Independence

Medical Benefit Highlights

Personal Choice 65 Standard Drexel- $10/$15

Covered Services

Your Costs (You pay)

Benefits In-Network Out-of-Network
Maximum Out-of-Pocket (MOOP)?
Individual Only
Out of network maximum includes
combined in/out network $6,700 $10,000
Lifetime Maximum Unlimited
Plan Deductible
Individual Only $0 $250
Ambulance In-Network Out-of-Network
Ground $0 copayment $0 copayment no deductible
Air $0 copayment $0 copayment no deductible
Non-emergent requires prior
authorization
Chiropractic/Spinal Manipulations In-Network Out-of-Network
Medicare Covered Chiropractic Care ~ $10 copayment 20% after deductible
Routine Chiropractic Care $10 copayment 20% after deductible
6 visits/calendar year?2
Physician Office Visits In-Network Out-of-Network
Primary Care Services $10 copayment 20% after deductible
Specialist Services $15 copayment 20% after deductible
Virtual Care In-Network Out-of-Network
Telemedicine $0 copayment Refer to EOC
Durable Medical Equipment (DME) In-Network Out-of-Network
DME, Prosthetics and Orthotics $0 copayment 20% after deductible
Liquid and Gas Oxygen $0 copayment 20% after deductible
Diabetic Supplies In-Network Out-of-Network
Supplies and Monitors $0 copayment 20% after deductible
Shoes and Inserts $0 copayment 20% after deductible
Insulin Pump $0 copayment 20% after deductible
Emergency Care In-Network Out-of-Network
Emergency Care (copay waived if $40 copayment $40 copayment no deductible
admitted)
Worldwide Coverage (copay waived  $40 copayment $40 copayment no deductible
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if admitted)3

Hearing Services In-Network Out-of-Network
Hearing Aids
Standard Digital $699 copayment Not covered
Premium Digital $999 copayment Not covered
Hearing Aids Fitting and Evaluation $0 copayment Not covered
Medicare Covered Hearing Exams $15 copayment 20% after deductible
Routine Hearing Exam $15 copayment 20% after deductible
Home Health Care $0 copayment 20% after deductible
Inpatient Hospital
You are covered for unlimited days
$0 copayment 20% after deductible
Inpatient Mental Health/Substance
Abuse
190-day lifetime maximum applies to
treatment received in a Medicare-
approved mental health facility
$0 copayment 20% after deductible
Medicare Part B Drugs
Prior authorization is required for
certain Part B injectable drugs
$0 copayment 20% after deductible
Medicare Preventive Care?
Please see your Evidence of Coverage
(EOC)
$0 copayment 20% no deductible
Outpatient Diagnostic
Procedures/Lab $0 copayment 20% after deductible
Outpatient Mental Health Services
Includes Partial Hospitalization
$15 copayment 20% after deductible
Outpatient Radiology/X-ray Services  In-Network Out-of-Network

Advanced Imaging (MRI/CT Scan)

$0 copayment

20% after deductible

Standard Imaging
(Routine/Diagnostic)

$0 copayment

20% after deductible

Reference ID: QT09 01/01/2021



Independence

Outpatient Rehabilitation Therapy In-Network Out-of-Network
Physical, Speech, Occupational $15 copayment 20% after deductible
Therapy
Cardiac, Pulmonary Rehabilitation $5 copayment 20% after deductible

Outpatient Substance Abuse $15 copayment 20% after deductible

Outpatient Hospital In-Network Out-of-Network
Observation Stay $0 copayment 20% after deductible
Outpatient Surgery $0 copayment 20% after deductible
Outpatient Ambulatory Surgical $0 copayment 20% after deductible
Center

Podiatry Services In-Network Out-of-Network
Medicare Covered Podiatry $15 copayment 20% after deductible
Routine Podiatry
6 visits/calendar year2

$15 copayment 20% after deductible
Radiation Therapy $0 copayment 20% after deductible

Routine Dental

Not covered

Not covered

Routine Vision

Covered. See Vision detail.

Covered. See Vision detail.

Skilled Nursing Facility °

100 days/benefit period®
$0 copayment/Day 20% after deductible
Urgently Needed Services In-Network Out-of-Network
Retail Clinic $10 copayment $10 copayment no deductible
Urgent Care Center $15 copayment $15 copayment no deductible
Worldwide Coverage3 $40 copayment $40 copayment no deductible
Vision Care In-Network Out-of-Network
Medicare Covered Exam $15 copayment 20% after deductible
Medicare Covered Eyewear (referto  $0 copayment $0 copayment no deductible

EOC)

1 In-network out-of-pocket maximum (MOOP) includes deductible, copays, and coinsurance. Combined in-
network and out-of-network out-of-pocket maximum (MOOP) includes copay, deductible and coinsurance.
Visit limits are combined across in-network and out-of-network benefits. Routine care does not count
towards your out-of-pocket maximum (MOOP).
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2 Combined in and out-of-network.

3 Worldwide Emergency Coverage available. Amounts you pay for emergency and urgently needed care
services received outside the United States do not count toward your maximum out-of-pocket amount
(MOOP).

4 For Preventive Services, if you receive a separate additional non-preventive evaluation and/or service, a
copayment will apply. The copayment amount depends on the provider type or place of service.

5 No prior hospitalization required in order to obtain services from a Skilled Nursing Facility. In-network and
out-of-network maximum day period combined.

6 A Medicare benefit period begins the day you go into a hospital or skilled nursing facility. The Medicare
benefit period ends when you haven't received any inpatient hospital care (or skilled care in a SNF) for 60
days in a row. If you go into a hospital or a skilled nursing facility after one Medicare benefit period has
ended, a new Medicare benefit period begins. There is no limit to the number of Medicare benefit periods.

Personal Choice 65 offers PPO plans with a Medicare contract. Enrollment in Personal Choice 65 Medicare
Advantage plans depends on contract renewal.

For updated information regarding plan providers, visit our website at www.ibxmedicare.com, or call the
Member Help Team at 1-888-718-3333 (TTY/TDD: 711), seven days a week, 8 a.m. to 8 p.m. Please note that
on weekends and holidays from April 1 through September 30, your call may be sent to voicemail. This
information is not a complete description of benefits. Contact 1-877-393-6733 for more information.

Benefits underwritten by QCC Insurance Company, a subsidiary of Independence Blue Cross — independent
licensees of the Blue Cross and Blue Shield Association.

The BLUE CROSS and BLUE SHIELD names and symbols and BLUECARD are registered trademarks of the
Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield plans.

Normal plan rules apply. Please refer to your Evidence of Coverage (EOC) for more information.
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Language Assistance Services

Spanish: ATENCION: Si habla espafiol, cuenta con
servicios de asistencia en idiomas disponibles

de forma gratuita para usted. Llame al
1-600-275-2583 (TTY: 711).

Chinese: &, WREHGD T, EafLIFE @ RMIES
el % . EeE 1-800-275-2583.

Korean: 2HUAE: SH=HE AISEstAl=E 5. 9
& HHAE B2 0|Eata = AsLICH
1-800-275-2583 HE=E EEHGIUANZ.

Portuguese: ATENCAQ: se vocé fala portugués,
encontram-se disponiveis servigos gratuitos de
assisténcia ao idioma. Ligue para 1-800-275-2563.

Gujarati: Yuail: %l il aw2ndl dled &, d @-yes
el A2l Aciall dMi W2 Gueiotl 8.
1-800-275-2583 slet 531

Vietnamese: LUU Y: Néu ban noi tiéng Viét, ching téi
sé& cung cap dich vu hé tror ngdn nglf mién phi cho
ban. Hay goi 1-800-275-2583.

Russian: BHUMAHWE: Ecnu Bel roBopuTe no-pycckm,
To MoweTe BeCnNaTHO BOCMONL20BATECA YCMyraMu
nepeecga. Ten.: 1-600-275-2583.

Polish UWAGA: Jezeli mowisz po polsku, moZesz
skorzystac z bezplatne] pomocy jezykowe]. Zadzwon
pod numer 1-300-275-2583.

ltalian: ATTENZIONE: Se lei parla italiano, sono
disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-800-275-2583.

Arabic:

Ll saclisall clana s Ay jll L2l i i€ 13) il ala
1-800-275-2583 a8 sl plaally Sl 3alta

French Creole: ATANSYON: Siw pale Kreyol

Ayisyen, gen sévis &d pou lang ki disponib gratis pou
ou. Rele 1-800-275-2583.

YO0041_HM_17_476543 Accepted 10/14/2016

Tagalog: PAUNAWA: Kung nagsasalita ka ng
Tagalog, magagamit mo ang mga serbisyo na tulong
sa wika nang walang bayad. Tumawag sa
1-800-275-2583.

French: ATTENTION: Sivous parlez francais, des

services d'aide linguistique-vous sont proposés
gratuitement. Appelez le 1-800-275-2583.

Pennsylvania Dutch: BASS UFF: Wann du
Pennsylvania Deitsch schwetzscht, kannscht du Hilf

griege in dei eegni Schprooch unni as es dich ennich
eppes koschte zellt. Ruf die Nummer 1-800-275-2583.

Hindi: &7 & o 319 BT ag & af 3 =T
HFG A AN BEIAT HaTd 39 §| Fid B
1-800-275-2583 1

German: ACHTUNG: Wenn Sie Deutsch sprechen,
kiinnen Sie kostenlos sprachliche Unterstitzung
anfordem. Wahlen Sie 1-800-275-2583.

Japanese: {5 : BEESBEFOHIL, SHT A
B A=A (IR & TFRIAGERET
1-800-275-2583~F#HET < 21y,
Persian (Farsi):
Copmdrdan Flad € aCunia s Blda
1-800-275-2583 o jas b a2y o sl i Las (o) 0 8,

MNavajo: Dii baa ako ninizin: Dii saad bee yvanilti"go
Diné Bizaad, saad bee aka’anida'awo"dég’, t"aa juk'eh.
Hodiilmh kojy® 1-800-275-2583.

Gl e e gy sl d B )85 a0
S JE e s Slass gles ) e i

1-800-275-2583
Mon-Khmer, Cambodian: s I8 H151 UHIIENS
[waisilEARUNWMANES-181 umanisi 1::
WwigAm SR SE N H N AEAINWAR
157 giriniglinig 1-800-275-25831
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Discrimination is Against the Law

This Plan complies with applicable Federal civil rights
laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. This Plan
does not exclude people or treat them differently
because of race, color, national onigin, age, disability,
or Sex.

This Plan provides:

» Free aids and services to people with disabilities
to communicate effectively with us, such as:
qualified sign language interpreters, and wntten
information in other formats (large print, audio,
accessible electronic formats, other formats).

s Free language services to people whose
prmary language is not English, such as:
qualified interpreters and information written in
other languages.

Y0041 _HM_17_47643 Accepted 10/14/2016

If you need these services, contact our Civil Rights
Coordinator. If you believe that This Plan 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 Civil
Rights Coordinator. You can file a grievance in the
following ways: In person or by mail: ATTM: Civil
Rights Coordinator, 1901 Market Street,
Philadelphia, PA 19103, By phone: 1-388-377-
3933 (TTY: 711) By fax: 215-761-0245, By email:

Ll i . If you need
help filing a grievance, our Civil Rights Coordinator is
available to help you.

You can also file a civil nights 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-focrportal hhs. gowocrportalfobby jsf or by mail
or phone at: U.S. Department of Health and Human
Services, 200 Independence Avenue SW., Room
509F, HHH Building, Washington, DC 20201, 1-800-
368-1019, B00-537-7697 (TDD). Complaint forms are
available at

hitp #fwww hhs. gowocriofficefiledndex html.
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Drug Benefit Highlights
PC65 Group MAPD - Unlimited Gap Coverage (EGWP w/ WRAP)

Covered Services Your Costs (You pay)

Benefit
Deductible $0
Initial Coverage After you pay your annual deductible, you pay the

following copays until you reach the initial coverage

limit (paid by member and plan)

30-day supply at network retail phar macy

Preferred Pharmacy

Standard Phar macy

Tier 1 Generic Drugs $5 copayment $10 copayment
Tier 2 Preferred Brand Drugs $15 copayment $15 copayment
Tier 3 Non-Preferred Brand Drugs $30 copayment $30 copayment

90-day supply at network retail phar macy

Preferred Pharmacy

Standard Phar macy

Tier 1 Generic Drugs $15 copayment $30 copayment
Tier 2 Preferred Brand Drugs $45 copayment $45 copayment
Tier 3 Non-Preferred Brand Drugs $90 copayment $90 copayment

30-day supply at network mail-order
phar macy

Preferred Pharmacy

Standard Phar macy

Tier 1 Generic Drugs $5 copayment Not applicable
Tier 2 Preferred Brand Drugs $15 copayment Not applicable
Tier 3 Non-Preferred Brand Drugs $30 copayment Not applicable
90-day supply at network mail-order
phar macy
Tier 1 Generic Drugs $5 copayment Not applicable
Tier 2 Preferred Brand Drugs $15 copayment Not applicable
Tier 3 Non-Preferred Brand Drugs $30 copayment Not applicable

Coverage Gap

Please see your Evidence of Coverage (EOC) The coverage gap begins after theinitial coverage limit

cost has been reached (paid by member and plan)

30-day supply at a network retail pharmacy

Generic Covered at initial Limit

Brand Covered at initial Limit

Reference ID: #B4T 01/01/2021
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Initial Coverage Limit $4,130

True Out-of-Pocket Cost (TrOOP) $6,550

Catastrophic Coverage

Once your annual out-of-pocket drugs cost has been
reached, you pay the greater of:

Generics (including brand drugs treated as $3.70 or 5%
generic)
All other drugs $9.20 or 5%

For updated information regarding plan providers, visit our website at www.ibxmedicar e.com, or call the
Member Help Team at 1-888-718-3333 (TTY/TDD: 711), seven days aweek, 8 am. to 8 p.m. Please note that
on weekends and holidays from April 1 through September 30, your call may be sent to voicemail. This
information is not a complete description of benefits. Contact 1-877-393-6733 for more information.

Benefits underwritten by QCC Insurance Company, a subsidiary of Independence Blue Cross — independent
licensees of the Blue Cross and Blue Shield Association.

The BLUE CROSS and BLUE SHIELD names and symbols and BLUECARD are registered trademarks of
the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield plans.

Normal plan rules apply. Please refer to your Evidence of Coverage (EOC) for more information.

Select Option PDP isa PDP plan with a Medicare contract. Enrollment in Select Option PDP depends on
contract renewal .

Reference ID: #B4T 01/01/2021
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Language Assistance Services

Spanish: ATENCION: Si habla espafiol, cuenta con
servicios de asistencia en idiomas disponibles

de forma gratuita para usted. Llame al
1-800-275-2583 (TTY: 711).

Chinese: £, mEEiHGw, EaLlFR e RMES
el e % . ¥e 1-800-275-2583.

Korean: 2HLEALE: I =HE MEStA=E 2%, 8
T3 HHAE 222 0|28t + 2UsLICH
1-800-275-2583 HE 2 HESIEANZ.

Portuguese: ATENCAO: se vocé fala portugués,
encontram-se disponiveis servicos gratuitos de
assisténcia ao idioma. Ligue para 1-800-275-2583.

Gujarati: Yuell: %l 4 ywadl dleidl &, dl [A.ges
GlUNL HaL2L Al dMl2 HI2 GuEotl &
1-800-275-2583 sl 530

Vietnamese: LUU Y- Néu ban nai tiéng WViét, ching toi
s& cung cap dich vu hd tro ngdn ngif mién phi cho
ban. Hay goi 1-800-275-2583.

Russian: BHUIMAHWE: Ecnu Boil rosopuTe no-pyccku,
TO MOMETe BECNNATHO BOCMONLI0BATECA YCTyTamMu
nepeecga. Ten.: 1-800-275-2583.

Polish UWAGA: Jezeli méwisz po polsku, mozesz
skorzystac z bezplatne] pomocy jezyvkowe]. Zadzwon
pod numer 1-300-275-2583.

ltalian: ATTEMNZIONE: Se lei parla italiano, sono
disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-800-275-2583.

Arabic:

Ll o lsall lans s Al 3200 i oo 3] L mla
1-800-275-2583 4 Josdl _laally ol dali,

French Creocle: ATANSYON: 5i w pale Kreyol

Ayisyen, gen sévis &éd pou lang ki disponib gratis pou
ou. Rele 1-800-275-2583.

YOO41_HM_17_47643 Accepted 10/14/2016

Tagalog: PAUNAWA: Kung nagsasalita ka ng
Tagalog, magagamit mo ang mga serbisyo na tulong
sa wika nang walang bayad. Tumawag sa
1-800-275-2583.

French: ATTENTION: Si vous parlez francais, des
services d'aide linguistique-vous sont proposés
gratuitement. Appelez le 1-800-275-2533.

Pennsylvania Dutch: BASS UFF: Wann du
Pennsylvania Deitsch schwetzscht, kannscht du Hilf

griege in dei eegni Schprooch unni as es dich ennich
eppes koschte zellt. Ruf die Nummer 1-300-275-2583.

Hindi: eer & o1fg 3 86T ol & o smaes oo
IqFT F AT FErAaT Hare 3T g i
1-800-275-25831

German: ACHTUNG: Wenn Sie Deutsch sprechen,
kiinnen Sie kostenlos sprachliche Unterstiitzung
anfordem. Wihlen Sie 1-800-275-2583.

Japanese: i : BEFESAERFONIL, ST A
F A=A (IR & CRIRGWEFTET,
1-800-275-2583~FWaF < =1,
Persian (Farsi):
D g J"-"J""'—-“..-':" Silans "":-"‘E' = e \_-?“"‘.-"Ij J§| :4—'"'35
1-800-275-2583 » jad L sl a aal i Laz 5l 0 54,

Navajo: Dii baa ako ninizin: Dii saad bee vaniiti'go
Diné Bizaad, saad bee aka’anida’awo"deg’, t'aa juk'eh.
Hodiilnih koji® 1-800-275-2583.

Urdu:

Al Sl Fegn e gy poldd B €

@S JS G e cland g as gl (e ke
1-B00-275-2583

Mon-Khmer, Cambodian: Aj5I8H1 I UHIEANS
[weimiigAfuwnwmany 8-I1gi umeanigi 12:
BewigAmaAnSunBE NS HNINARATINWAR
AaiG 1 giai0Iel s 1-800-275-2583'1

Taglines as of 1011472016



Discrimination is Against the Law

This Plan complies with applicable Federal civil nights
laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. This Plan
does not exclude people or treat them differently
because of race, color, national origin, age, disability,
or sex.

This Plan provides:

¢ Free aids and services to people with disabilities
to communicate effectively with us, such as:
qualified sign language interpreters, and wntten
information in other formats (large print, audio,
accessible electronic formats, other formats).

# Free language services to people whose
primary language is not English, such as:
qualified interpreters and information wrtten in
other languages.

YOO041_HM_17_47643 Accepted 10/14/2016

If you need thess sarvices, contact our Civil Rights
Coordinator. If you believe that This Plan 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 Civil
Rights Coordinator. You can file a grievance in the
following ways: In person or by mail: ATTN: Civil
Rights Coordinator, 1901 Market Street,
Philadelphia, PA 19103, By phone: 1-388-377-
3933 (TTY: 711) By fax: 215-761-0245, By email:

Pyil ' . If you need
help filing a grievance, our Civil Rights Coordinator is
available to help you.

You can also file a civil ights 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 #focrportal hhs. gowocrportallobby. jsf or by mail
or phone at: U.S. Department of Health and Human
Services, 200 Independence Avenue SW., Room
509F, HHH Building, Washington, DC 20201, 1-800-
368-1019, 800-537-7697 (TDD). Complaint forms are
available at

hitpdwww hhs. gowvlocriofficefiledndex. htmi.
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Vision Benefit Highlights
PPO Group MA Vision Benefit

Covered Services Your Costs (You pay)
Routine Vision In-Network QOut-of-Network
Routine Eye Exam (1 exam/every 2 years)! $0 copayment $35 allowance
Eyewear
Frames (1 pair/every 2 years)! $100 allowance?
Vendor Specific Collection $0 copayment Not applicable
Preferred Provider $65 copayment Not applicable
Standard Provider $65 copayment Not applicable
Lenses (1 pair/every 2 years)! $100 allowance?
Vendor Specific Collection $0 copayment Not applicable
Preferred Provider $0 copayment Not applicable
Standard Provider $0 copayment Not applicable
Lens Options
Tints Not covered Not covered
Progressive Not covered Not covered
Transition Not covered Not covered
Polish Not covered Not covered
Insurance Not covered Not covered
Contacts in lieu of Frames/Lenses (1 pair/every  $100 allowance $100 allowance
2 years)!

I Combined in and out-of-network.
2 Qut-of-network allowance applies to both Lenses and Frames combined.

For updated information regarding plan providers, visit our website at www.ibxmedicare.com, or call the
Member Help Team at 1-888-718-3333 (TTY/TDD: 711), seven days a week, 8 a.m. to 8 p.m. Please note that
on weekends and holidays from April 1 through September 30, your call may be sent to voicemail. This
information is not a complete description of benefits. Contact 1-877-393-6733 for more information.

The BLUE CROSS and BLUE SHIELD names and symbols and BLUECARD are registered trademarks of the
Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield plans.

Reference ID: 10039057 01/01/2021



Language Assistance Services

Spanish: ATENCION: Si habla espafiol, cuenta con
servicios de asistencia en idiomas disponibles

de forma gratuita para usted. Llame al
1-600-275-2583 (TTY: 711).

Chinese: {£&: MAEHP L, ELIBARRIIES
R % . B 1-800-275-2583.

Korean: SHAHAE:: SI=ZHE MEstA= 32, 8
T& HH A2 B22 0|26t = 2IsLICH
1-800-276-2583 HHe 2 MESIEIE A 2.

Portuguese: ATENCAQ: se vocé fala portugués,
encontram-se disponiveis servigos gratuitos de
assisténcia ao idioma. Ligue para 1-800-275-2583.

Gujarati: ¥Uell: %l o awndl clleiqd 8, dl F.ges
Gl Hall Aaiall dMizl Hi2 Gueety 8.
1-800-275-2583 slet 531

Vietnamese: LUU Y: Néu ban noi tiéng Viét, ching toi
sé& cung cap dich vu hd tro ngdn ngiF mién phi cho
ban. Hay goi 1-800-275-2583.

Russian: BHUMAHWE: Ecnm el roBopuTE No-pycckm,
TO MOMETe BECNNATHO BOCMONL30BATLCA YCMYraMu
nepeeoga. Ten.: 1-800-275-2583.

Polish UWAGA: Jezeli mowisz po polsku, mozesz
skorzystac z bezptatne] pomocy jezykowe]. Zadzwon
pod numer 1-800-275-2583.

Italian: ATTENZIONE: Se lei parla italiano, sono
disponibili servizi di assistenza linguistica gratuit.
Chiamare il numero 1-800-275-2583.

Arabic:

Lgalll faeliuall cdasd 8 A gl LT 1§ i 13) Al gala
1-800-275-2583 & doil olaally Sl dalis

French Creole: ATANSYOMN: 5i w pale Kreyol

Ayisyen, gen sévis &d pou lang ki disponib gratis pou
ou. Rele 1-800-275-2583.

YO0041_HM_17_47643 Accepted 10M14/2016

Tagalog: PAUNAWA: Kung nagsasalita ka ng
Tagalog, magagamit mo ang mga serbisyo na tulong
sa wika nang walang bayad. Tumawag sa
1-800-275-2583.

French: ATTENTION: 5ivous parlez francais, des
sarvices d'aide linguistigue-vous sont proposes
gratuitement. Appelez le 1-800-275-2583.

Pennsylvania Dutch: BASS UFF: Wann du
Pennsylvania Deitsch schwetzscht, kannscht du Hilf

griege in dei eegni Schprooch unni as es dich ennich
eppes koschte zellt. Ruf die Nummer 1-800-275-2583.

Hindi: et & o #19 BEr ag & o 39 =
HFT H AT WEIAT RAT0 SIS £ A B
1-800-275-2583)

German: ACHTUNG: Wenn Sie Deutsch sprechen,
kénnen Sie kostenlos sprachliche Unterstiitzung
anfordem. Wahlen Sie 1-800-275-2583.

Japanese: = : BEES BARBOHIL. SET A
FrAY—EA (BH) & IHARAVWEETET,
1-800-275-2583 ~F@EEE < H =1y,
Persian (Farsi):
TP PP TE RS TLr PREQUET: GPRLTEUPRg LR 4 B B
1-800-275-2583 » s b 13y o pad i La (gl 0 98
A

Mavajo: Dii baa aks ninizin: Dii saad bee yaniih"go
Diné Bizaad, saad bee akd " anida"awo'déé’, t"aa juk’sh.
Hodiilnih koji® 1-800-275-2583.

Gl 5o s oo sl ol BT 1K aa
wAJE f b Glasd Gdlea gl e Ciia
1-800-275-2583
Men-Khmer, Cambodian: S IHFIHURIEANS
[writduRSuntwmanye-igi umanis: 121
wigamanSames g aINAERINWAR
151 giasQIF IS 1-800-275-25831

]
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Discrimination is Against the Law

This Plan complies with applicable Federal civil nghts
laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. This Plan
does not exclude people or treat them differently
because of race, color, national origin, age, disability,
or Sex.

This Plan provides:

+ Free aids and services to people with disabilities
to communicate effectively with us, such as:
qualified sign language interpreters, and wntten
information in other formats (large print, audio,
accessible electronic formats, other formats).

s Free language services to people whose
primary language is not English, such as:
qualified interpreters and information written in
other languages.

YO041_HM_17_47643 Accepted 10M14/2016

If you need these services, contact our Civil Rights
Coordinator. If you believe that This Plan 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 Civil
Rights Coordinator. You can file a grievance in the
following ways: In person or by mail: ATTN: Civil
Rights Coordinator, 1901 Market Street,
Philadelphia, PA 19103, By phone: 1-388-377-
3933 (TTY: 711) By fax: 215-761-0245, By email:

il ' . If you need
help filing a grievance, our Civil Rights Coordinator is
available to help you.

You can also file a civil nghts complaint with the U5,
Department of Health and Human Services, Office for
Civil Rights electronically through the Office for Civil
Rights Complaint Portal, available at

hitps - #ocrportal hhs. gowocrportalfobby. jsf or by mail
or phone at: U 5. Department of Health and Human
Services, 200 Independence Avenue SW., Room
509F, HHH Building, Washington, DC 20201, 1-800-
366-1019, 800-537-T697 (TDD). Complaint forms are
available at

http Awww.hhs.govlocrfoffice/file/index. html.
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