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New Health Insurance Marketplace Coverage o Aooroved
Options and Your Health Coverage OB No. 1210-0149

(expires 9-30-2023)

PART A: General Information

When key parts of the health care law take effect in 2014, there will be a new way to buy health insurance: the Health
Insurance Marketplace. To assist you as you evaluate options for you and your family, this notice provides some basic

information about the new Marketplace and employment-based health coverage offered by your employer.

What is the Health Insurance Marketplace?

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The
Marketplace offers "one-stop shopping" to find and compare private health insurance options. You may also be eligible
for a new kind of tax credit that lowers your monthly premium right away. Open enrollment for health insurance

coverage through the Marketplace begins in October 2013 for coverage starting as early as January 1, 2014.

Can | Save Money on my Health Insurance Premiums in the Marketplace?
You may qualify to save money and lower your monthly premium, but only if your employer does not offer coverage, or
offers coverage that doesn't meet certain standards. The savings on your premium that you're eligible for depends on

your household income.

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?

Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible for
a tax credit through the Marketplace and may wish to enroll in your employer's health plan. However, you may be
eligible for a tax credit that lowers your monthly premium, or a reduction in certain cost-sharing if your employer does
not offer coverage to you at all or does not offer coverage that meets certain standards. If the cost of a plan from your
employer that would cover you (and not any other members of your family) is more than 9.5% of your household income
for the year, or if the coverage your employer provides does not meet the "minimum value" standard set by the

Affordable Care Act, you may be eligible for a tax credit.!

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered by your
employer, then you may lose the employer contribution (if any) to the employer-offered coverage. Also, this employer
contribution -as well as your employee contribution to employer-offered coverage- is often excluded from income for
Federal and State income tax purposes. Your payments for coverage through the Marketplace are made on an after-tax

basis.

How Can | Get More Information?

For more information about your coverage offered by your employer, please check your summary plan description or
contact the State of Montana Health Care & Benefits Division at (800) 287-8266 or email benefitsquestions@mt.gov.

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the
Marketplace and its cost. Please visit HealthCare.gov for more information, including an online application for health

insurance coverage and contact information for a Health Insurance Marketplace in your area.

T An employer-sponsored health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered by

the planis no less than 60 percent of such costs.
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PART B: Information About Health Coverage Offered by Your Employer

This section contains information about any health coverage offered by your employer. If you decide to complete an

application for coverage in the Marketplace, you will be asked to provide this information. This information is numbered to

correspond to the Marketplace application.

3. Employer name 4. Employer Identification Number (EIN)
State of Montana 81-0302402

5. Employer address 6. Employer phone number

100 N Park Ave., Suite 320 (800) 287-8266

7. City 8. State 9. ZIP code
Helena MT 59601

10. Who can we contact about employee health coverage at this job?
State of Montana, Department of Administration, Health Care & Benefits Division

11. Phone number (if different from above) 12. Email address
benefitsquestions@mt.gov

Here is some basic information about health coverage offered by this employer:
eAs your employer, we offer a health plan to:
1 An employees. Eligible employees are:

[=] some employees. Eligible employees are:

See Attachment 1.

o \With respect to dependents:
[=] We do offer coverage. Eligible dependents are:

See Attachment 2.

[] We do not offer coverage.

[=] If checked, this coverage meets the minimum value standard, and the cost of this coverage to you is intended to be

affordable, based on employee wages.

**  Even if your employer intends your coverage to be affordable, you may still be eligible for a premium discount
through the Marketplace. The Marketplace will use your household income, along with other factors, to
determine whether you may be eligible for a premium discount. If, for example, your wages vary from week to
week (perhaps you are an hourly employee or you work on a commission basis), if you are newly employed

mid-year, or if you have other income losses, you may still qualify for a premium discount.

If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process. Here's the

employer information you'll enter when you visit HealthCare.gov to find out if you can get a tax credit to lower your

monthly premiums.
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The information below corresponds to the Marketplace Employer Coverage Tool. Completing this section is optional for

employers, but will help ensure employees understand their coverage choices.

13. Is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in
the next 3 months?

[] Yes (Continue)
13a. If the employee is not eligible today, including as a result of a waiting or probationary period, when is the
employee eligible for coverage? (mm/dd/yyyy) (Continue)
[[] No (STOP and return this form to employee)

14. Does the employer offer a health plan that meets the minimum value standard*?
[M] Yes (Go to question 15) [ ] No (STOP and return form to employee)

15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don't include
family plans): If the employer has wellness programs, provide the premium that the employee would pay if he/ she
received the maximum discount for any tobacco cessation programs, and didn't receive any other discounts based on
wellness programs.

a. How much would the employee have to pay in premiums for this plan? $ 30.00
b. How often? [ ] Weekly [ ] Every 2 weeks [W] Twice a month [ IMonthly [ ]Quarterly [ ] Yearly

If the plan year will end soon and you know that the health plans offered will change, go to question 16. If you don't

know, STOP and return form to employee.

16. What change will the employer make for the new plan year?
[] Employer won't offer health coverage
[ ] Employer will start offering health coverage to employees or change the premium for the lowest-cost plan
available only to the employee that meets the minimum value standard.* (Premium should reflect the
discount for wellness programs. See question 15.)
a. How much would the employee have to pay in premiums for this plan? $
b. How often? [_|Weekly [ _]Every 2 weeks [JTwice a month [IMonthly [ JQuarterly [ ]Yearly

« An employer-sponsored health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered by the

plan is no less than 60 percent of such costs (Section 36B(c)(2)(C)(ii) of the Internal Revenue Code of 1986)
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ATTACHMENT 1: Employee Health Benefits Eligibility
EMPLOYEE ELIGIBILITY

Eligible Employees include the following:

1. Employees of a department or agency of the judicial, legislative and executive branches of the
State;

2. Elected Officials;

3. Officers of the legislative branch;

4. Judges;

5. Employees of Montana State Fund; and

6. Members of the legislature.

An Employee becomes eligible under this Plan for each employment status and schedule as follows:

STATUS SCHEDULE INSURANCE
Seasonal < 6 months Full-Time No.
Part-Time Audit for employment > 6
Variable months.
Short-Term Worker Full-Time Yes.
Part-Time
Short-Term Worker Variable No.
Audit for 90 days in a year.
Short-Term Recurring Full-Time No.
Part-Time Audit for 90 days in a year.
Variable
Regular No.
Temporary Variable Audit for average hours > 20
Seasonal hours per week.
Regular Full-Time Yes.
Temporary Part-Time
Seasonal

An Employee is eligible while on active military duty or in a leave of absence status.

WAIVER OF COVERAGE AND RE-ENROLLMENT

If an eligible Employee waives coverage under this Plan, the State Employer contribution continues to accrue to the
benefit plan for the group benefit cost (§ 2-18-703, MCA).

An eligible Employee may enroll for Employee only coverage under this Plan at anytime.
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STATUS DEFINITIONS

1.

6.

“Temporary” means an Employee who is hired on a temporary basis, and will not work in that position more than
twelve (12) months. If the Employee is in a Temporary position and meets the requirements of “Seasonal < 6 Months”,
the Employee is moved into the “Seasonal < 6 Months” status.

“Seasonal < 6 Months” means an Employee hired in a position that is both filled for a particular season roughly the
same time every year AND for a period of less than six (6) months. If the Employee is temporary, employment must
be terminated at the end of the six (6) months. If the Employee is permanent, the Employee should be put on a leave
of absence without pay at the end of the six (6) month period.

“Seasonal” means an Employee who performs duties interrupted by seasons and who may be recalled. Seasonal
status is used when the Employee is expected to work six (6) months or more in a “Regular” position that is re-hired
roughly the same time every year.

“Short-Term Worker” means an Employee who is hired to work ninety (90) days or less in a twelve (12) month period
and is in a position that does not recur each year.

“Short-Term Recurring” means an Employee who is hired to work ninety (90) days or less in a twelve (12) month
period and the position is filled on a recurring basis, roughly the same time of year and within six (6) months.

“‘Regular” means an Employee who is permanent or eligible to become permanent.

SCHEDULE DEFINITIONS

1.

“Variable” means an Employee is expected to work an average of less than twenty (20) hours per week, or the number
of hours vary, or the days worked are intermittent or unknown. Employee is not offered benefits until the Employee
completes a Measurement Period of twelve (12) consecutive months, during which the Variable Employee averages
twenty (20) hours per week of actual work and/or paid leave, FMLA leave or jury duty whether paid or not for twelve
(12) consecutive months.

“Full-Time” means an Employee is expected to work forty (40) hours per week. Employee is offered benefits when
employment begins.

“Part-time” means an Employee is expected to work an average of twenty (20) hours or more, but less than forty (40)
hours per week. Employee is offered benefits when employment begins.

AFFORDABLE CARE ACT (ACA) COVERAGE DETERMINATION DEFINITIONS

1.

“Standard Measurement Period” or “SMP” means the 12-month period adopted by the Plan for during which
Employees’ work hours and applicable leave are measured to determine whether such Employees are eligible for
coverage. The SMP begins each year on October 3.

“Initial Measurement Period” or “IMP” means the initial 12-month period during which a newly hired Employee’s work
hours and applicable leave is measured to determine whether such Employee is eligible for coverage.

“Initial Stability Period” or “ISP” means the 12-month period a Variable Employee may be eligible for coverage under
the Plan after completion of an IMP. The Variable Employee remains eligible for benefits during the entire ISP,
regardless of the number of hours worked and applicable leave, as long as the Variable Employee remains in active
employee status with the Employer. A Variable Employee’s ISP begins the first of the month following a 30-day
administrative period.

“Standard Stability Period” or “SSP” means the 12-month period of time the Employees may be eligible for coverage
under the Plan after completion of a SMP. An Employee remains eligible for benefits during the entire SSP, regardless
of the number of hours worked and applicable leave, as long as the Employee remains in active employee status with
the Employer. The SSP begins each January 1%, which is the 1% of the month following a 90-day administrative
period.
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ATTACHMENT 2: Dependent Health Benefits Eligibility

DEPENDENT ELIGIBILITY

An eligible Dependent includes any person who is a citizen, resident alien or is otherwise legally present in the United States
or in any other jurisdiction that the related Participant or Retiree has been assigned by the Employer, who submits the
Dependent Verification described in the next section, and who is either:

1. The Participant's or Retiree’s legal spouse, according to the marriage laws of the state where the marriage was first
solemnized or established

An eligible Dependent does not include a spouse who is legally separated or divorced from the Participant or a Retiree and
has a court order or decree stating such from a court of competent jurisdiction, and regardless of a court order requirement to
carry or pay for a legally separated or divorced spouse’s coverage.

2. The Participant’s or Retiree’s domestic partner provided all of the following “Required Eligibility Conditions” are met:

A.

B.

The Participant or Retiree and domestic partner are both eighteen (18) years of age or older;

The Participant or Retiree and domestic partner share a common residence, as evidenced by the Shared
Residence Affidavit;

Neither the Participant or Retiree nor the domestic partner is married to any other person;

The Participant or Retiree and domestic partner are not legally related to each other as a parent, brother or
sister, half-brother or half-sister, niece, nephew, aunt, uncle, grandparent or grandchild; and

The Participant or Retiree and domestic partner have a financially-interdependent relationship as evidenced
by at least one (1) of the following:

1) Mutually granted powers of attorney or mutually granted health care powers of attorney; or

2) Designation of each other as primary beneficiary in wills, life insurance policies, or retirement plans.

3. The Participant's or Retiree’s Dependent child who meets all of the following “Required Eligibility Conditions”:

A.

Isanatural child; step-child; legally adopted child; a child who has been Placed For Adoption (must provide pre-
adoption placement agreement) with the Participant or Retiree or spouse/domestic partner and for whom
as part of such placement the Participant or Retiree or spouse/domestic partner has a legal obligation for the
partial or full support of such child, including providing coverage under the Plan pursuant to a written
agreement; a person for whom the Participant or Retiree or spouse/domestic partner has been appointed
the legal guardian by a court of competent jurisdiction prior to the person attaining eighteen (18) years of age;
and

Is less than twenty-six (26) years of age. This requirement is waived if the Participant’s or Retiree’s child
meets the criteria of an incapacitated child.

An eligible Dependent does not include a spouse of the Dependent child or a child of the Dependent child.

If both spouses are employed by the Employer, and both are eligible for Dependent Coverage, either spouse, but notboth, may
elect Dependent Coverage for their eligible Dependents. No one can be covered under this Plan as both an Employee and a
Dependent. No one can be covered under this Plan as a Dependent by more than one Participant.
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Notice of COBRA Continuation Coverage Rights

Introduction

You’re getting this notice because you recently gained coverage under the State of Montana
Benefit Plan (the Plan). This notice has important information about your right to COBRA
continuation coverage, which is a temporary extension of coverage under the Plan. This notice
explains COBRA continuation coverage, when it may become available to you and your
family, and what you need to do to protect your right to get it. When you become eligible
for COBRA, you may also become eligible for other coverage options that may cost less than
COBRA continuation coverage.

The right to COBRA continuation coverage was created by a federal law, the Consolidated
Omnibus Budget Reconciliation Act of 1985 (COBRA). COBRA continuation coverage can
become available to you and other members of your family when group health coverage would
otherwise end. For more information about your rights and obligations under the Plan and under
federal law, you should review the Plan’s Wrap Plan Description or contact the Plan
Administrator.

You may have other options available to you when you lose group health coverage. For
example, you may be eligible to buy an individual plan through the Health Insurance
Marketplace. By enrolling in coverage through the Marketplace, you may qualify for lower costs
on your monthly premiums and lower out-of-pocket costs. Additionally, you may qualify
Medicaid or for a 30-day special enrollment period for another group health plan for which you
are eligible (such as a spouse’s plan), even if that plan generally doesn’t accept late enrollees.

What is COBRA continuation coverage?

COBRA continuation coverage is a continuation of Plan coverage when it would otherwise end
because of a life event. This is also called a “qualifying event.” Specific qualifying events are
listed later in this notice. After a qualifying event, COBRA continuation coverage must be
offered to each person who is a “qualified beneficiary.” You, your spouse, and your dependent
children could become qualified beneficiaries if coverage under the Plan is lost because of the
qualifying event. Under the Plan, qualified beneficiaries who elect COBRA continuation
coverage must pay for COBRA continuation coverage.

If you’re an employee, you’ll become a qualified beneficiary if you lose your coverage under the
Plan because of the following qualifying events:

e Your hours of employment are reduced, or
e Your employment ends for any reason other than your gross misconduct.

If you’re the spouse of an employee, you’ll become a qualified beneficiary if you lose your
coverage under the Plan because of the following qualifying events:

e Your spouse dies;
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e Your spouse’s hours of employment are reduced,;

e Your spouse’s employment ends for any reason other than his or her gross misconduct;
e Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or
e You become divorced or legally separated from your spouse.

Your dependent children will become qualified beneficiaries if they lose coverage under the Plan
because of the following qualifying events:

e The parent-employee dies;

e The parent-employee’s hours of employment are reduced;

e The parent-employee’s employment ends for any reason other than his or her gross
misconduct;

e The parent-employee becomes entitled to Medicare benefits (Part A, Part B, or both);

e The parents become divorced or legally separated; or

e The child stops being eligible for coverage under the Plan as a “dependent child.”

Sometimes, filing a proceeding in bankruptcy under title 11 of the United States Code can be a
qualifying event. If a proceeding in bankruptcy is filed with respect to the State of Montana, and
that bankruptcy results in the loss of coverage of any retired employee covered under the Plan,
the retired employee will become a qualified beneficiary. The retired employee’s Spouse,
surviving spouse, and dependent children will also become qualified beneficiaries if bankruptcy
results in the loss of their coverage under the Plan.

When is COBRA continuation coverage available?

The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan
Administrator has been notified that a qualifying event has occurred. The employer must notify
the Plan Administrator of the following qualifying events:

The end of employment or reduction of hours of employment;

Death of the employee;

Commencement of a proceeding in bankruptcy with respect to the employer; or

The employee’s becoming entitled to Medicare benefits (under Part A, Part B, or both).

For all other qualifying events (divorce or legal separation of the employee and spouse or a
dependent child’s losing eligibility for coverage as a dependent child), you must notify the
Plan Administrator within 60 days after the qualifying event occurs. You must provide
this notice to: State of Montana Benefit Plan, Health Care & Benefits Division, (406) 444-
7462, (800) 287-8266, or TTY (406) 444-1421, PO Box 200130, Helena, MT 59620-0130,
benefitsquestions@mt.gov. Failure to notify the Plan Administrator within 60 days after
the qualifying event will result in loss of COBRA continuation coverage rights.

How is COBRA continuation coverage provided?
Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA

continuation coverage will be offered to each of the qualified beneficiaries. Each qualified
beneficiary will have an independent right to elect COBRA continuation coverage. Covered
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employees may elect COBRA continuation coverage on behalf of their spouses, and parents
may elect COBRA continuation coverage on behalf of their children.

COBRA continuation coverage is a temporary continuation of coverage that generally lasts
for 18 months due to employment termination or reduction of hours of work. Certain
qualifying events, or a second qualifying event during the initial period of coverage, may
permit a beneficiary to receive a maximum of 36 months of coverage.

There are also ways in which this 18-month period of COBRA continuation coverage can be
extended:

Disability extension of 18-month period of COBRA continuation coverage

If you or anyone in your family covered under the Plan is determined by Social Security to be
disabled and you notify the Plan Administrator in a timely fashion, you and your entire family
may be entitled to get up to an additional 11 months of COBRA continuation coverage, for a
maximum of 29 months. The disability would have to have started at some time before the
60th day of COBRA continuation coverage and must last at least until the end of the 18-month
period of COBRA continuation coverage.

Second qualifying event extension of 18-month period of continuation coverage

If your family experiences another qualifying event during the 18 months of COBRA
continuation coverage, the spouse and dependent children in your family can get up to 18
additional months of COBRA continuation coverage, for a maximum of 36 months, if the
Plan is properly notified about the second qualifying event. This extension may be available to
the spouse and any dependent children getting COBRA continuation coverage if the employee
or former employee dies; becomes entitled to Medicare benefits (under Part A, Part B, or
both); gets divorced or legally separated; or if the dependent child stops being eligible under
the Plan as a dependent child. This extension is only available if the second qualifying event
would have caused the spouse or dependent child to lose coverage under the Plan had the first
qualifying event not occurred.

Are there other coverage options besides COBRA Continuation Coverage?

Yes. Instead of enrolling in COBRA continuation coverage, there may be other coverage
options for you and your family through the Health Insurance Marketplace, Medicaid, or other
group health plan coverage options (such as a spouse’s plan) through what is called a “special
enrollment period.” Some of these options may cost less than COBRA continuation coverage.
You can learn more about many of these options at www.healthcare.gov.

If you have questions
Questions concerning your Plan or your COBRA continuation coverage rights should be
addressed to the Plan Administrator. For more information about your rights under the

Employee Retirement Income Security Act (ERISA), including COBRA, the Patient
Protection
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and Affordable Care Act, and other laws affecting group health plans, contact the nearest
Regional or District Office of the U.S. Department of Labor’s Employee Benefits Security
Administration (EBSA) in your area or visit www.dol.gov/ebsa. (Addresses and phone
numbers of Regional and District EBSA Offices are available through EBSA’s website.) For
more information about the Marketplace, visit www.HealthCare.gov.

Keep your Plan informed of address changes

To protect your family’s rights, let the Plan Administrator know about any changes in the
addresses of family members. You should also keep a copy, for your records, of any notices
you send to the Plan Administrator.

Plan Administrator contact information

State of Montana Benefit Plan (State

Plan) Health Care & Benefits Division

PO Box 200130

Helena, MT 59620-0130

Ph: (406) 444-7462, (800) 287-8266, TTY (406) 444-1421
Fax: (406) 444-0080

Email: benefitsquestions@mt.gov

Website: benefits.mt.gov
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STATE OF MONTANA

HIPAA NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY
BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY.

Your Rights

When it comes to your health information, you have certain rights. This section
explains your rights and some of our responsibilities to help you.

Get a copy of
your health and
claims records

You can ask to see or get a copy of your health and claims
records and other health information we have about you. Askus
how to do this.

We will provide a copy or a summary of your health and claims
records, usually within 30 days of your request. We may charge
a reasonable, cost-based fee.

Ask us to e You can ask us to correct your health and claims records if you
correct health think they are incorrect or incomplete. Ask us how to do this.
and claims » We may say “no” to your request, but we'll tell you why in writing
records within 60 days.

Request e You can ask us to contact you in a specific way (for example,
confidential home or office phone) or to send mail to a differentaddress.

communications

We will consider all reasonable requests, and must say “yes” if
you tell us you would be in danger if we do not.

Ask us to limit
what we use

You can ask us not to use or share certain health information for
treatment, payment, or our operations.

or share e We are not required to agree to your request, and we may say
“no” if it would affect your care.

Get a list of e You can ask for a list (accounting) of the times we’ve shared

those with your health information for six years prior to the date you ask,

whom we’ve who we shared it with, and why.

shared e We will include all the disclosures except for those about

information treatment, payment, and health care operations, and certain

other disclosures (such as any you asked us to make). We’'ll
provide one accounting a year for free but will charge a
reasonable, cost-based fee if you ask for another one within 12
months.

Get a copy of

You can ask for a paper copy of this notice at any time, even if

this privacy you have agreed to receive the notice electronically. We will
notice provide you with a paper copy promptly.

Choose ¢ If you have given someone medical power of attorney or if
someone someone is your legal guardian, that person can exercise your

to act for you

rights and make choices about your health information.
We will make sure the person has this authority and can actfor
you before we take any action.
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File a complaint e You can complain if you feel we have violated your rights by

if you feel your contacting us using the information on the back page.
rights are e You can file a complaint with the U.S. Department
violated « of Health and Human Services Office for Civil Rights by sending

a letter to 200 Independence Avenue, S.W., Washington, D.C.
20201, calling 1-877-696-6775, or visiting
www.hhs.gov/ocr/privacy/hipaa/complaints/.

e We will not retaliate against you for filing a complaint.

Your Choices

For certain health information, you can tell us your choices about what we share.
If you have a clear preference for how we share your information in the situations
described below, talk to us. Tell us what you want us to do, and we will follow your
instructions.

In these cases, e Share information with your family, close friends, or others
you have both involved in payment for your care

the right and e Share information in a disaster relief situation

choice to tell us

to: If you are not able to tell us your preference, for example if you are

unconscious, we may go ahead and share your information if we
believe it is in your best interest. We may also share your
information when needed to lessen a serious and imminent threat to
health or safety.

In these cases e Marketing purposes

we never share e Sale of your information
your information

unless you give

us written

permission:

We typically use or share
your health information in the following ways.

Help manage the We can use your health A doctor sends us
health care information and share it with information about your diagnosis
treatment you professionals who are treating ~ @nd treatment plan so we can
receive you. arrange additional service.

Run our We can use and disclose your We use health
organization information to run our information about you to develop

organization and contactyou  Petter services for you.
when necessary.

We are not allowed to use

genetic information to

decide whether we will give

you coverage and the price

State of Montana Benefit Plan Legal Notices
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of that coverage. This does
not apply to long term care
plans.

Pay for your
health services

We can use and disclose your
health information as we pay
for your health services.

We share information
about you with your dental planto
coordinate payment for your
dental work.

Administer
your plan

We may disclose your health
information to your health plan
sponsor for plan
administration.

Your company
contracts with us to provide a
health plan, and we provide your
company with certain statistics to
explain the premiums we charge.

We are allowed or required to share your information in other ways — usually in ways
that contribute to the public good, such as public health and research. We have to meet

many conditions in the law before we can share your information for these purposes. For
more information see:

Help with public
health and
safety issues

We can share health information about you for certain situations
such as:

Preventing disease

Helping with product recalls

Reporting adverse reactions to medications

Reporting suspected abuse, neglect, or

domestic violence

Preventing or reducing a serious threat to anyone’s health

or safety

Do research

We can use or share your information for health research.

Comply with We will share information about you if state or federal laws

the law require it, including with the Department of Health and Human
Services if it wants to see that we’re complying with federal
privacy law.

Respond to We can share health information about you with organ

organ and procurement organizations.

tissue We can share health information with a coroner, medical

donation examiner, or funeral director when an individual dies.

requests

and work with a

medical

examiner

or funeral

director

Address We can use or share health information about you:

workers’ For workers’ compensation claims

compensation,
law

For law enforcement purposes or with a law enforcement
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enforcement, official

and other With health oversight agencies for activities authorized by

government law

requests For special government functions such as military, national
security, and presidential protective services

Respond to We can share health information about you in response to a

lawsuits and court or administrative order, or in response to a subpoena.

legal actions

Most uses and disclosures of psychotherapy notes will be made only with your written
authorization.

Our Responsibilities

e We are required by law to maintain the privacy and security of your protected
health information.

e We will let you know promptly if a breach occurs that may have compromised
the privacy or security of your information.

e We must follow the duties and privacy practices described in this notice and
give you a copy of it.

e We will not use or share your information other than as described here unless
you tell us we can in writing. If you tell us we can, you may change your mind at
any time. Let us know in writing if you change your mind.

For more information see:
ww.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.

Changes to the Terms of This Notice

We can change the terms of this notice, and the changes will apply to all informationwe
have about you. The new notice will be available upon request, on our web site, andwe
will mail a copy to you.

This Notice of Privacy Practices applies to the following organizations.
PO Box 200130

Helena, MT 59620-0130

(406) 444-7462; (800) 287-8266; TTY (406) 444-1421

benefits.mt.gov; benefitsquestions@mt.gov

Privacy Officer: Terri Hogan
Terri.Hogan@mt.gov; (406) 444-3447

Effective date: October 3, 2013

State of Montana Benefit Plan Legal Notices
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NOTICES

NEWBORNS’ AND MOTHERS’ HEALTH PROTECTION ACT: Group health insurance
issuers offering group health insurance coverage generally may not, under Federal law, restrict
benefits for any hospital length of stay in connection with childbirth for the mother or newborn
child to less than 48 hours following a normal vaginal delivery, or less than 96 hours following a
cesarean section. However, Federal law generally does not prohibit the mother’s or newborn’s
attending provider, after consulting with the mother, from discharging the mother or her newborn
earlier than 48 hours (or 96 hours as applicable). In any case, plans and issuers may not, under
Federal law, require that a provider obtain authorization from the plan or the issuer for prescribing
a length of stay not in excess of 48 hours (or 96 hours).

WOMEN’S HEALTH AND CANCER RIGHTS ACT: This Plan, as required by the Women’s
Health and Cancer Rights Act of 1998, provides benefits for mastectomy-related services including
all states of reconstruction and surgery to achieve symmetry between the breasts, prostheses, and
complications resulting from a mastectomy, including lymphedema.

Call BlueCross BlueShield of Montana at (888) 901-4989 for more information.

State of Montana Benefit Plan Legal Notices 17



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

State of Montana: PPO Trad

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

request a copy.

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, visit
www.bcbsmt.com or by calling 1-888-901-4989. 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 1-855-756-4448 to

What is the overall
deductible?

In-Network: $1,000 Individual
Out-of-Network: $1,500 Individual

Important Questions 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.

Are there services covered
before you meet your
deductible?

Yes. Services with a copayment and preventive
health are covered before you meet your
deductible.

This plan covers some items and services even if you haven't yet met the
deductible amount. But a copayment or coinsurance may apply. For example,
this plan covers certain preventive services without cost-sharing and before you
meet your deductible. See a list of covered preventive services at
www.healthcare.gov/coverage/preventive-care-benefits/.

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?

Medical In-Network:

$4,000 Individual / $8,000 Family
Medical Out-of-Network:

$4,950 Individual / $10,900 Family
Pharmacy: $1,800 Individual / $3,600 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, balance-billed charges and health care

this plan doesn't cover. Non-Preferred (Tier 3)
brand and Non-Preferred specialty (Tier 4)
products do not accrue towards the pharmacy out-
of-pocket maximum.

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.bcbsmt.com or call
1-888-901-4989 for a list of participating providers.

This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. You will pay the most if you use 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.

Do you need a referral to see
a specialist?

No.

You can see the specialist you choose without a referral.

State of Montana Benefit Plan Legal Notices
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45 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

. . - : Limitations, Exceptions, & Other
Common Medical Event| Services You May Need NetV\.IOI"k Provider Out-of-Network Provider Important Information
(You will pay the least) (You will pay the most)

Primary care visit to treatan | $25/visit; o i Sopainent applie§ 'onIy (o SR an'd
injury or ilness deductible does not apply 35% coinsurance management. Addltlpnal charges are subject
- to deductible and coinsurance.
. _— Copayment applies only for evaluation and
::fa);zu \r’cl:lllt daert}zaolgpice Specialist visit ggg{ﬁgle does not apply 35% coinsurance management. Additional charges are subject
or clip—nic —_ to deductible and coinsurance.

You may have to pay for services that aren’t
Preventive care/screening/ No Charge; deductible does o i preventive. Ask your provider if the services
, " 35% coinsurance :

immunization not apply needed are preventive. Then check what
your plan will pay for.

Recommended Clinical Review; see your plan

Diagnostic test (x-ray, blood

25% coinsurance 35% coinsurance . )
If vou have a test work) . - document* for details.
magin scans, o i o i ecommended Clinical Review; see your plan
y : . ;
25% coinsurance 35% coinsurance . )
MRIs) — — document* for details.

* For more information about limitations and exceptions, see the plan or policy document at benefits.mt.gov

State of Montana Benefit Plan Legal Notices 19



Common Medical Event

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

If you need drugs to
treat your iliness or
condition

More information about
prescription drug
coverage is available at
benefits.mt.gov or call 1-
866-333-2757 for
Commercial members or
1-866-270-3877 for
Medicare RX members.

$0 Preventive products

Tier 1 Preferred generics and
some lower cost brand
products

(You will pay the least)

No Charge (certain preventive
care and select medications).

$15 copayment retail 1-34 day
supply,

$30 copayment retail 35-90
day supply,

$30 copayment mail order up
to 90 day supply.

(You will pay the most)

No Charge (certain
preventive care and select
medications), limited to a 10

day supply.

$15 copayment retail, limited
to a 10 day supply.

Tier 2 Preferred brand
products and some high cost
non-preferred generics

$50 copayment retail 1-34 day
supply,

$100 copayment retail 35-90
day supply,

$100 copayment mail order up
to 90 day supply.

$50 copayment retail, limited
to a 10 day supply.

Tier 3 Non-preferred
products (may include some
high cost non-preferred
generics)

50% coinsurance retail or mail
order up to 90 day supply.

50% coinsurance retail,
limited to a 10 day supply.

Tier 4 Specialty products

$200 copayment Preferred
Specialty Pharmacy.

50% coinsurance Non-
Preferred Specialty
Pharmacy or retail.

* For more information about limitations and exceptions, see the plan or policy document at benefits.mt.gov

State of Montana Benefit Plan Legal Notices

Charges payable through the Plan's
Pharmacy Benefit Manager (PBM) program,
Navitus.

If generic is available and chosen over
brand, regardless of how prescription is
written, member is responsible for the
difference in cost plus applicable brand
copayment.

Fills provided by a non-preferred pharmacy
are limited to 10 day supply.

Certain prescriptions require prior approval
before the drug can be authorized for
coverage.

Tier 3 Non-Preferred brand prescriptions do
not accrue towards the pharmacy out-of-
pocket maximum.

Specialty prescriptions should be obtained
from a specialty pharmacy.

Specialty prescriptions are limited to a 34
day supply.

Non-Preferred Specialty prescriptions do not
accure toward the pharmacy out-of-pocket
maximum.

A $50 copayment will apply to Preferred
Specialty Pharmacy products for Medicare
retirees only.
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Common Medical Event

Services You May Need

Network Provider

What You Will Pay

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

If you have outpatient
surgery

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

Physician/surgeon fees

(You will pay the least)

25% coinsurance

25% coinsurance

(You will pay the most)

35% coinsurance

35% coinsurance

Recommended Clinical Review; see your plan
document* for details.

If you need immediate
medical attention

Emergency room care

25% coinsurance

25% coinsurance

None

Emergency medical
transportation

25% coinsurance

25% coinsurance

Recommended Clinical Review; see your plan
document* for details.

Urgent care

$35\visit;
deductible does not apply

35% coinsurance

Ancillary charges are subject to deductible
and coinsurance.

If you have a hospital
stay

Facility fee (e.g., hospital
room)

25% coinsurance

35% coinsurance

Physician/surgeon fees

25% coinsurance

35% coinsurance

Recommended Clinical Review.

None

$25/office visit; deductible

If you are pregnant

Childbirth/delivery
professional services

25% coinsurance

35% coinsurance

Childbirth/delivery facility
services

25% coinsurance

35% coinsurance

. . does not apply o i Recommended Clinical Review; see your plan
Lfy‘::h"geg mfentall Outpatient services 25% coinsurance for other 35% coinsurance document* for details.
eath, benhaviora outpatient services
health, or substance -~ , T
D SE R Recommended Clinical Review. Residential
Inpatient services 25% coinsurance 35% coinsurance treatment facilities will be covered if medical
necessity criteria are met.
$25 Primary Care/ Copayment applies to first prenatal visit (per
Office visits $35 Specialist; 35% coinsurance pregnancy). Cost sharing does not apply for
deductible does not apply preventive services. Depending on the type

of services, a copayment, coinsurance or
deductible may apply. Maternity care may
include tests and services described
elsewhere in the SBC (i.e. ultrasound).
Recommended Clinical Review.

* For more information about limitations and exceptions, see the plan or policy document at benefits.mt.gov

State of Montana Benefit Plan Legal Notices
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What You Will Pay

Limitations, Exceptions, & Other
Important Information

Common Medical Event |  Services You May Need Network Provider Out-of-Network Provider
(You will pay the least) (You will pay the most)

Home health care 25% coinsurance 35% coinsurance Recc_)mmended Cllnlpal ngew. f0visit
maximum per benefit period.
S . 25MVisit; , . . ,
Rehabilitation services ge duvclzlble does ot apply 35% coinsurance Recommended Clinical Review. Deductible
—$ 25 isit: and coinsurance apply to other therapy
e 0 . y 0 0 H
If you nged help Habilitation services deductible does not apply 35% coinsurance services.
(G 0 V0 Gy Recommended Clinical Review. 70 days
special health needs Skilled nursing care 25% coinsurance 35% coinsurance ) o ' y
E— E— maximum per benefit period.
Durable medical equipment | 25% coinsurance 35% coinsurance Recommended Clinical Review for items
$2,500 and over.
Hospice services 25% coinsurance 35% coinsurance FEEOIElEEe C"”'C?' SR sl
bereavement counseling.
i hild need Children’s eye exam Not Covered Not Covered None
yourchiid needs Children’s glasses Not Covered Not Covered None
dental or eye care :
Children’s dental check-up  Not Covered Not Covered None

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

o Bariatric surgery o Infertility treatment ¢ Routine foot care (except for individuals with co-
o Cosmetic surgery (except for correction of e Long term care morbidities, such as diabetes)
congenital deformities or conditions resulting from e Routine eye care (Adult) o Weight loss programs (except preventive services)

accidental injuries, scars, tumors, or diseases)
e Dental care (Adult)

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

e Acupuncture (20 visit maximum combined with e Hearing aids (for dependent children under e Private-duty nursing
Chiropractic per benefit period) age 19, and medically necessary cochlear
o Chiropractic care (20 visit maximum combined implants, per medical policy)
with Acupuncture per benefit period) ¢ Non-emergency care when traveling
outside the U.S.

* For more information about limitations and exceptions, see the plan or policy document at benefits.mt.gov
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: the plan at 1-888-901-4989, U.S. Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform, or Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323
x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information 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: Blue Cross and Blue Shield of Montana at 1-888-901-4898, the U.S. Department of Labor's Employee Benefits Security Administration at 1-866-
444-EBSA (3272) or visit www.dol.gov/ebsa/healthreform, or the Montana Commissioner of Securities and Insurance at 1-406-444-2040 or 1-800-332-6148.
Additionally, a consumer assistance program can help you file your appeal. Contact the Montana Consumer Assistance Program at 1-800-332-6148 or visit

WWW.Csi.mt.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 1-888-901-4898.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-888-901-4898.
Chinese (A XX): SN R FZEH SCHIEEBY, 15K TIX 15 151-888-901-4898.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-888-901-4898.

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

* For more information about limitations and exceptions, see the plan or policy document at benefits.mt.gov
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different

. depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might

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

Peg is Having a Baby

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

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

B The plan’s overall deductible $1,000
B Specialist copayment $35
B Hospital (facility) coinsurance 25%
B Other coinsurance 25%

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)

B The plan’s overall deductible $1,000
B Specialist copayment $35
B Hospital (facility) coinsurance 25%
B Other coinsurance 25%

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 $1,000
B Specialist copayment $35
B Hospital (facility) coinsurance 25%
B Other coinsurance 25%

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
In this example, Peg would pay:
Cost Sharing
Deductibles $1,000
Copayments $40
Coinsurance $2,900
What isn’t covered
Limits or exclusions $60
The total Peg would pay is $4,000

Total Example Cost ‘ $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $900
Copayments $800
Coinsurance $0
What isn’t covered
Limits or exclusions $20
The total Joe would pay is $1,720

Total Example Cost \ $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $1,000
Copayments $200
Coinsurance $300
What isn't covered
Limits or exclusions $0
The total Mia would pay is $1,500

The plan would be responsible for the other costs of these EXAMPLE covered services.

State of Montana Benefit Plan Legal Notices
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@ @ BlueCross BlueShield of Montana

Health care coverage is important for everyone.

We provide free communication aids and services for anyone with a disability or who needs language
assistance. We do not discriminate on the basis of race, color, national origin, sex, gender identity, age,
sexual orientation, health status or disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance.

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)
300 E. Randolph St. TTY/TDD: 855-661-6965
35th Floor Fax: 855-661-6960

Chicago, lllinois 60601

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at:

U.S. Dept. of Health & Human Services Phone: 800-368-1019

200 Independence Avenue SW TTY/TDD: 800-537-7697

Room 509F, HHH Building 1019 Complaint Portal: https:/locrportal.hhs.gov/ocr/portal/lobby.jsf

Washington, DC 20201 Complaint Forms: http://www.hhs.goviocr/office/file/index.html
bchsmt.com

State of Montana Benefit Plan Legal Notices



State of Montana:

Non-Discrimination Statement: State of Montana complies with applicable Federal civil rights laws, state
and local laws, rules, policies and executive orders and does not discriminate on the basis of race, color, sex,
pregnancy, childbirth or medical conditions related to pregnancy or childbirth, political or religious
affiliation or ideas, culture, creed, social origin or condition, genetic information, sexual orientation, gender
identity or expression, national origin, ancestry, age, disability, military service or veteran status or marital
status. State of Montana does not exclude people or treat them differently because of race, color, sex,
pregnancy, childbirth or medical conditions related to pregnancy or childbirth, political or religious
affiliation or ideas, culture, creed, social origin or condition, genetic information, sexual orientation, gender
identity or expression, national origin, ancestry, age, disability, military service or veteran status or marital
status. State of Montana provides free 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, accessible electronic formats, other formats). State of Montana provides free language
services to people whose primary language is not English such as: qualified interpreters and information
written in other languages. If you need these services, contact customer service at 855-999-1062. If you
believe that State of Montana has failed to provide these services or discriminated in another way on the
basis of race, color, sex, pregnancy, childbirth or medical conditions related to pregnancy or childbirth,
political or religious affiliation or ideas, culture, creed, social origin or condition, genetic information, sexual
orientation, gender identity or expression, national origin, ancestry, age, disability, military service or veteran
status or marital status you can file a grievance. If you need help filing a grievance the State Diversity
Coordinator is available to help you. You can file a grievance in person or by mail, fax, or email:

State Diversity Program Coordinator
Department of Administration

State Human Resources Division
125 N. Roberts

P.O. Box 200127

Helena, MT 59620

Phone: (406) 444-3871

Email: SABHRSHR@mt.gov

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 Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)
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@ @ BlueCross BlueShield of Montana

If you, or someone you are helping, have questions, you have the right to get help and information in your language at no cost.
To talk to an interpreter, call 855-710-6984.

Espanicl Si usted o alguien a quien usted esta ayudando tiene preguntas, tiene derecho a obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete, llame
Spanish al 855-710-6984.

mabi;ﬂﬂl (B55-710-6984 o il als ol (5 558 o sa o Panall BAKS 2 (1 g0 e SHaly Ay 5 g gl il slaal)y B3 lisall ol gl i Gl lanlh (il el msd ool f il S )
XHPL | e REEERDNNS. HIEARR, CHRHNRRUENSERENMHMRE. AN BEA, HEBE W 855710634

Frangais Sivous, ou quelgu'un que vous étes en frain d'aider. avez des questions, vous avez le droit d'obtenir de l'aide et linformation dans vofre langue & aucun colt. Pour parler & un
French interpréte, appelez 855-710-6984.

Deutsch Falls Sie oder jemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kostenlose Hilfe und Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu
German sprechen, rufen Sie bitte die Mummer 855-710-6984 an.

JwRidl | %l duel wudl di Hee 53 2au &lal Adl Bl olly calsdal Wl dly. slady suud sl &lal, dl dual (Aol WAR, dHEl esidl HEE wal
Gujarat HIBAl Aneaeasll sss 8. geuMan Il ald sell HI2 2l oled? 855-710-6984 UR SIet 53U

e e HT9E, AT AT SEAT Ferd T ¢ O3EE, A A A WO S H e Herar WY SRRl ST T A AU P
Hindi ﬁ?#rmammmmaammsw ay Flel H.

Italiano Se tu o gualcuno che stai aiutando avete domande, hai il diritto di ottenere aiuto e informazioni nella fua lingua gratuitamente. Per parlare con un interprete, puei chiamare il
Italian numero 855-710-6984.

2= M Aol E= Aot 5= ME0 220 RO Aols 282 o8 =0 28 Hol HHE 22 += s A RSUCHL SS A
Korean LI ElAI ™ 855-T10-6984 2 H Blol & Al 2.

Diné T7aa m1, éi doodago ta’da bika andnilwo igii, na’idifkadgo, ts7ida bee na ahoot™” t'aa niik’e nika a’doolwol déo bina iditkidigii bee mit h odoomih.

Navajo Ata’dahalne’igii bich”)” hodiilnih kwe’é 855-710-6984.

e B o fadi o ilgh po jia Sl REE Sy aplad Sl 1 Sle Sl g S8 A b g eagh s apaS ) ) e e aBE0 D € 0 S8 laplalaS AL dad A
Persian B855-710-6984 el Juala Liad,
Polski Jesli Ty lub osoba, kidrej pomagasz. macie jakiekolwiek pytania, macie prawo do uzyskania bezplatne] informacji | pomocy we wiasnym jezyku. Aby porozmawiac z
Polish tlumaczem, zadzwon pod numer 855-710-6984.

Pyccimi Ecr y BaC WNK YSN0BEKE, KOTOPOMY Bel NOMOTAETE, BOSHWKNK BONDOCH!, ¥ BAC €CTh NPAE0 HA BECNNaTHYK NOMOLE W WHEOPMALMID, NPENOoCT 3ENEHHYH HA BALUIEM ASLIKE.
Russian YTo6kl CEAIATECA C NEPEBOIHMKOM, NOBOHWTE NO TenedoHy 855-710-6084.
Tagalog Kung ikaw, o ang isang taong iyong tinutulungan ay may mga tanong, may karapatan kang makakuha ng fulong at impormasyon sa iyong wika nang walang bayad. Upang
Tagalog makipag-usap sa isang tagasalin-wika, tumawag sa 855-710-6984.

: |
Urdu 7 wirt JE 5 BES-T10-6984 oyl o d o i ol cppp e e O B o0 ol Slagee gl 2netiie e o G ol i s i e i v B o s e e o S f gl
Tiéng Viét | Néu quy vi, hodc ngurér ma quy vi gilip &, co céu hai, thi quy vi co quyen duwrgc gidp d& va nhan thang tin bang ngdn ngir ciia minh mién phi. D& ndi chuyén véi mt thing
Vietnamese | dich vién, goi 855-710-6984.
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