® |nfertility treatment ($1000 limit / Year)
with chiropractic) combined with acupuncture)
® Bariatric surgery
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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 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.

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 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform
Administration

Department of Health & Human Services, Center for Consumer | 1-877-267-2323 x61565 or www.cciio.cms.gov
Information & Insurance Oversight

California Department of Insurance 1-800-927-HELP (4357) or www.insurance.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 1-800-788-0710 (TTY: 711)

TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-788-0710 (TTY: 711)
CHINESE (X)) MR FZEH AR |, EIRITIXANS 5 1-800-788-0710 (TTY: 711)

NAVAJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-788-0710 (TTY: 711)

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

The PPO Plan is underwritten by Kaiser Permanente Insurance Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc. (KFHP).
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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 $2,000
B Specialist copayment $40
m Hospital (facility) cost sharing  30% + $500
M Other (blood work) coinsurance 30%

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 $2,000
B Specialist copayment $40
m Hospital (facility) cost sharing ~ 30% + $500
M Other (blood work) coinsurance 30%

This EXAMPLE event includes services like:

Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

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

care)

B The plan's overall deductible $2,000
M Specialist copayment $40
m Hospital (facility) cost sharing  30% + $500
M Other (x-ray) coinsurance 30%

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

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

Total Example Cost | $12,700  Total Example Cost |  $5600  Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $2,000 Deductibles $200 Deductibles $2,000
Copayments $10 Copayments $1,000 Copayments $100
Coinsurance $2,200 Coinsurance $200 Coinsurance $100
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 $4,260 The total Joe would pay is $1,400 The total Mia would pay is $2,200

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Kaiser Permanente Insurance Company (KPIC) does not discriminate based on race, color, national origin, ancestry, religion, sex, marital status, gender,
gender identity, sexual orientation, age, or disability.

Language assistance services are available from our Member Services Contact Center 24 hours a day, seven days a week (except closed holidays). We
can provide no cost aids and services to people with disabilities to communicate effectively with us, such as: qualified sign language interpreters and written
information in other formats; large print, audio, and accessible electronic formats. We also provide no cost language services to people whose primary
language is not English, such as: qualified interpreters and information written in other languages. To request these services, please call 1-800-788-0710

(TTY users call 711).

If you believe that KPIC failed to provide these services or there is a concern of discrimination based on race, color, national origin, ancestry, religion, sex,
marital status, gender, gender identity, sexual orientation, age, or disability you can file a complaint by phone or mail with the KPIC Civil Rights Coordinator. If

Nondiscrimination Notice

you need help filing a grievance, the KPIC Civil Rights Coordinator is able to help you.

KPIC Civil Rights Coordinator
P.O. Box 1809
Pleasanton, CA 94566
Phone: 1-800-788-0710

You may also contact the California Department of Insurance regarding your complaint.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights if there is a concern of discrimination
based on race, color, national origin, age, disability, or sex. You can file the complaint electronically through the Office for Civil Rights Complaint Portal,

available at:

or by mail or phone at:

KPIC-ND-2022-010-CA (11/2022)

By Phone:
California Department of Insurance
1-800-927-HELP
(1-800-927-4357)
TDD: 1-800-482-4TDD
(1-800-482-4833)

By Mail:

California Department of Insurance
Consumer Communications Bureau
300 S. Spring Street
Los Angeles, CA 90013

Electronically:
www.insurance.ca.gov

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,

U.S. Department of Health and Human Services,



200 Independence Avenue SW, Room 509F, HHH Building,
Washington, DC 20201,
Phone: 1-800-368-1019, 1-800-537-7697(TDD).

Complaint forms are available at

http://www.hhs.gov/ocr/office/file/index.html.

KPIC-ND-2022-010-CA (11/2022)



% KAISER PERMANENTE.

Kaiser Permanente Insurance Company
Notice of Language Assistance

No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you in your language. For help, call us at the
number listed on your ID card or 1-800-788-0710. For more help call the CA Dept. of Insurance at 1-800-927-4357. TTY users call 711. English

Servicios en otros idiomas sin ningtin costo. Puede conseguir un intérprete. Puede conseguir que le lean los documentos y que algunos se le envien en
su idioma. Para obtener ayuda, llamenos al nUmero que aparece en su tarjeta de identificacion o al 1-800-788-0710. Para obtener mas ayuda, llame al
Departamento de Seguro de CA al 1-800-927-4357. Los usuarios de la linea TTY deben llamar al 711. Spanish

ﬁsﬁmnﬁﬁiﬁo BAERAOZRE, BUBABXHRGEZE  YERTERMASENBSHRAIGHFTHRE. NEHE , FHREIREEEFLNEFREBEIH
T 1-800-788-0710 BRI Bt 4%, INEE—S 1B | BHBHE 1-800-927- 4357 MR BEE, EEREEESFEEFEAEBRE 711, Chinese

* k k k kkkk k%

No Cost Language Services. You can get an interpreter and get documents read to you in your language. For help, call us at the number listed on your ID
card or 1-800-788-0710. For more help call the CA Dept. of Insurance at 1-800-927-4357. TTY users call 711. English

Doo baahilinjg66 ha ata’ hane. Ata’ halne’i ha shonaot’eeh d66 naaltsoos taa hazaad bee bik’i’ aschiigo hach’y’ yidéoltah biniiyé hach’i’ anal’iih teh. Shika i’doolwot
ninizingo nihich’{” hodiilnih koji’ 1-800-788-0710 éi bee nééhdzin biniiyé neiyitanigii bikaa’. Aké e’élyeed jinizingo CA Dept. of Insurance bich’{> hojilnih kwe’é
1-800-927-4357. TTY chojool‘{igo éi {44 bit azhdilchi’. Navajo

Dich Vu Ngén Ngiv Mién Phi. Quy vi co thé duoc cap thong dich vién va duoc ngudi doc tai liéu cho quy vi bang ngdn nglr ctia quy vi. Bé duoc gilp
dé&, xin goi cho ching tbi theo so dién thoai ,ghi trén thé ID cla quy vi hodc sb 1-800-788-0710. D& dwoc gitp d& thém, xin goi B6 Bao Hiém CA theo sb
1-800-927-4357. Ngw&i str dung TTY goi s6 711. Vietnamese

T35 Ao Au|&, storo] B9 Ao L Starol 2 A {FE sl 2 AN AE Al
Z3HS ¥+ 1-800-788- 0710%2& "r—-/] Al L. HUl ZpA S ALSFS A E ol F X
W3 711, Korean

F4t

3l o] AL P Aot D 7ol sk sl
=, A s 1

800-927-43579 © & F-0] 5141 Al 2., TTY AHEF

Mga Libreng Serbisyo kaugnay sa Wika. Maaari kayong kumuha ng tagasalin-wika at hingin na basahin sa inyo ang mga dokumento sa sarili ninyong
wika. Para humingi ng tulong, tawagan kami sa numerong nakasulat sa inyong ID card o sa 1-800-788-0710. Para sa karagdagang tulong tawagan ang CA
Dept. of Insurance sa 1-800-927-4357. Dapat tumawag ang mga gumagamit ng TTY sa 711. Tagalog

Uddwn 1kquijut swpwympinibiitp. dnip jupnn Ep oquidl) pubunp pupguwibsh swnwynipintitphg b jutnpty, np hwuwnwpenptpp b (Eqyny
Jupnui 2kq hwdwp: Ogunipjut hwdwp quuquhwnptp dkq Qbp ID pupwnh ypu todus fud 1 800 788 0710 hknwjunuwhwdwnpny: Lpugnighs

oqlinipjut hunlwp quiiquhwptp Yuph$nnuhugh wyywhnyugpm pjut hyupunudbin 1-800-927-4357. hknwunuwhwdwpny: TTY hg oqudnnkpp whwnp
E quiquhwpkt 711: Armenian

BecnnatHble nepeBoa4veckue ycnyru. Bol MoxeTe BOCNONb30BaTbCs yCryramm yCTHOroO nepesogyuka. Bam MoryT 3auntartb JOKYMEHTbI, 8 HEKOTOpbIE
MOryT BbITb OTMPaBiEHbl BaM Ha BalleM s3blke. ECnn Bam Hy>xHa NOMOLLb, NO3BOHUTE HAM MO HOMEPY, YKazaHHOMY Ha Ballei naeHTUUKaLNOHHON
kapTouke unu 1-800-788-0710. 3a gononHuUTeNbHOM NOMOLLLI0 0bpaltantecs B [lenaptameHT cTpaxoBaHus wrata KanugopHus (CA Dept. of Insurance) no
TenedoHy 1-800-927-4357. MNonb3oBatenu TTY, 3BoHMUTe No HoMmepy 711. Russian
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SEY—EX (%R, @ EK;DT%’;’E%MWT\% LY ENTEET, BWIRY— t“xb‘im%f;rf” I, ID B — RiZE#HDEF S, £721% 1-800-788-0710 (2
BEMHLEED, & r‘ocu\/w MLEERIGA X, BV 74 V=T INRBEIT (1-800-927-4357) ([ZKERE 728\, TTY 22— —D 1L, 711 £ TREEIZT
z ﬂ'in‘\%< 72 &V, Japanese

T odie o sled 4 La Ly e laial ) <l 5 sl 258 ) Lad g (53 ) 4 Wl ) (ommy 5 0230 53 L)y Uil 4 258 a5 0 2 i e L 80 (ALES aa e il e Lad , OG1 (Al Blgadd clard
ol 711 L 2l 55 TTY S 2K ilai 1-800-927-4357 5 e 43 i jllS day o513 L ¢ iy (olaial ) s (5 3 3 580 il 1-800-788-0710 L glinuad iS55 0 kel by ) o
Farsi. x5

faer B9z & 977 AT IHI 6 oS Aae J w3 eAS=E S fant 3 wiuEt 37 S8 uFr Aae J1 Hee B8, Ag 393 WiEls! 393 3 Aosu 699 ‘3 H
1-800-788-0710 ‘3 9% 3| I HET B8 CA =h fegmard 1-800- 927-4357 ‘3 IS aJ| TTY TI399 711 ‘3 I 961 Punjabi

iﬁjﬂﬁ]ﬁ.ﬂﬁﬁﬁﬁiﬁ“l HAMGE U SHRURTUY Sﬁ@JiﬁI—ﬂSDﬁﬁﬂiﬁSHﬁ mmﬁmﬁi"] ﬁjﬂUﬁS[ﬁ ﬁji—jgiﬁmﬁ‘ﬁﬁi[ﬁﬁ mHﬁmHIWSIummSimﬁimﬁﬂﬂ ID
iUfUHﬁ U 1-800- 788-07104 ﬁjﬂUﬁS[iﬁﬁB"ﬁIQ‘Jﬁ gmmmmmﬁmsnnﬁm IiﬁmﬂﬁﬂISFm FUEY 1-800-927-4357 Hﬁﬁﬁ,ﬁ TTY i858 7111 Khmer

350 1-800-788-0710 ad s sf ly dalall 4, 56l Ay b 7 yaall i) e Uy ool chrelisall e Jpumall lialy oll Cilativsall 560 58 4adi 5 (5 55 an i o J geanl) GliSey ARG () 4y Aan 5 et
Arabic .711 & » Alai¥) agi€a TTY seddiie  1-800-927-4357 o8, Ao L) sl 43Y el ansy Juadl e Lisall (4

Cov Kev Pab Cuam Txhais Lus Dawb. Koj tuaj yeem tau txais ib tus neeg txhais lus thiab txais tau cov ntaub ntawv uas nyeem tag ntawd xa tuaj rau koj
muab sau ua koj hom lus xa tuaj Yog xav tau kev pab, hu rau peb ntawm tus xov tooj teev muaj nyob rau ntawm koj daim yuaj ID los yog 1-800-788-0710.
Yog xav tau kev pab ntxiv hu rau CA Chaw Ua Hauj Lwm Tswj Kev Tuav Pov Hwm ntawm 1-800-927-4357. Cov neeg siv TTY hu rau 711. Hmong

for:eres #TT QATC| T T AT A & Fohl § 3R STASH HT 3TAT HIST H Tgdl Fehdl_E| FErAAT & U, §& 3T M FIE W gof s AT
1-800-788-0710 WX FieT HY| i0F TSI & T TT AT FHET ¥ 1-800-927-4357 T Hiel HY| TS IUAETHAT 711 W el HY| Hindi

uin1serun N lnaBidinTad3na ﬂmﬂ']ll']’a'ﬂi‘ﬂa']llLL&‘”T]Jﬂ']‘a'EI']‘LlLaﬂNWSIVIﬂmW\ﬂuﬂWE’]ﬂadﬂvaﬁ mnmaamsmmmumaa ‘T,‘]JSQTVISVE']LSWG\'HJV\N']EILEW.I‘I/I‘;""]J

uiTnslsyandrtszanau wia 1-800-788-0710 wiAcaINIsANNAILLUE aLRNLEN ‘Iﬂmmmamuﬂswnunuﬂao CA AAvunatan 1-800-927-4357 Wl TTY Insg 711
AMFenar Thai
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