PREMERA | Group Medicare Supplement

P.O. Box 91120, MS 295

BLUE CROSS Seattle, WA 98111-9220

You can become a Washington State Health Care Authority
Medicare Supplement member if you:

e Are eligible for the group’s Medicare supplement plan
e Currently have both Medicare Part A and Part B, and

e Don'’t receive Medicaid assistance other than payment of your
Medicare Part B premium.

Enrollment Application

Washington State Health Care Authority

For Office Use Only
Group Number:

Effective Date of Coverage:

Enrollee Class (if applicable):

Please PRINT, sign and date in blue or black ink. Applications that contain correction fluid or
tape will not be accepted. PLEASE RETURN ALL THE PAGES OF THE APPLICATION EVEN IF

THEY ARE BLANK.

@ Your Information

Applicant
| am eligible for Medicare Part A and B because: [ ]Age 65+
| have Medicare due to: [] Kidney Dialysis or Kidney Transplant

[ ] Under Age 65

Last Name First Name Middle Initial | Social Security Number (required)
Home Address (cannot be a P.O. Box) City County State | ZIP
Mailing Address (if different from above) City County State | ZIP
Daytime Phone Number Email Address

Birthdate Month | Day Year Gender

[ ]Male [ ]Female

Dependent
| am eligible for Medicare Part A and B because: [ ]Age 65+
| have Medicare due to: [ ] Kidney Dialysis or Kidney Transplant

Relationship to Applicant:

[ ] Under Age 65

Last Name First Name Middle Initial | Social Security Number (required)
Home Address (cannot be a P.O. Box) City County State | ZIP
Mailing Address (if different from above) City County State | ZIP
Daytime Phone Number Email Address

Birthdate Month | Day Year Gender

[ ]Male [ ]Female

021586 (01-2020)

An Independent Licensee of the Blue Cross Blue Shield Association 1

021775 (12-2019)



@ What Plan Do You Want?

Which Medicare supplement plan do you want to enroll in? X Plan G
Did you receive a copy of the Premera Blue Cross “Outline of Coverage”? [lYes [INo
Did you receive a copy of Medicare’s “Choosing A Medigap Policy” guide? [ lYes [INo

@ Your Other Health Coverage

Please answer all the questions below as best you know how.

Applicant

Tell Us About Your Medicare Coverage (You have to have Medicare Parts A and B to Enroll)

1.a. Did you turn age 65 in the last 6 months? [IYes [INo
b. Did you enroll in Medicare Part B in the last 6 months? [ IYes [INo
c. If Yes, what is the effective date? (month and year) /[ 01 /

(See your Medicare card to find this date.)

Your Medicare Information Here

MEDICARE HEALTH INSURANCE

Please fill in your Medicare |
number and effective dates in 1-800-MEDICARE (1-800-633-4227)

the box to the right. You can NAME OF BENEFICIARY

copy from your Medicare card. MEDICARE CLAIM NUMBER

Or, it's OK to include a copy of
your Medicare card instead.

We need these numbers to IS ENTITLED TO EFFECTIVE DATE
enroll you. Part A Hospital Insurance /01 /
Part B Medical Insurance /01 /

Tell Us About Your Medicare Advantage Coverage, If Any
If you didn't have this kind of coverage, just check "No" to 2.a., b., c. and d.
2.a. Have you had coverage from any Medicare plan other than original
Medicare within the last 63 days (for example, a Medicare Advantage
plan, or a Medicare HMO or PPO)? Cyes Do
If Yes, fill in your start and end dates below. (OK to put in just the month and year.)
If you are still covered under this plan, leave “End” blank.

Start: / / End: / /




b. If you are still covered under the Medicare plan, do you intend
to replace your current coverage with this new Medicare

Supplement plan? (You can't keep both.) [ IYes [ INo
C. Was this your first time in this type of Medicare plan? [ Iyes [ INo
d. Did you drop a Medicare Supplement policy to enroll in the Medicare plan? | IYes | _INo

Tell Us About Your Medicare Supplement Coverage, If Any
If you didn't have this kind of coverage, just check "No" to 3.a. and c. Leave 3.b. blank.
3.a. Do you have another Medicare Supplement policy in force? (These plans

are called Plan A, B, C,D, F, G, K, L, M or N) [ IYes | _INo
b. If Yes, with what company, and what plan do you have? (If you know, put the

insurance company name and the plan name (such as Plan F) in the blanks.)

Company: Plan:

c. If Yes, do you intend to replace your current Medicare Supplement policy
with this plan? (You can't keep both.) [ TYes [ INo

Tell Us About Any Other Individual Or Group Health Insurance Coverage, If Any
If you didn't have this kind of coverage, just check "No" to 4.a., and leave b. and c. blank.

4.a. Have you had coverage under any other health insurance within the past 63 days?
(For example, an employer, union or individual plan). | lYes |_INo

b. If Yes, with what company and what kind of policy? (If you know, put in the insurance company
name and the type of policy, such as group coverage through your spouse or individual coverage.)

Company: Policy:

c. What are your dates of coverage under the other policy? If you are still covered under the same
policy, leave “End” blank. (It's OK to put just the month and year or just the year.)

Start: / / End: / /

Tell Us About Any Help With Your Medical Bills You Receive

From Your State's Medicaid Programs

This doesn't mean Social Security benefits or food stamps. It can include payment for
nursing home care. If you didn't have this kind of help from State Medicaid, just check
"No" to 5.a., b. and c.

5.a. Are you covered for any medical assistance through the state Medicaid program?
Note To Applicant: If you are participating in a “Spend-Down Program” and have

not met your “Share of Cost,” please answer No to this question. | lYes | INo
b. If Yes, will Medicaid pay your premiums for this Medicare Supplement plan? [ IYes [ INo

c. Do you receive any benefits from Medicaid OTHER THAN payments toward your
Medicare Part B Premium? [ Yes [ INo



Dependent
Tell Us About Your Medicare Coverage
(You have to have Medicare Parts A and B to Enroll)

1.a. Did you turn age 65 in the last 6 months? Oyes [CNo
b. Did you enroll in Medicare Part B in the last 6 months? OYes OONo
c. If Yes, what is the effective date? (month and year) /[ 01 /

(See your Medicare card to find this date.)

Dependent’s Medicare Information Here
|

MEDICARE HEALTH INSURANCE

Please fill in your Medicare |
number and effective dates in 1-800-MEDICARE (1-800-633-4227)

the box to the right. You can NAME OF BENEFICIARY

copy from your Medicare card. MEDICARE CLAIM NUMBER

Or, it's OK to include a copy of
your Medicare card instead.

We need these numbers to IS ENTITLED TO EFFECTIVE DATE
enroll you. Part A Hospital Insurance /01 /
Part B Medical Insurance /01 /

Tell Us About Your Dependent’s Medicare Advantage Coverage, If Any

If you didn't have this kind of coverage, just check "No" to 2.a., b., c. and d.

2. a. Have you had coverage from any Medicare plan other than original
Medicare within the last 63 days (for example, a Medicare Advantage

plan, or a Medicare HMO or PPO)? [ IYes [INo

If Yes, fill in your start and end dates below. (OK to put in just the month and year.)
If you are still covered under this plan, leave “End” blank.

Start: / / End: / /
b. If you are still covered under the Medicare plan, do you intend to replace your current

coverage with this new Medicare Supplement plan? (You can't keep both.) [ TYes [_INo
C. Was this your first time in this type of Medicare plan? [ IYes [ INo
d. Did you drop a Medicare Supplement policy to enroll in the Medicare plan? “IYes [ INo

Tell Us About Your Dependent’s Medicare Supplement Coverage, If Any
If you didn't have this kind of coverage, just check "No" to 3.a. and c. Leave b. blank.
3.a. Do you have another Medicare Supplement policy in force? (These plans

are called Plan A, B, C, D, F, G, K, L, M or N) " Yes [ INo



b. If Yes, with what company, and what plan do you have? (If you know, put the insurance company
name and the plan name (such as Plan F) in the blanks.)

Company: Plan:

c. If Yes, do you intend to replace your current Medicare Supplement
policy with this plan? (You can't keep both.) “Iyes _INo

Tell Us About Any Other Dependent Individual Or Group Health Insurance Coverage, If Any
If you didn't have this kind of coverage, just check "No" to 4.a., and leave b. and c. blank.

4.a. Have you had coverage under any other health insurance within the past 63 days?
(For example, an employer, union or individual plan). _Iyes _INo

b. If Yes, with what company and what kind of policy? (If you know, put in the
insurance company name and the type of policy, such as group coverage
through your spouse or individual coverage.)

Company: Policy:

c. What are your dates of coverage under the other policy? If you are still covered under the same
policy, leave “End” blank. (It's OK to put just the month and year or just the year.)

Start: / / End: / /

Tell Us About Any Help With Your Dependent’s Medical Bills You Receive

From Your State's Medicaid Programs

This doesn't mean Social Security benefits or food stamps. It can include payment for
nursing home care. If you didn't have this kind of help from State Medicaid, just check
"No" to 5.a., b. and c.

5.a. Are you covered for any medical assistance through the state Medicaid program?
Note To Applicant: If you are participating in a “Spend-Down Program” and have

not met your “Share of Cost,” please answer No to this question. _Iyes [ INo
b. If Yes, will Medicaid pay your premiums for this Medicare Supplement plan? [ Iyes [ INo

c. Do you receive any benefits from Medicaid OTHER THAN payments toward
your Medicare Part B Premium? [ Yes [ INo

Proceed to section D



Conditions of Enrollment/Signatures

)

I, the undersigned, apply for enroliment with Premera Blue Cross (Premera). | represent that all
statements and answers on this application are complete and true.

1.
2.
3.

| am an eligible member of the group.
| have both Medicare Parts A and B in force today.

| understand that my coverage does not start until Premera accepts this application and assigns
an effective date.

| authorize Premera, at its option, to pay doctors and other providers directly for health care |
receive.

| understand that it is a crime to knowingly provide false, incomplete, or misleading information
to an insurance company for the purpose of defrauding the company. Penalties include
imprisonment, fines, and denial of insurance benefits.

| also understand and agree that Premera may cancel this coverage back to its start date as if |
never had coverage at all, if it is found that | have supplied false information, or any information
was omitted by me or for me, on this application, and that information is material enough to
affect my eligibility for coverage. (Please note: After coverage has been in force for two years,
coverage may no longer be canceled for this reason.)

| understand that Premera may collect, use, and disclose personal information about me as
required or permitted by law or to perform routine business functions. Examples are to
determine my eligibility for enrollment or to pay claims. If Premera discloses my personal
information for any other reason, Premera will first take out any data that can be used to easily
identify me, or will get my signed permission.

Be sure to sign and date this application, include all pages of the application and
provide any proof required for “yes” answers in section C, when submitting to Premera
for processing.

Signature of Applicant Today’s Date
X
Signature of Dependent Today’s Date
X

Please Note: If you have a Medicare supplement or Medicare Advantage policy today (including a
Medicare HMO or PPO), you cannot be enrolled unless you intend to replace your current coverage.
Please complete the “Notice to Applicant Regarding Replacement of Medicare Supplement or
Medicare Advantage Coverage” form.

If you have any questions, please contact your benefit department or Premera at 1-800-817-3049 or
TDD for the Deaf or Hard of Hearing at 1-800-842-5357.



Important Notes

1.

You do not need more than one Medicare Supplement policy. If you currently have a Medicare
Supplement policy or Medicare Advantage policy (including a Medicare HMO or PPO), you
cannot be enrolled unless you intend to replace your current coverage. Please complete a
replacement form. If you purchase this contract, you may want to evaluate your existing health
coverage and decide if you need multiple coverages.

You may be eligible for benefits under Medicaid and may not need a Medicare Supplement
policy. Medicaid is a public aid program for people with low income. It is not the same as
Medicare.

If, after purchasing this plan, you become entitled to Medicaid, the benefits and subscription
charges under your Medicare Supplement contract can be suspended, if requested, during your
entitlement to benefits under Medicaid for 24 months. You must request this suspension within 90
days of becoming eligible for Medicaid. If you are no longer entitled to Medicaid, your suspended
Medicare Supplement plan (or, if that is no longer available, a substantially equivalent plan) will
be re-instituted if requested within 90 days of losing Medicaid eligibility.

Counseling services may be available in your state to provide advice concerning your purchase
of Medicare Supplement coverage and concerning medical assistance through the state
Medicaid program, including benefits as a “Qualified Medicare Beneficiary” (QMB) or a “Specified
Low-Income Medicare Beneficiary” (SLMB).

If you are eligible for, and have enrolled in a Medicare supplement policy by reason of disability
and you later become covered by an employer or union-based group health plan, the benefits
and premiums under your Medicare supplement policy can be suspended, if requested, while you
are covered under the employer or union based group health plan. If you suspend your Medicare
supplement policy under these circumstances, and later lose your employer or union based
group health plan, your suspended Medicare supplement policy (or, if that is no longer available,
a substantially equivalent policy) will be reinstituted, if requested within 90 days of losing your
employer or union based group health plan.



Group Medicare Supplement
Eligibility Attachment

Washington State Health Care Authority
Public Employees Benefits Board (PEBB) Program

Who Is Eligible For Coverage?

Public Employees Benefit Board (PEBB) Program Retirees, Survivors, or PEBB Continuation Coverage
(COBRA) Subscribers

To be eligible, you must be an eligible retiree, survivor, or PEBB continuation coverage (COBRA) subscriber
and enroll during one of the periods listed below:

*

Upon initial enroliment in PEBB insurance coverage.
Within six months of initial enrollment in Medicare Part B.

If you deferred PEBB retiree health plan coverage, you may enroll during any PEBB Program annual
open enrollment or no later than 60 days after the date other qualified coverage ends.

Existing PEBB subscribers may change their coverage by applying for another plan during a PEBB
Program annual open enrollment or a special open enroliment period, established by the PEBB
Program.

During other enroliment periods, if any, established by the PEBB Program.

Dependents of PEBB Program Retirees or PEBB Continuation Coverage (COBRA) Subscribers

To be eligible, you must be an eligible spouse or state-registered domestic partner and enroll during one of the
periods listed below:

At the same time as the PEBB retiree or PEBB Continuation Coverage (COBRA) subscriber.
Within six months of initial enrollment in Medicare Part B.

During a PEBB Program annual open enroliment or a special open enrollment period established by the
PEBB Program.

HCA Eligibility Attachment



State Residents
To be eligible, you must be a current Washington State resident and enroll during one of the periods listed

below:

No earlier than 30 days before you become eligible for Part A and Part B of Medicare.

Within six months of initial enrollment in Medicare Part B provided that you are replacing a health plan
with no lapse in coverage of more than 63 days.

Within six months of attaining age 65 or older and is enrolled in Medicare Part B.

Within 63 days of establishing Washington State residency. Residency date:

Within 63 days of losing coverage under a retiree group health plan, a Medicare Advantage plan, a
health care prepayment plan, a Program of All-Inclusive Care for the Elderly, a Medicare supplement or
Medicare SELECT plan, or a Medicare risk or cost plan for reasons that qualify under federal law. Your
answers in section C of the application will determine if you qualify.

When replacing coverage or enrolling during a guaranteed issue period, as allowed by law. Your
answers in section C of the application will determine if you qualify.



Discrimination is Against the Law

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

Premera:

¢ Provides free aids and services to people with
disabilities to communicate effectively with us, such as:
 Qualified sign language interpreters

o Written information in other formats (large print, audio,

accessible electronic formats, other formats)
» Provides free language services to people whose
primary language is not English, such as:
o Qualified interpreters
« [nformation written in other languages

If you need these services, contact the Civil Rights
Coordinator.

If you believe that Premera 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:

Civil Rights Coordinator — Complaints and Appeals

PO Box 91102, Seattle, WA 98111

Toll free 855-332-4535, Fax 425-918-5592,

TTY 800-842-5357

Email AppealsDepartmentinquiries@Premera.com

You can file a grievance in person or by malil, fax, or
email. If you need help filing a grievance, the Civil Rights
Coordinator is available to help you.

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

U.S. Department of Health and Human Services,

200 Independence Ave SW, Room 509F, HHH Building
Washington, D.C. 20201, 1-800-368-1019,
800-537-7697 (TDD). Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

Getting Help in Other Languages

This Notice has Important Information. This notice may
have important information about your application or
coverage through Premera Blue Cross. There may be
key dates in this notice. You may need to take action by
certain deadlines to keep your health coverage or help
with costs. You have the right to get this information and
help in your language at no cost. Call 800-722-1471

(TTY: 800-842-5357).

A4 (Amharic):

L “INFOEL AALATL 90LF LH A LU @90 DEP A
“aoi\hFP me.9° ¢ Premera Blue Cross 1147 AddAn
a8 AT LTANE NHY “INIOEE D0 BAG $TT
AFe eTAN: tmS? 04797 AemPs (AhGLA hCRD
AYPTTE (HOAr PLH 7207 ACIE arar( L 2NPY:
LSO QU7 008 NIRLTT WG LAY he P NE 3%
hCEF WYE.LTT evvt AaPt=00ah ¢rc 800-722-1471
(TTY: 800-842-5357) g.L@-tr::

4 2l (Arabic):

Sl glaa a1 138 (g gay 35 Aald Cila glaa ) 138 5 9oy
Jyaall wyi AV Ll Gl il Goyads dage
Faols s 8 5 Premera Blue Cross s (e ledle
Aima iy )58 el ya) HASY £liad 85 JalY laa 6 dega
A Gay cal<ill wis S saeliall §f Laiall il e Lliall
Al A a5 0 iy Baeliaall 5 e gleall s3a e (J gl
800-722-1471 (TTY: 800-842-5357)= J=il

t}1 % (Chinese):

KFEMNMAFEZMNAL ., K@ L FRARESE
i Premera Blue Cross 123 R ZEBLRIBRITE B
B, KBHMANEAEZEE. GO EFEEE
IEBMZAHEIITE), LURB MR REEFESREF
BAWN. CHAEBANKBLUEHEESIIERAR
AW BH, EFEIRTESE 800-722-1471

(TTY: 800-842-5357).
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Oromoo (Cushite):

Beeksisni kun odeeffannoo barbaachisaa qaba.
Beeksisti kun sagantaa yookan karaa Premera Blue
Cross tiin tajaajila keessan ilaalchisee odeeffannoo
barbaachisaa qabaachuu danda’a. Guyyaawwan
murteessaa ta'an beeksisa kana keessatti ilaalaa. Tarii
kaffaltidhaan deeggaramuuf yookan tajaajila fayyaa
keessaniif guyyaa dhumaa irratti wanti raawwattan
jiraachuu danda’a. Kaffaltii irraa bilisa haala ta'een afaan
keessaniin odeeffannoo argachuu fi deeggarsa argachuuf
mirga ni gabaattu. Lakkoofsa bilbilaa 800-722-1471
(TTY: 800-842-5357) tii bilbilaa.

Francais (French):

Cet avis a d'importantes informations. Cet avis peut
avoir d'importantes informations sur votre demande ou la
couverture par lintermédiaire de Premera Blue Cross. Le
présent avis peut contenir des dates clés. Vous devrez
peut-étre prendre des mesures par certains délais pour
maintenir votre couverture de santé ou d'aide avec les
codts. Vous avez le droit d'obtenir cette information et de
I'aide dans votre langue a aucun colt Appelez le
800-722-1471 (TTY: 800-842-5357).

Kreydl ayisyen (Creole):

Avi sila a gen Enfomasyon Enpétan ladann. Avisila a
kapab genyen enfomasyon enpotan konsénan aplikasyon
w lan oswa konsénan kouveti asirans lan atravé Premera
Blue Cross. Kapab genyen dat ki enpdtan nan avi sila a.
Ou ka gen pou pran kék aksyon avan séten dat limit pou
ka kenbe kouvéti asirans sante w la oswa pou yo ka ede
w avek depans yo. Se dwa w pou resevwa enfomasyon
sa a ak asistans nan lang ou pale a, san ou pa gen pou
peye pou sa. Rele nan 800-722-1471

(TTY: 800-842-5357).

Deutsche (German):

Diese Benachrichtigung enthdlt wichtige
Informationen. Diese Benachrichtigung enthalt unter
Umstanden wichtige Informationen beziglich Ihres
Antrags auf Krankenversicherungsschutz durch Premera
Blue Cross. Suchen Sie nach eventuellen wichtigen
Terminen in dieser Benachrichtigung. Sie kdnnten bis zu
bestimmten Stichtagen handeln miissen, um lhren
Krankenversicherungsschutz oder Hilfe mit den Kosten
zu behalten. Sie haben das Recht, kostenlose Hilfe und
Informationen in Ihrer Sprache zu erhalten. Rufen Sie an
unter 800-722-1471 (TTY: 800-842-5357).

Hmoob (Hmong): Tsab ntawv tshaj xo no muaj cov
ntshiab lus tseem ceeb. Tej zaum tsab ntawv tshaj xo
no muaj cov ntsiab lus tseem ceeb txog koj daim ntawv
thov kev pab los yog koj ghov kev pab cuam los ntawm
Premera Blue Cross. Tej zaum muaj cov hnub tseem
ceeb uas sau rau hauv daim ntawv no. Tej zaum koj kuj
yuav tau ua gee yam uas peb kom koj ua tsis pub dhau
CcOV caij nyoog uas teev tseg rau hauv daim ntawv no
mas koj thiaj yuav tau txais kev pab cuam kho mob los
yog kev pab them tej nqi kho mob ntawd. Koj muaj cai
kom lawv muab cov ntshiab lus no uas tau muab sau ua
koj hom lus pub dawb rau koj. Hu rau 800-722-1471
(TTY: 800-842-5357).

lloko (llocano): Daytoy a Pakdaar ket naglaon iti
Napateg nga Impormasion. Daytoy a pakdaar mabalin
nga adda ket naglaon iti napateg nga impormasion
maipanggep iti apliksayonyo wenno coverage babaen iti
Premera Blue Cross. Daytoy ket mabalin dagiti
importante a petsa iti daytoy a pakdaar. Mabalin nga
adda rumbeng nga aramidenyo nga addang sakbay dagiti
partikular a naituding nga aldaw tapno mapagtalinaedyo ti
coverage ti salun-atyo wenno tulong kadagiti gastos.
Adda karbenganyo a mangala iti daytoy nga impormasion
ken tulong iti bukodyo a pagsasao nga awan ti
bayadanyo. Tumawag iti numero nga

800-722-1471 (TTY: 800-842-5357).

Italiano (Italian): Questo avviso contiene
informazioni importanti. Questo avviso pud contenere
informazioni importanti sulla tua domanda o copertura
attraverso Premera Blue Cross. Potrebbero esserci date
chiave in questo avviso. Potrebbe essere necessario un
tuo intervento entro una scadenza determinata per
consentirti di mantenere la tua copertura o sovvenzione.
Hai il diritto di ottenere queste informazioni e assistenza
nella tua lingua gratuitamente. Chiama 800-722-1471
(TTY: 800-842-5357).

BAZE (Japanese): COEAICITEEBZHHMA
FEATWET, ZOFENZIE. PremeraBlue
Cross DERFFFE - XHMEHEICBET 2EELIE
A FENATLAEBELAHY FET, ZOEHMIC
REIATVWATREMLAHLIEBRLBfGE T
BAEEL, RERBROCEHYR— M E#EFT
AlIZIZ, BEOMBETCICAHER L TAIE
HolRWMEENRBYET, CHRENEREIZLD
B ETR— bAER TR S FET, 800-
722-1471 (TTY: 800-842-5357)FE THBEEL =LY,
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=01 (Korean):

S EXAMNesSREFLIEN UASLIGL S
Ol EXIME=E #HGH2 A B0 230 12l
Premera Blue Cross £ S 8F HHH 2l Xl O] 28+
HEE TSN US = UAsLICL =2
SXAMN= A0 SI=ERNS0 USE =
USLICH Aol= Aot 22 HHEI X8 H X
SASHHLIHI 28 200 Rt F &
OIHZEDX ZXI8 HHOFE BERILUEB 5
USLICLABt= 0I1e HE =& AHGHE
CQIHZ HIE SER0| 22 =+ U= A2D}
QL& LICH 800-722-1471 (TTY: 800-842-5357) 2
3 Al 2.

290 (Lao):

CRFPMIVDH2YVHIOY. (CFINIVLDIND: D2
LLFNHVLNJONVOSDIT VDN G HOIVAL
29U NLIW299UVEL Premera Blue Cross.
2909 Dovhgevluesnivd. vweros:
#cBLCIDHOICH VNIV LNINIOCOIIF W
(WOSNIIN0ILHLNDYU NVFL WV § PO
pgoecdscioganlgsmmesguinls. iwido
lasuzyvD € HoIVFOBCTHRCTVWIFIZSY
viloelezoes. ilnmm 800-722-1471

(TTY: 800-842-5357).

FMani2t (Khmer):
iwsAgsSains:mstifsnsuntaiensS
sAyseMfimsS: UINUESASS
tnhinensHASERIUUUS yrMIihumiua
HSSNLIW: Premera Blue Cross ¥ [UTUTIUTHENS
MUTigsuensSisigivcSgsanitis:
HAUTNUh{EIMIULNMOEEMN 80
AunsigthAcpsIS 1I8gStisps /el
SR EMOIURES YICnASSwic)
g1 ueesA§sgurismsis: Shsgunsi
SHMNIUNHRIENWSSHUNUWIS]WY g
SIRIE) 800-722-1471 (TTY: 800-842-5357)

fATSR (Punjabi):

for &fern feg yA Freardt 3. fon sfer few
Premera Blue Cross @8 3T73T J29d W3 WIHl 59
HIZRYIS et J Aae 9 . for Sfam Aee
YTH I J ASeEM I8, Add IHT ARTS dead
Syt R T et sz Ao e figdad 3t
FTSEH IT 3 UlTE Iy A I gae &t
B3 I At I TG W &g 3 wuet I &g
ArEral W3 HEE Y3 396 © wiiaad 3 8%
800-722-1471 (TTY: 800-842-5357).

M (Farsi):

Cal (Seas daadle) (), e age Sl Ml 5 gla Asadie Ol
el hhan Bl gLaliia s L js ape Sle Bl (o 5la
Ol 8 aee sl & 54 28l Premera Blue Crossgs: sb

L 5 e RS g daia (51 0 ol (Sae Lad, audlai Ay 55 4sale )
adiia 1A s 0 (U e s sl 4 ja Ddls y s SS
1 0) G Lad apdy G0 sl sl sl IS Gt (o)
OBy sk ar a8 Ol ) ) SS 5 le Sl Gy 4S 3y s
800-722-1471 » jlad L e Wal CansS (g} 5 | el iy 5o
VA U (800-842-5357 o jads i TTY O 3 JS)
Al

Polskie (Polish):

To ogloszenie moze zawiera¢ wazne informacje. To
ogloszenie moze zawiera¢ wazne informacje odnosnie
Panstwa wniosku lub zakresu $wiadczen poprzez
Premera Blue Cross. Prosimy zwrécic uwage na
kluczowe daty, ktore mogq by¢ zawarte w tym ogtoszeniu
aby nie przekroczy¢ termindw w przypadku utrzymania
polisy ubezpieczeniowej lub pomocy zwiazanej z
kosztami. Macie Panstwo prawo do bezpfatnej informaciji
we wlasnym jezyku. Zadzwoncie pod 800-722-1471
(TTY: 800-842-5357).

Portugués (Portuguese):

Este aviso contém informag¢des importantes. Este
aviso podera conter informagdes importantes a respeito
de sua aplicagao ou cobertura por meio do Premera Blue
Cross. Poderdo existir datas importantes neste aviso.
Talvez seja necessario que vocé tome providéncias
dentro de determinados prazos para manter sua
cobertura de saude ou ajuda de custos. Vocé tem o
direito de obter esta informagao e ajuda em seu idioma e
sem custos. Ligue para 800-722-1471

(TTY: 800-842-5357).
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Romana (Romanian):

Prezenta notificare contine informatii importante.
Aceasta notificare poate contine informatii importante
privind cererea sau acoperirea asigurarii dumneavoastre
de sanatate prin Premera Blue Cross. Pot exista date
cheie in aceasta notificare. Este posibil sa fie nevoie sa
actionati pana la anumite termene limitd pentru a va
mentine acoperirea asigurarii de sanatate sau asistenta
privitoare la costuri. Aveti dreptul de a obtine gratuit
aceste informatii i ajutor in limba dumneavoastra, Sunati
la 800-722-1471 (TTY: 800-842-5357).

Pycckwit (Russian):

HacTosuee yBejoMneHue COASPXUT BaXHYIO
uHopMaumio. 310 yBEAOMNEHUE MOXKET COAEPXaTb
BAXHYI0 MHDOPMALMIO O BALLEM 33RBNEHWA UK
CTpaxoBoM nokpbiTuu yepes Premera Blue Cross. B
HacTOALLEM YBEAOMIEHHHM MOTYT BbiTb yKa3aHbl
KNKYeBbIe AaTbl. Bam, BOIMOXHO, nOTpebyeTcs npuHaTL
MEPbI K ONPEAENeHHbIM NPEAENbHLIM CPOKaM ANS
COXPaHEHUs CTPAXOBOTO NOKPLITUR UMK NOMOLLM C
pacxonamu. Bol umeeTe npaso Ha becnnathoe
nonyyeHue 3Toh MHOPMALMK ¥ NOMOLLL HA BALEM
a3bike. 3eoHuTe no Tenedory 800-722-1471

(TTY: 800-842-5357).

Fa’asamoa (Samoan):

Atonu uaiai i lenei fa'asilasilaga ni fa’amatalaga e sili
ona taua e tatau ona e malamalamai ai. O lenei
fa'asilasilaga o se fesoasoani e fa'amatala atili i ai i le
tulaga o le polokalame, Premera Blue Cross, ua e tau fia
maua atu i ai. Fa'amolemole, ia e iloilo fa'alelei i aso
fa'apitoa olo'o iai i lenei fa'asilasilaga taua. Masalo o le’a
iai ni feau e tatau ona e faia ao le'i aulia le aso uata'uai
lenei fa'asilasilaga ina ia e iai pea ma maua fesoasoani
mai ai i le polokalame a le Malo olo’o e iai i ai. Olo’o iai
iate oe le aia tatau e maua atu i lenei fa'asilasilaga ma
lenei fa'matalaga i legagana e te malamalama i ai aunoa
ma se togiga tupe. Vili atu i le telefoni 800-722-1471
(TTY: 800-842-5357).

Espaiiol (Spanish):

Este Aviso contiene informacion importante. Es
posible que este aviso contenga informacion importante
acerca de su solicitud o cobertura a traves de Premera
Blue Cross. Es posible que haya fechas clave en este
aviso. Es posible que deba tomar alguna medida antes
de determinadas fechas para mantener su cobertura
meédica o ayuda con los costos. Usted tiene derecho a
recibir esta informacion y ayuda en su idioma sin costo
alguno. Llame al 800-722-1471 (TTY: 800-842-5357).

Tagalog (Tagalog):

Ang Paunawa na ito ay naglalaman ng mahalagang
impormasyon. Ang paunawa na ito ay maaaring
naglalaman ng mahalagang impormasyon tungkol sa
iyong aplikasyon o pagsakop sa pamamagitan ng
Premera Blue Cross. Maaaring may mga mahalagang
petsa dito sa paunawa. Maaring mangailangan ka na
magsagawa ng hakbang sa ilang mga itinakdang
panahon upang mapanatili ang iyong pagsakop sa
kalusugan o tulong na walang gastos. May karapatan ka
na makakuha ng ganitong impormasyon at tulong sa
iyong wika ng walang gastos. Tumawag sa 800-722-1471
(TTY: 800-842-5357).

Ine (Thai):
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Ykpaincokuin (Ukrainian):

Lle nosigoMneHHa MicTUTL BaXnuey iHgopmaui. Lie
MOBIAOMNEHHSA MOXE MICTUTH BXNUBY IH(OPMAUi0 Npo
Balwue 38epHEHHR WOA0 CTPaxyBarnbHOrO NOKPUTTA Yepes
Premera Blue Cross. 3gepHiTh yBary Ha KnK40Bi 4aTw,
AKi MOXYTb OYTH BKA3aHi y LbOMY NOBIZOMNEHHI. ICHYE
iIMOBIDHICTb TOrO, WO Bam Tpeba byae 3niHCHUTH NeBHI
KPOKM Y KOHKPETHI KIHLEBI CTPOKM ANS TOTO, OB
3bepertv Bawe meanyHe cTpaxysanHs abo oTpumary
(hivaHcoey aonomory. Y Bac € npaeo Ha OTPUMAHHSA L€l
iHchopmauii Ta gonomoru 6e3kOLITOBHO Ha Balwii pigHin
moBi. [1380HITL 3@ HOmepom Tenedory 800-722-1471
(TTY: 800-842-5357).

Tiéng Viét (Vietnamese):

Thong bao nay cung cap thong tin quan trong. Thong
bao nay ¢ thong tin quan trong vé don xin tham gia
ho&c hop déng bdo hiém ctia quy vi qua churong trinh
Premera Blue Cross. Xin xem ngay quan trong trong
thong bao nay. Quy vi cé the phai thuc hién theo thdng
bao ding trong thoi han dé duy tri bao hiém stre khoe
hoac duor tro gitip thém vé chi phi. Quy vi ¢ quyén
dwor biét thong tin nay va duoc tror gilp bang ngén
ng(r cla minh mién phi. Xin goi sé 800-722-1471

(TTY: 800-842-5357).
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