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

[ ] ..
€% KAISER PERMANENTE. : SENIOR LIFESTYLE DC, LLC (DHMO MS 6 SIG)

Coverage Period: 10/01/2024-09/30/2025

Coverage for: Individual / Family | Plan Type: HMO

KAISER FOUNDATION HEALTH PLAN OF THE MID-ATLANTIC STATES, INC., 2101 East Jefferson Street, Rockville. MD 20852

A

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan
would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided

separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage see
https://kp.org/plandocuments or call 1-855-249-5018 (TTY: 711). For general definitions of common terms, such as allowed amount, balance billing, coinsurance,

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

1-855-249-5018 (TTY: 711) to request a copy.

NSTE S

Important Questions

What is the overall

$1,500 Individual / $3,000 Family

Why this Matters:

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

deductible? total amount of deductible expenses paid by all family members meets the
overall family deductible.
This plan covers some items and services even if you haven't yet met the
Are there services deductible amount. But a copayment or coinsurance may apply. For example,

covered before you meet

Yes. Preventive care and services indicated in

this plan covers certain preventive services without cost sharing and before you

your deductible? chart starting on page 2. 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 | No. You don’t have to meet deductibles for specific services.

services?

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

$3,000 Individual / $6,000 Family

The out-of-pocket limit is the most you could pay in a year for covered services. If
you have other family members in this plan, they have to meet their own out-of-
pocket limits until the overall family out-of-pocket limit has been met.

What is not included in
the out-of-pocket limit?

Premiums, health care this plan doesn't cover, and
services indicated in chart starting on page 2.

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

Will you pay less if you
use a network provider?

Yes. See www.kp.org or call 1-855-249-5018 (TTY:
711) for a list of network 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.

SBC 1D:29822
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Important Questions Answers Why this Matters:

Do you need a referral to

This plan will pay some or all of the costs to see a specialist for covered services
see a specialist?

but only if you have a referral before you see the specialist.

Yes, but you may self-refer to certain specialists.

44 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Services You May WI;?;: %l:gg:lc: eF:ay \rflv::tPT:# m!/:;aex Limitations, Exceptions & Other Important
At B Need (You will pay the least) (You will pay the most) Information

Primary care visit to 1o ,
treat an injury or ESOII vistt, deductible does not Not covered None
illness PPl

If you visit a health g e $50 / visit, deductible does not

care provider's Spedialist visi apply Not covered None

office or clinic

You may have to pay for services that aren't

Preventive care/ preventive. Ask your provider if the services

No charge, deductible does not

m{i on apply Not covered needed are preventive. Then check what your
plan will pay for.
Diagnostic test (x- | Xray: 20% coinsurance. Lab
ray, blood work) tests: 20% coinsurance. Not covered None
If you have a test imaging (CT/PET
i .
scans, MRI's) 20% coinsurance Not covered None
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Common
Medical Event

Services You May
Need

What You Will Pay
Plan Provider

What You Will Pay
Non-Plan Provider

Limitations, Exceptions & Other Important
Information

(You will pay the least)

$20 / retail, deductible does not
apply. $40 / mail order,

(You will pay the most)

Up to a 30-day supply (retail & participating
pharmacies); up to a 90-day supply (mail order).

immediate medical
attention

transportation

Most generic drugs | deductible does not apply. $30 / Not covered Formulary preventive drugs, contraceptives and
(Tier 1) participating pharmacy / oral chemotherapy drugs in all tiers are No
prescription, deductible does not charge. 50% coinsurance for sexual dysfunction
apply. drugs limited to 8 doses / month.
If you need drugs to $40 / retail, deductible does not
treat your illness or apply. $80 / mail order, , L
condition Most preferred brand | deductible does not apply. $50 / Nt Ganerc) Up to a 30-day supply (retail & participating
More information name drugs (Tier 2) | participating pharmacy / pharmacies); up to a 90-day supply (mail order).
about prescription prescription, deductible does not
drug coverage apply.
is available at $60 / retail, deductible does not
www.kp.org/formulary apply. $120 / mail order,
Non-preferred drugs | deductible does not apply. $70 / Not covered Up to a 30-day supply (retail & participating
(Tier 3) participating pharmacy / pharmacies); up to a 90-day supply (mail order).
prescription, deductible does not
apply.
Specialty drugs (Tier |20% coinsurance with a $150 Nk G Up to a 30-day supply (retail & participating
4) max. pharmacies).
Facility fee (e.g.,
ambulatory surgery | 20% coinsurance Not covered None
If you have Center)
outpatient surgery oy
]I:’ergésman SUTGEON 120% coinsurance Not covered None
Earlr::rqency reom 20% coinsurance 20% coinsurance None
If you need Emergency medical 20% coinsurance 20% coinsurance None

Urgent care

$30/ visit, deductible does not
apply

Not covered

Non-plan providers are covered only outside
the service area: $30 / visit, deductible does not

apply.
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Common
Medical Event

Services You May
Need

What You Will Pay
Plan Provider

What You Will Pay
Non-Plan Provider

Limitations, Exceptions & Other Important
Information

Facility fee (e.g.,

(You will pay the least)

(You will pay the most)

t vou have hospital room) 20% coinsurance Not covered None
you hav
hospital sta ici
> i flzr;ysmlan/ SUTGEON 1909% coinsurance Not covered None
S . , Mental/Behavioral health: No coverage for
If you need mental $30 / individual visit, deductible - . .
hganh behavioral | Outpatient services | does not apply. $15 / group visit, | Not covered ]P sch.clzltoglcatI.tar&d qeijrlcl)_psycholog!c?l testtlpg,
) deductible does not apply. or ability, aptitude, intelligence, or interest.;
ggalstg,s%rraliggtance SR Substance abuse: None
u i
Inpatient services 20% coinsurance Not covered None
Depending on the type of services, a
. copayment, coinsurance, or deductible may
Office visits 2‘0 cl:harge, deductible does not Not covered apply. Maternity care may include tests and
PRl services described elsewhere in the SBC (i.e.
If you are pregnant — : ulirasound.)
grrz)lll‘gts)'lsritgrg?g\é?\r/)i/ces 20% coinsurance Not covered None
fCaréiillﬂ?gtg{Siil(ie\gery 20% coinsurance Not covered None
Home health care l;l:p(lzyarge, deductible does not Not covered None
Rehabilitation $50 / visit, deductible does not Nt e Outpatient: Limited to 30 visits of PT/OT/ST /
services apply year / injury / incident / condition
If you need hel isi i
re‘éoﬂe,ing or hgve Habilitation services 228|§VISIt, deductible does ot Not covered None
other special health : : : —
needs Skilled nursing care | 20% coinsurance Not covered Coverage is limited to 100 days / year
Durable medical No charge, deductible does not : o
cquiment apply Not covered Subject to formulary guidelines
Hospice service No charge, deductible does not Not covered None

apply
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What You Will Pay What You Will Pay

Common Services You May

Limitations, Exceptions & Other Important

. Plan Provider Non-Plan Provider .
atlEl ST Need (You will pay the least) (You will pay the most) L e
I $30 / Optometrist visit, o
Children's eye exam deductible does not apply Not covered Coverage is limited to one exam / year.

1 pair of glasses / year limited to single or

If your child needs No charge, deductible does not bilocal lenses or 1t purchase of contact

Children's glasses

Not covered lenses / year or 2 pair / eye / year medically
dental or eye care apply necessary contacts (from select group of
frames and contacts)
Children's dental Not covered Not covered None

check-up

Excluded Services & Other Covered Services:

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

® Cosmetic surgery ® Non-emergency care when traveling outside ® Routine Foot Care
® Dental care (Adult) the U.S. ® Weight loss programs
® [ong-term care ® Private-duty nursing
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
® Acupuncture (20 visit limit/year) ® Chiropractic care (20 visit limit/year) e |nfertility treatment (IVF: 3 attempts/live birth
® Bariatric surgery ® Hearing aids (1/ear/36 months. After the end with a lifetime max of $100,000)
of the month in which you turn age 19, there is ® Routine eye care (Adult)

a $1,000 benefit max)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is shown in the chart below. Other coverage options may be available to you too, including buying individual insurance coverage through the Health
Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called
a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or
assistance, contact the agencies in the chart below.
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Contact Information for Your Rights to Continue Coverage & Your Grievance and Appeals Rights:

Kaiser Permanente Member Services 1-855-249-5018 (TTY: 711) or www.kp.org/memberservices
Department of Labor’s Employee Benefits Security Administration 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform
Department of Health & Human Services, Center for Consumer Information & Insurance Oversight | 1-877-267-2323 x61565 or www.cciio.cms.gov

Maryland Insurance Administration 1-877-261-8807 or www.insurance.maryland.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 1-855-249-5018 (TTY: 711)

TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-855-249-5018 (TTY: 711)
CHINESE (X)) MR FZEH AR |, IFRITIXAN S5 1-855-249-5018 (TTY: 711)
NAVAJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-249-5018 (TTY: 711)

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

6 of 8


https://healthy.kaiserpermanente.org/health/care/consumer/locate-our-services/member-services?kp_shortcut_referrer=kp.org/memberservices
https://www.dol.gov/agencies/ebsa/laws-and-regulations/laws/affordable-care-act/for-employers-and-advisers
https://www.cms.gov/cciio/index.html
http://www.insurance.maryland.gov
https://www.healthcare.gov/sbc-glossary/#minimum-essential-coverage
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#minimum-essential-coverage
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#minimum-value-standard
https://www.healthcare.gov/sbc-glossary/#premium-tax-credits
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#plan

840/

"SB0IAISS PaIan0d J1dINVXT 8S8u) JO SIS0 Jay)o ay) Joj 8|gisuodsal aq pjnom Ue[d 8y

0£8'L$ s| Aed pjnom ey [e30} 8yl 0£8$ si fed pjnom aor |ejo} 3yl 026Z$ s Aed pjnom Bad |ejo} ay |
0$ SUOISN|OX3 JO S)WI 0$ SUOISN|OX3 JO S)IWIT 09% SUOISNOX3 JO SHIWI
p818A093 },USI Jeym P818A09 }J,USI Jeym 81809 J,US! Jeuym
0 S0UEMSU)  (0G$ SUEINSU)  00%'1$ 30UEINSU0)
00£$ SjuewAedo)  00/$ SjuswAedo)  01$ SjusWAedo)
005'1$ seamnped  08$ seamnped 001§ se[amenpeq
bureys jso9 buLeys jso9 bueys jso9
:Aed pinom ey ‘ajdwexa siyy uj :Aed pinom aop ‘ajdwexa siyj uj :Aed pjnom bad ‘ajdwexa siyj uj
00828 | }s09 a|dwex3 |ejoL 0096$ | }s09 a|dwex3 |ejo) 00,218 | }s09 a|dwex3 |ejo)

(Adeiay) [eaisAyd) S83IAISS UONEN|IGEYSY
(s8y9nuo) Juswdinba [edIpaw a|qeIng

(Ael-x) 1587 onsoubeIq

(sayddns jeaipaw buipnjour) 313 Wool Adusbiawg
:9){1] S9IAI3S SApNJOUl JUBAd J1dINVYXT SIUL

%02 aoueInsulod (Aes-x) JaYyi0 m
%02 aoueInsuiod (Ayp1oey) jeydsoH m
05$ yuswAedoo jsierdads m
00S°L$ 3|qionpap |lesano suejd ayl m

(e1e2

dn mojjo} pue JIsIA WooJd Aouabiawa Iomjau-ui)

(1e30W BS00N6) JUBWIAINDS [EJIPBW B[qeIN(
sbnip uonduosaid
(som pooyq) Sis8} dNSoUbEI]

(uoieanpa esessip
Buipnjour) syisiA 82140 UeIDISAYd a1ed AJewlid
:9)1] S99IAIBS Sapnjoul JuaAd J1dINVYXT SIUL

%02 9JUBINSUI0D (}IOM poojq) JaY}0 W
%02 ajueinsuiod (Ayjioey) jeydsoH m
05$ juswAedos jsieidads m
005°L$ 3|qionpap |lesero s,uejd ay] m

(uonIpuod paj|0uU0d
-[|[dM B JO 8189 ¥IOM}JBU-Ul dunNno. Jo Jeak e)

(e1saypsoue) JisiA JSTEIO8AS

(ylom poojq pue spunosesyn) Sisa} diSoubel
seolnag Ajjioe4 Alanila@/yHIgpiiuD

$80IAI9G [BUOISSBJ0Id AJaI[e@/yHIgPIyD

(aue0 [EJRUBId) SYISIA BO10 ISIEIDadS

:9)1] S99IAIBS Sapnjoul JuaAd J1dINVYX3 SIUL

%0¢ 92UBINSUIOD (}IOM poojq) JaY}0 M
%02 aoueinsuiod (Ay[1oey) jeydsoq m
05$ yuswAedos jsierdads m
005°L$ 8[qnonpap |lesero suejd ay] m

(A1aniap |eydsoy
B PUB 2.Je0 [ejeu-aid 3Jomjau-ul JO Sy}

aJnjoet4 ajdwig s eI

sajaqelq z adA] s,aor Buibeuepy

Ageg e Buiaey siI bad

Japun Aed jybiw noA s}s09 jo uood sy} aedwiod 0} uolewoul SIy} S “Ue|d 8y} Japun SAJIAISS PapN[oXa pue (SOUBINSUI0D pue SJUSWABA0d
‘So|quonpap) sjunowe BUlBYS 1S03 8y} U0 SN204 "S10j0e) Jayio Auew pue ‘abieyd Siapircid Jnok saoud ay) ‘@Aig0a.l nok aied jenjoe ay uo Buipuadap !
JUSJBLIP 8] [|IM S}SO [BNJIB INOA 8JED [edlpawl JaAod Jybiw Uejd siy) moy Jo sajdwexa Jsnf aie UMOYS SjusWwleal] *10jewi}sa 309 e jou i siyL

‘abe1an02 Ajuo-jjes uo paseq ale sa|jduiexs abeIan00 asay) 8j0u 8ses|d "SUBd Yieay Juaiayip

i

oy

:s9|dwex3 abeiano asay) Jnoqy



https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#excluded-services
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#primary-care-physician
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#prescription-drugs
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#emergency-room-care-emergency-services
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#rehabilitation-services
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan

“ue|q Yya| Ajjeuonusjui si abed siy |



(L2 ALL)
‘(LWL 'ALL) 2062-LL2-008") 206.-111-008-1 9| zajeddy -juswayinielb sesodoid Juos snoa anbisinbul
yiupipoy oy ‘ojoy eu 19 ‘ya il e ‘ 99p.ome.epjue eye 8aq pees ‘peezig aple,p so2IAIas sop ‘sieduel) zalled SNOA IS :NOILNILLY (youaiq) sieduely
sulg ob iueh eaq pees [1g :ulziuju oxe eeq 1q (ofeaeN) oyaageeN
€| 0 Are’ q Z06L-L22-008-b (ALL: LbL)ee i
> (ML ALL) 206.-LL2-008-) E23EEE af ™ (Is4ed) Fy: |57 v (A0 5 = sy o sties oediycm (e fod O (g0 (9 1
o SR E BRI T [0 « ICchRHE E ST R 1 BTRC (SSUD) ZCoh
€% 206.L-LL2-008-} (ALL: LLL)

I CHEL *ALL) ire#y (O1gRIY) srefery: ity ST e (Y E0 Yo e (E Ry i [ AP e
206L-LLL-008-) losd> lol&) |Wlie Bbk@ (bRl [Gklak [klQ Kbl
L ‘PPl Qbbb lkd Usilb lo|klie Lk slodSed (ks (lEbUSE) LiosL (LB ALL) 2062-L22-008" ) V-03F Db -0VUlo SO :VdrlZCH-

LSV R 1:4odd DS F5IY abrl D8 LN BDhoY $Lip 5L 5 hod ‘LD ko (dueyury) 5IboY

(LLLALL) 2062-222-008-1
e@ "eedy 0gb w ui3g cod-od op ¥ &3 npnm e ‘1iu ‘Ju nf ¢cAu-od-npnm “(LLZ:ALL) 206Z-222-008-} 112D "NOA 0} 8|qe|iee a.le ‘abieyo
-ceseq, w 9 Nl C :0q6 9pakp 3y eiu 3p 2@ (esseg) npnm ceseg, Jo 931} ‘'sdoIAIBS Boue)sisse abenbuel ‘ysibu3 yeads nok 4| INOILNILLY

dOVNONY1 dNOA NI d13H

“|WY XpUI/a|1}/20140/100/A0B  sSYY mmm//:dRy Je o|qe|iee
aJe swJoj jureldwod (Qd.L) 2692-2£5-008-1 ‘6101-89€-008-} ‘1020z DA ‘uolbulysepn ‘Buipiing HHH ‘460G WO0Y “A\S dNUSAY 8oudpuadapul 00 ‘S92INIBS
UBWNH pue yjesH jo uswuedaq "S'n :1e auoyd Jo jirew Aq 1o ‘ysl-Agqgoj/jerod/io0/a06°syy-jenodioo)/:sdiy 1e ajgejieae ‘[enod ieidwon sjybry |IA1D 1oy
92130 9y} ybnouyy Ajjeaiuouosis sybry [IA1D 10} 9210 ‘S9INISS UBWINH pUe YyijeaH jo Juswiedaq "S N 9yl ypm juiejdwod sjybu [IAI0 e 3)i OS|e UBd NOA
'206/-11/-008-| aqunu auoyds|a} ‘25802 AIN ‘@lIIMO0Y “'}S uosIayar jse3 |oLg ‘I0jeulpioo)d
sSybry |IA1D Jasiey :uny ‘quswedsq aouspuodsallo) pue sjeaddy ‘@lusuewiad Jasiey :1e auoyd Jo jlew Agq aoueAslb e 9|} ued noA ‘xas Uo ‘Ajjigesip
‘obe ‘uIblIo jeuoljeu ‘10j09 ‘9oe.l JO SISeq 8y} U0 ABM JOYJOUE Ul PaJeUIWIOSIP JO S8JIAISS 9S8y} apiaold 0} pajie) sey ueld Ul|eaH Joasie) Jey) aAal|aqg noA §|
(LLZ *ALL) T06.-122-008-| |[ED ‘SBIIAISS 8SBY) POBU NOA |
sobenbue| Joylo Ul USJILIM UOIBULIOJU|
sJa)aidiajul papeny) .
:se yons ‘ysijbug jou s1 abenbue| Arewird ssoym ajdoad 0] saoiales abenbue| 1S00 OU SpPINOIH e
S]ewJO} 21U0JID9|d 8|qISSao9e puk ‘oipne ‘luld ablie| se yons ‘S}ewsoy) J8YJo Ul UOIIBUWIOUI USHAA o
sJi9)aidiayul abenbue| ubis payleny .
SB 4ons ‘sn yum A[9A110aye 91ed1unwiwiod o0} saljljigesip yum ajdoad 0} S82IAI8S pue SpIe }SO0O OU 8pINOId e
:0S[e 9\\ "Xas Jo ‘Ajjigesip ‘ebe ‘uibuo jeuoneu

‘10]09 ‘9oel JO asnedaq Ajjualaylp wayj jead) Jo aidoad apnjoxa Jou S80p ue|d YleaH Jasiey "xas Jo ‘Ajjigesip ‘ebe ‘uibuo jeuoljeu ‘1ojoo ‘edel Jo siseq ay} uo
9]BUIWILIOSIP J0U SB0pP pue sme| siybu 1IN0 |elepay aigedijdde yum saldwod (ueld yijesH Jasie)) ou| ‘Sajels oluey-pliN 8yl JO ueld Yl[BaH uonepuno Jasiey

JOI1LON NOILVNINIYOSIANON



“(bLL:ALL) 2062-222-008-L A oi0siueqi ose ad 3 "0 UIA unj em
9pa 110] OMOJUEII U 8J0 BQNIOA 9pd OSU Bq O 1] :ISTAIMY (eqniop) eqniox

(¥
"ALL) 2062-222-008-1 9S 109 "ugq oyo yuep jyd ugiw Nbu ugbu o143 9y
A Yoip 989 00 ‘J8IA Bugll 10U UBQ NYN A NHO (2saweusip) 3IA Bugl)

®0 -0 SCF0 2062-222-008-1 (ALL: LLL)
(066 (NPIN) F00(C2 (50 175 (08§ &0 o 1 56 CHO 527 ot 527 somm owm oF0 emiyed

‘(LLLIALL) 2062-222-008- SUY EMIY,
LALEOLUEBEWIBELRELULITR) BELIELITUY B LRLBVRILYLE InRgl (1eyl) Buj,

‘(LLLALL) 206.-222-008- | €S Bemewn]
‘peAeq Buejem Bueu exyim es Buojny Bu oAsiqias ebw Hu jiwewnb Buey

ueeew ‘Bojebe] Bu ey eyjesesbeu Bunyl :wWMVYNNVd (Bojebel) bojebel

(hbL
‘ALL) 2061-LL.-008-} |e dwelT "ednsinbul elous)sise ap sojinjelb solinIes
uololsodsip ns e aual} ‘jouedss e|qey Is :NQIONILY (usiuedg) joueds3

(L2 ALL)
206.7-117-008-1 91mHogag "efogadau MIALOA s19HLIBLILDSQ I9HUALOOT Wed oL

‘oxiges WoN0OAd eH a1ndosgol 198 uuos :JUHVINMHE (ueissny) nmiooAd

(L
‘ALL) 2062-222-008-1 eJted anbiq ‘snpelb ‘soonsinbull sodialas sioajuodsip
8s-weluoous ‘sgnbnyod ejey 8S :0YINILY (9senbnyiod) senbnyiod

.

Q
L H(bLL PALL) 2062-222-008-L £ L Rleglo =
T EVRE Bl bk S & 2vie8ly Elomid iloL (UBRI0Y) fo=i2

O/)
S >WHE 2R "D (MWLALL) 206L-LLL-0087) °-E L1/ 2L
o ZHFRE O O UREREYH - B ER (9souede() gy H

“(bLL:ALL) 2062-222-008-L
olawnu || aiewely) ‘Nyelb eonsinbull Bzus)sISSEe IP 1IZIAISS 1jiqiuodsip ouos
‘ouelfey,| els ejejed enbull e osed U] :INOIZNILLY (ueljey)) ouerjey

"(LLLIALL) 2062-L22-008-) 00dy "I Liip
‘njo u ‘nsnse eyewalus nid ‘ogb| nse eu i eu ning O :YINVENAN (0gbi) oqb

I3 Rl 2h (LLL ALL) 206L-LLL-008-1 |3 RoRhE AlbR IPRISE
Isikg f2 Phfe AR| ghlie [P 3 PRl (23] hilf Rik 2 klkg (IPUIH) (23]

‘(LLL:ALL) 2062-L12-008-L 919y 'no nod snelb qiuodsip 1 Buel nod pa sinss
uab ‘uaAsiAy |0Aasy oled M IS :NOASNVLY (210919 uenieH) uahsiAy |0Aary

‘(LLL *ALL) TO6L-LLL-008-L 12§ 11§ “@ ROVhY 20kt 1RTHP RbR
RIZR D $90i10) P 1@ PR P&l P 1% kR (Hesend) przfic

"(LLLALL) 2062-222-008-}
Jawwinuiny -Bunbnusp Jnz uabunisigfisusaips)iH ayoljyoelds sojua}soy usuy|

uayals ‘usyogaids yosinaQg oIS UUSAA :ONNLHIOV (uewian) yasinag



	Recipient 1 SBC_GRP_22912402_1
	Summary of Benefits and Coverage Letter in English
	1557 Notice of Non-Discrimination


