Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Medica Choice Passport MN 2000-30-20%

@ Medica.

Coverage Period: Beginning on or after 01/01/2026
Coverage for: Individual/Family | Plan Type: PPO

cost for covered health care services.

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows
TE: Information about the cost of this plan (called the premium) will
. o summary. For more information about your coverage, or to get a copy of the complete terms of coverage, go to www.Medica.com or call (95
uor 1 (80§ 952-3455 (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 (952) 945-8000 ( é2-3455
(TTY: 711) to request a copy.

¥)ou how Jlou and the @ would share the
e provided separate 2{ This is on_Ily a
) 945-8000 (TTY: 711)

Y:711) or 1 (800) 9

Important Questions

Answers

Why This Matters:

What is the overall
deductible?

$2,000 per person / $4,000 per famil
in-network and $5,000 per person / $10,000
per family for out-of-network services.

Generally, you must ﬁay 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 care, copayments, hospice,
lab services and prescription drugs from
in-network providers or well child and
prenatal care from out-of-network providers
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 shanng and before you meet your deductible. See a list of covered preventive services
at https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

No.

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

What is the

out-of-pocket limit for
this plan?

$4,000 per person / $8,000 ger family for
in-network services. $10,000 per person for
out-of-network services.

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, balance-billing charges (unless
balanced billing is prohibited), and health
care this plan doesn’t cover.

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

Will you pay less if you
use a network prov%jer?

Yes. See www.Medica.com/FindCare or call
g952%945-8000 TTY: 711) or 1 ﬁO?
52-3455 (TTY: 711) for a list of Medica

Choice with UnitedHealthcare network

providers.

This plan uses a provider network. You will pay less if you use a provider in the plan’s network. You
will an 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, é/our network provider might use an out-of-network provider for some services (such as lab
work). Check with your provider before you get services.

Do you need a referral
to see a specialist?

No. You don’t need a referral to see a
specialist.

You can see the specialist you choose without a referral.

1-00126
(202509230948) (246760)
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Medica Choice Passport MN 2000-30-20%

@ Medica.

Coverage Period: Beginning on or after 01/01/2026
Coverage for: Individual/Family | Plan Type: PPO

“ 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

In-Network
Provider

Out-of-Network
Provider

Limitations, Exceptions, & Other Important
Information

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

Primary care visit to
treat an injury or
iliness

(NCURINEVAGEYEER)

Primary care: $30 copay/visit.
Deductible does not apply.
Chiropractic: $30 copay/visit.
Deductible does not apply.

(You will pay the most)
Primary: 50%
coinsurance
Chiropractic: 50%
coinsurance

In-network primary care visits provided at an
outpatient facility may be subject to coinsurance and
deductible. Limited to 15 visits per member, per year

for out-of-network chiropractic care.

Specialist visit

$30 copay/visit. Deductible
does not apply.

50% coinsurance

In-network specialist visits provided at an outpatient
facility may be subject to coinsurance and deductible.

Preventive care/

screening/
immunization

No charge. Deductible does not
apply.

Well child care: 0%
coinsurance. Deductible
does not apply.

Other services: 50%
coinsurance

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

If you have a test

Diagnostic test (x-ray,

Lab: No charge. Deductible

does not apply. 50% coinsurance None
blood work) X-ray: 20% coinsurance ’
Isrgaar?isn%ﬂﬂgl'gPET 20% coinsurance 50% coinsurance None
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: Beginning on or after 01/01/2026
@ Medu:a_‘ Medica Choice Passport MN 2000-30-20% Coverage for: Individual/Family | Plan Type: PPO

What You Will Pay
Services You May In-Network Out-of-Network Limitations, Exceptions, & Other Important

mmon Medical Event -
Common Medical Eve Need Provider Provider Information

(You will pay the least) (You will pay the most)

Retail: $12/prescription. . .
. : . Up to a 31-day supply/retail or 93-day supply/mail
Generic drugs %ﬂu—%: é)ff/ggs%ﬂ%' ion. 0% coinsurance cl\)/lrd'?r p(;es%ription. t 4 outof-network
; ' ail order drugs not covered out-of-network.
Deductible does not apply. Insulin: Your cost-share will not exceed $25 per retail
Be&ail:t _&50/ rescri;%tion.I grescri tion tt#]nit.c or d be obtained with
eductible does not apply. : ome Over the Counter drugs can be obtained with a
If you need drugs Preferred brand drugs iggajj order: $100/prescription. 50% coinsurance Prescrlptlon at the preventive level of coverage. The
to treat your illness Deductible does not apply. |?t %f covered_”drugs chlan es periodically. Nor’glflcatlon
orcondtion Retai: $90/prescripion ofchanges il be avalable 30 days pricr o the
prescription drug coverage l&lr%ré-spreferred brand Enz?lugﬁgg: $01e§0r/]8rteas%?ilgt'i0n- 50% coinsurance SCdA p{%\llergjtwe drutgs cc|>vered at no charge.
:sz\\llval{l/lztzjliecgtcom/DrugCosﬂ Deductible does not apply. ————
Preferred: 20% coinsurance.
No more than $200
. copay/prescription. Deductible Up to a 31-day supply per prescription received from
Specialty drugs does not apply. Not covered a designated specialty pharmacy. Drug manufacturer
Nqn-Preferre[()i: clleO/tqbl ’ coupon amounts will apply toward your cost share.
coinsurance. Deductible does
not apply.
Facility fee (e.g.,
ambulatory surgery  [20% coinsurance 50% coinsurance None
If you have outpatient surgery  [center)
Fer‘la)ésmlan/ Surgeon  120% coinsurance 50% coinsurance None
Emergency room care |20% coinsurance 20% coinsurance In-network deductible and out-of-pocket applies.
Ift out nneed immediate medical tEr;nan SrTg iorﬂedical 20% coinsurance 20% coinsurance In-network deductible and out-of-pocket applies.
attention ffansporiation
Urgent care gggs_ucgo?agpl)?;}f Deductible 382(”030?3/35';[ Deductible | network out-of-pocket applies.
Egggiﬁglf?goﬁ)g” 20% coinsurance 50% coinsurance None
If you have a hospital stay Phvsician/
feeyésmlan Surgeon 120% coinsurance 50% coinsurance None
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Medica Choice Passport MN 2000-30-20%

@ Medica.

Common Medical Event

Services You May

Need

What You Will Pay

In-Network
Provider

Out-of-Network
Provider

Coverage Period: Beginning on or after 01/01/2026
Coverage for: Individual/Family | Plan Type: PPO

Limitations, Exceptions, & Other Important
Information

(You will pay the least)

$30 copay/visit. Deductible
does not apply. 20%

(You will pay the most)

Other outpatient services include intensive outpatient

Outpatient services : . ~+90% coinsurance rograms, diagnostic evaluations and psychological
Eg’,:;‘{,{},";gf'h“;:{}ﬁ'c',}e:l'fﬂgtance —ggnisgergnce for other outpatient Fest?ng. *May require prior authorization.
abuse services : " : ..
Inpatient services 20% coinsurance 50% coinsurance 5&3%22?'3' treatment is covered as part of inpatient
Prenatal careD: 0(;’/0 "
: coinsurance. Deductible
Office visits No charge. Deductible does not/joeg’not apply. Cost sharing does not apply to in-network preventive

If you are pregnant

apply.

Postnatal care: 50%
coinsurance

Childbirth/delivery
professional services

20% coinsurance

50% coinsurance

Childbirth/delivery
facility services

20% coinsurance

50% coinsurance

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., certain

ultrasounds.)

If you need help recovering or
have other special health needs

Home health care

20% coinsurance

50% coinsurance

120 visits in-network and 60 visits out-of-network per
member per year.

Rehabilitation services

$30 copay/visit. Deductible
does not apply.

50% coinsurance

Physical and occupational therapy combined limited

to 20 visits out-of-network per member per year.

Out-of-network speech therapy is limited to 20 visits

Ber member per year. Visit limits are not applicable to
ehavioral health conditions.

Habilitation services

$30 copay/visit. Deductible
does not apply.

50% coinsurance

Physical and occupational therapy combined limited

to 20 visits out-of-network per member per year.

Out-of-network speech therapy is limited to 20 visits

Ber member per year. Visit limits are not applicable to
ehavioral health conditions.

Skilled nursing care

20% coinsurance

50% coinsurance

120 day limit combined in and out-of-network per
member per year.

Durable medical

equipment 20% coinsurance 50% coinsurance None
Hospice services No charge. Deductible does not 50% coinsurance None

apply.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: Beginning on or after 01/01/2026

@ Med.ca Medica Choice Passport MN 2000-30-20% Coverage for: Individual/Family | Plan Type: PPO
What You Will Pay
: Services You May In-Network t-of-Network Limitations, Exceptions, & Other Important
Common Medical Event Need o El S Sl b rmation
(You will pay the least) (You will pay the most)

Children’s eye exam ggpclzyarge Deductible does not 50% coinsurance None
If your child needs dental Children’s glasses  |Not covered Not covered Glasses are not covered by the plan.
or eye care :

g#élglfl?ps dental Not covered Not covered Dental check-ups are not covered by the plan.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: Beginning on or after 01/01/2026
@ Med 1Ca. Medica Choice Passport MN 2000-30-20% Coverage for: Individual/Family | Plan Type: PPO

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 other excluded services.)

Dental care (Adult)
Dental check-up Private-duty nursing

Glasses Routine foot care except for some

Infertility treatment conditions
Weight loss programs

e Acupuncture exceeding 15 visits per member per

o Long-term care
year for in-network and out-of-network o
[
[ ]

acupuncture services combined
e Bariatric surgery

e Chiropractic care exceeding 15 visits per member
per year out-of-network

e Cosmetic surgery

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

e Abortion ¢ Non-emergency care when traveling outside the ¢ Routine eye care (Adult)
e Hearing aids Us.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: Beginning on or after 01/01/2026
@ Med ICQA. Medica Choice Passport MN 2000-30-20% Coverage for: Individual/Family | Plan Type: PPO

Your Rights to Continue Coverag]e: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Medica at 1 (800) 952-3455 (TTY: 711) or for grouP health covera%e subject to ERISA, Department of Labor’'s Em§>loy_ee Benefits Security Administration at 1-66-444-EBSA
3272) or www.dol.gov/ebsa/healthreform; for all other group health coverage, Department of Health and Human Services, Center for Consumer Information and Insurance

versigiht, 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 fvou have a comf)laint 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 ri%hts, this notice, or assistance, contact: for group
health coverage subject to ERISA, Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA %3 72) or www.dol.gov/ebsa/healthreform; for all
other group health coverage you may also contact Medica at 1 (800) 952-3455 (TTY: 711) or the Minnesota Department of Commerce at (651) 539-1600 or 1-800-657-3602.

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 Standard? 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) 952-3455 (TTY: 711).
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1 (800) 952-3455 (TTY; 711).

Chinese (FF3C): IR F/FE R XRIER, 1HLITIX 565 1 (800) 952-3455 (TTY: 711).
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1 (800) 952-3455 (TTY: 711).

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

Page 7 of 8



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

@ Medica.

About these Coverage Examples:

Medica Choice Passport MN 2000-30-20%

Coverage Period: Beginning on or after 01/01/2026
Coverage for: Individual/Family | Plan Type: PPO

coinsurance) and excluded services under the pl
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 AM, copayments and
an. Use this information to compare the portion of costs you might pay un

er different health plans. Please

Pe% is Having a Baby
e

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

delivery)
m The plan’s overall deductible $2,000
m Specialist copayment $30
m Hospital (facility) coinsurance 20%
m Other coinsurance 20%

This EXAMPLE event includes services like:
Sﬁecialist office visits (prenatal care)
Childbirth/Delivery Protessional 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)
m The plan’s overall deductible $2,000
m Specialist copayment $30
m Hospital (facility) coinsurance 20%
m 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)

Mia’s Simple Fracture

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

m The plan’s overall deductible $2,000
m Specialist copayment $30
m Hospital (facility) coinsurance 20%
m Other coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)

Diagnostic test ﬁx-ray)

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

Total Example Cost | $12,700 Total Example Cost $5,600 Total Example Cost $2,800

In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing

Deductibles $2,000 Deductibles $800 Deductibles $2,000

Copayments $10 Copayments $400 Copayments $200

Coinsurance $1,600 Coinsurance $0 Coinsurance $40
What isn’t covered What isn’t covered What isn’t covered

Limits or exclusions $60 Limits or exclusions $0 Limits or exclusions $0

The total Peg would pay is $3,670 The total Joe would pay is $1,200 The total Mia would pay is $2,240

Reimbursement Arrangement (H

not covered.

A), including an HRA funded through a

Note: The amount the patient pa]y:? assumes the patient is not articipatin%/in a Flexible Spending Account (FSA), a Health Savings Account (HSA), or a Health
oluntary Employee Beneficiary Association
VEBA-HRA, then you may have additional funds that could help cover certain out-of-pocket expenses such as deductibles, copayments, coinsurance, and benefits otherwise

(IVEBA-H A). If you have a FSA, HSA, HRA, or

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: Beginning on or after 01/01/2026
@ Med ICQA. Medica Choice Passport MN 2000-30-20% Coverage for: Individual/Family | Plan Type: PPO

Notice of Availability of Language Assistance Services and Auxiliary Aids
and Services

English: ATTENTION: If you speak English, free language assistance services are available
to you. Appropriate auxiliary aids and services to provide information in accessible
formats are also available free of charge. Call 1-800-952-3455 (TTY: 711) for Medica, call
1-877-317-2410 (TTY: 711) for Dean Health Plan/Prevea360 Health Plan, or speak to your
provider.

Spanish: ATENCION: Si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia de
idiomas. También estan disponibles de forma gratuita asistencia y servicios auxiliares apropiados para
proporcionar informacién en formatos accesibles. Llame al 1-800-952-3455 (TTY: 711) para Medica,
llame al 1-877-317-2410 (TTY: 711) para Dean Health Plan/Prevea360 Health Plan o hable con su
proveedor de atencion medica.

Vietnamese/Viét: LUU Y: N&u quy vj ndi tiéng Viét, chiing t&i cung cp mién phi céc dich vu hd tro
ngdn ngilr. Cac hd tro dich vu phil hop d& cung cdp théng tin theo céc dinh dang dé tiép cén cling duoc
cung c4p mié&n phi. Vui long goi theo s 1-800-952-3455 (TTY: 711) d&i véi Medica, goi theo s8 1-877-
317-2410 (TTY: 711) d&i v&i Dean Health Plan/Prevea360 Health Plan hodc trao d&i v&i nha cung c3p
dich vu cha quy vj.

Chinese Traditional: ;15 : 40 TaR=C  FefaT AR ITHE e el 5 B IRTE - tho] LA EE
SN T EER S - DUmEREE AR A - 555 EE 1-800-952-3455 (TTY: 711) HikéE
Medica * ${E5 1-877-317-2410 (TTY: 711) fi#4% Dean Health Plan/Prevea360 Health Plan » EZEAITY
PRS0

Hmong/Lus Hmoob: LUS CEEV: Yog hais tias koj hais Lus Hmoob ces muaj kev pab txhais lus pub dawb
rau koj. Muaj khoom siv thiab muaj kev saib xyuas pab uas tsim nyog los npaj kom muaj cov ntaub
ntawv uas siv tau dawb. Hu rau 1-800-952-3455 (TTY: 711) rau Medica, hu rau 1-877-317-2410 (TTY:
711) rau Dean Health Plan/Prevea360 Health Plan, los sis tham rau koj tus kws kuaj mob.

German/Deutsch: ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose
Sprachassistenzdienste zur Verfligung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung von
Informationen in barrierefreien Formaten stehen ebenfalls kostenlos zur Verfligung. Rufen Sie 1-800-
952-3455 (TTY: 711) fiir Medica bzw. 1-877-317-2410 (TTY: 711) fiir Dean Health Plan/Prevea360
Health Plan oder sprechen Sie mit lhrem Gesundheitsdienstleister.

Cushitic-Oromo: XIYYEEFFANNQO: Ingiliffaa dubbattu taanaan, tajaajilli deggersa afaan bilisaa ni jira.
Tajaajilli deggersa bu’ura dhiheessii odeeffannoo kaffaltii tokko malee ni jira. Lakkoofsa bilbilaa 1-800-
952-3455 (TTY: 711) Tajaajila Fayyaaf, lakkoofsa Medica 1-877-317-2410 (TTY: 711), Dean Health
Plan/Prevea360 Health Plan, ykn dhiheessaa keessan dubbisaa.

Arabic/du,l
st Ayllaall A palll sae Liall iland Sl 53 90008 Ay jall A2l Chaa® i€ 18] 508 511 A uidin Ciland g Bac e (Jilluy 5845 LS
Lo Ll Jpem gl (S ity e laadll o8 )00 e (Joail1-800-952-3455 s« Joal sill (711 : oaill sl
Medica &l ide I ala ooy (711 =il iilell) 1-877-317-2410 A0 e J=3l <Dean Health
Plan/Prevea360 Health Plan
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: Beginning on or after 01/01/2026

@ Medica. Medica Choice Passport MN 2000-30-20% Coverage for: Individual/Family | Plan Type: PPO
Korean/@t=ro]: -9 gh=to] B Al 48141 = -9 H 2 o] A Y A A8 o] 8314 4 5]
o9 s QA E JUE AFHE A Ao WE 7R A A% Tz ATAUL,

Medica 2] 74 1-800-952-3455(TTY: 711)¥1 © &' Dean Health Plan/Prevea360 Health Plan & 74 5 1-

877-317-2410(TTY: 711)11—] &g Z—] _g} 0}},] 7-] L]— /\] |ﬂ A gﬂ It cﬂ ]g“ u] 0} )\] Q.

Russian/Pycckuia: Ecam Bbl roBOpMTE MO-PYCCKM, BaM AOCTYNHbI BECMNATHBIE YCAYT ASBIKOBOMN
noanep>kku. CooTBeTCTBYIOLLME BCNOMOTaTelbHble CpeacTBa U YCAYry No NpefocTaBNeH o
MHPopMaLMK B AOCTYNHbiX dopmaTax TakKe npeaocrasnatotca BecnnaTHo. Mo3soHuTe No TenedoHy
1-800-952-3455 (TTY: 711) otHocutenbHo Medica, no3soHuTe no TenedoHy 1-877-317-2410 (TTY: 711)
oTHocuTenbHo Dean Health Plan/Prevea360 Health Plan uau obpaturech K cBoemMy NOCTaBLLMKY YCAYT.

Laos/ 270: 20o1cdlals: ThumcdrwIsnoto, s:503nmgoscivwasacuutesess Lo,
veN®INi 9= Hedoggoncdy o
O3NMccLLTEVIS Lebe oz YL TIVsLCCLLTZIVIOCEICTGIosLBEY. Tnmacs 1-800-952-
3455 (TTY: 711) $950 Medica, tw 1-877-317-2410 (TTY: 711) 50 Dean Health Plan/Prevea360
Health Plan & 3unualonSnaveegu.

French/ Frangais: ATTENTION : si vous parlez francais, des services d’assistance linguistique gratuits
sont a votre disposition. Des aides et services auxiliaires appropriés pour fournir des informations dans
des formats accessibles sont également disponibles gratuitement. Appelez le 1-800-952-3455 (TTY :
711} pour Medica, appelez le 1-877-317-2410 (TTY : 711) pour le régime de santé Dean Health
Plan/Prevea360, ou parlez a votre prestataire de santé.

Serbo-Croatian: PAZNJA: Ako govorite srpski, dostupne su vam besplatne usluge tumaca. Odgovarajuéa
dodatna pomagala i usluge za pruzanje informacija u pristupacnim formatima su takode dostupne
besplatno. Za Medica zdravstveno osiguranje pozovite 1-800-952-3455 (TTY: 711), za Dean/Prevea360
zdravstveno osiguranje pozovite 1-877-317-2410 (TTY: 711) ili razgovarajte sa svojim pruzaocem
usluga.

Tagalog: PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong
sa wika. Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang
magbigay ng impormasyon sa mga haa-access na format. Tumawag sa 1-800-952-3455 (TTY: 711) para
sa Medica, tumawag sa 1-877-317-2410 (TTY: 711) para sa Dean Health Plan/Prevea360 Health Plan, o
makipag-usap sa iyong tagapaghigay ng serbisyo.

Karen/ml.sgcsu‘nzitz USCDFSUSDD‘S-— §G€m£1m§0§ﬁ§ﬁ 0053%;5:35 dfﬁmﬁagﬁaéewu
m1mmbmpmnmm1§3§c& 0313395 01$13m1310330f3000:ﬂ113331
uncs&m?o%mwmumma@wsamp cmmugpco?gﬁm%m cow)fmﬁﬁagmgmmﬁ
C\)]O’)C\)T’Sd}%ﬁ(\)ﬁ?l 0)1.5,8&31, o3z 1-800-952-3455 (TTY: 711) co1 Medica 085, 03 1-877-317-
2410 (TTY: 711) co1 Dean Health Plan/Prevea360 Health Plan 5285, tgm@%mo%wﬁ%s
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