Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
. Park Nicollet and HealthPartners Medical Group First MN 4000-35-150-40% Silver - Rx
@ Med 1CQA.Copays

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

The Summary of Benefits and Coverage éSBC document will hel
cost for covered health care services.

_ TE: Information about the cost of this plan (called the premium) will ¥)
u 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 1 (855) 727-5178 (TTY:

lan would share the

you choose a health plan. The SBC shows ¥)ou how you and the oudts
isisonlya

e provided separate

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/shc-glossary or call 1 (855) 727-5178 | ‘ [ ¥: 711

) to request a copy.

Important Questions

What is the overall
deductible?

Answers

$4,000 per person / $12,000 per family
in-network and $10,000 per person /
$20,000 per family for out-of-network
services.

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 nglﬂ, 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.

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
https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other

out-of-pocket limit for
this plan?

deductibles for specific |No. You don’t have to meet deductibles for specific services.
services?
What is the $9,200 per person / $18,400 per family | The out-of-pocket limit is the most you could pay in a year for covered services. If you have other

in-network. Not applicable
out-of-network.

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),
health care this plan doesn'’t cover,
out-of-network deductible and
coinsurance.

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 provider?

Yes. See www.Medica.com/FindCare or
call 1 (855) 727-5178 (TTY: 711) for a list
of Park Nicollet and HealthPartners
Medical Group First 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.

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
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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

. Park Nicollet and HealthPartners Medical Group First MN 4000-35-150-40% Silver - Rx veraae for: Individual/Familv | Plan Tvoe: PP
© Medica.copays 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.

What You Will Pay

Common Medical Event Servictre‘ls Ygu May In-Network Out-of-Network Limitations, Exceptions, & Other Important Information
ee Provider Provider
(You will pay the least) (You will pay the most)

Primary care: $35
copay/visit. Deductible does |Primary: 50%

In-network primary care visits provided at an outpatient

tﬁggnt%rz f:}ﬂ?;’ ig.;t to gﬂi?gg%btic: §35 %rmm 50% facility may be subject to coinsurance and deductible. Limited
illness copay/visit. Deductible does |coinsurance E;%i1rc5> vrlgcl;tﬁcpgrrgember, per year for out-of-network
not apply. P '

If you visit a health care

provider’s office or clinic $150 copay/visit. Deductible

Specialist visit does nof apply. 50% coinsurance
Well child care: 0%

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

Preventive care/ - coinsurance. Deductible [You may have to pay for services that aren’t preventive. Ask
screening/ rl;lgtc;harlge. Deductible does does not apply. your provider if the services needed are preventive. Then
immunization PPy Other services: 50% |check what your plan will pay for.
coinsurance
Diagnostic test Lab: 40% coinsurance .
et (x-ray, blood work)  |X-ray: 40% coinsurance 50% coinsurance None
Isrggrg];énglgw(gl'g/)PET 40% coinsurance 50% coinsurance None
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

d . Park Nicollet and HealthPartners Medical Group First MN 4000-35-150-40% Silver - Rx
@ Medica Copays

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

If you need drugs

to treat your illness

or condition

More information about
prescription drug coverage
is available at
www.Medica.com/DrugCost1

Generic drugs

(You will pay the least)

Retail: $25/prescription.
Deductible does not apply.
Mail order: $50/prescription.
Deductible does not apply.

(You will pay the most)

50% coinsurance

Preferred brand
drugs

Retail: $75/prescription.
Deductible does not apply.
Mail order:
$150/prescription.
Deductible does not apply.

50% coinsurance

Non-preferred brand
drugs

Retail: $160/prescription.
Deductible does not apply.
Mail order:
$320/prescription.
Deductible does not apply.

50% coinsurance

Up to a 31-day supply/retail or 93-day supply/mail order
F/‘resl,crlptmra. t —

nghl%r:d%upjc%ss{]ghg%’ Wi n8 e?cggé%%‘ ‘per retail
prescription unit.

Some Over the Counter drugs can be obtained with a
prescription at the preventive level of coverage. The list of
covered drugs changes periodically. Notification of changes
will be available 30 days prior to the change taking effect.
ACA preventive drugs covered at no charge. Deductible does
not apply. Drug manufacturer coupon amounts will apply
toward your cost share. Prescription drug/manufacturer
I(.:outpons count toward the deductible and out-of-pocket
imits.

Specialty drugs

Preferred: $500/prescription.
Deductible does not apply.

on-Preferred:
$600/prescription. Deductible
does not apply.

Not covered

Up to a 31-day supply per prescription received from a
designated specialty pharmacy. The list of covered drugs
changes periodically. Notification of changes will be available
30 days prior to the change taking effect. Drug manufacturer
coupon amounts will apply toward your cost share.
Prescription drug/manufacturer coupons count toward the
deductible and out-of-pocket limits.

Facility fee (e.g.,

ambulatory surgery |40% coinsurance 50% coinsurance None
If you have outpatient surgery ~ [center)
fF;rgésmlan/ Surgeon 1409 coinsurance 50% coinsurance None
Egpgrqencv room 40% coinsurance 40% coinsurance In-network deductible and out-of-pocket applies.

If you need immediate medical
attention

Emergency medical
transportation

40% coinsurance

40% coinsurance

In-network deductible and out-of-pocket applies.

Urgent care

$35 copay/visit. Deductible
does not apply.

$35 copay/visit.
Deductible does not

apply.

In-network out-of-pocket applies.

If you have a hospital stay

Facility fee (e.g.,

hospital room) 40% coinsurance 50% coinsurance None
fl:érgésmlan/ SUrgeon 1409 coinsurance 50% coinsurance None
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

d . Park Nicollet and HealthPartners Medical Group First MN 4000-35-150-40% Silver - Rx
@ Medica Copays

What You Will Pay

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

Common Medical Event Servicasengu May |n|;£“oe\%g:k OUtﬁ?‘g\'}igt(‘e':Ofk Limitations, Exceptions, & Other Important Information
(You will pay the least) (You will pay the most)
. _ %%%l%t%\é/ ggrgg, rﬁgpply. o Other outpatient services include intensive outpatient
If you need mental health, Outpatient services  |7007"oinsurance for other | 207 coinsurance grograms,_dlagnostlc evaluations and psychological testing.
bghavioral health, or substance outpatient services. May require prior authorization.
abuse services T , —
Inpatient services  |40% coinsurance 50% coinsurance SRgr?/liggg.tlal treatment is covered as part of inpatient
Prenatal car% %% "
- coinsurance. Deductible
Office visits No charge. Deductible does does not apply.

If you are pregnant

not apply.

Postnatal care: 50%
coinsurance

Childbirth/delivery
professional services

40% coinsurance

50% coinsurance

Childbirth/delivery
facility services

40% coinsurance

50% coinsurance

Cost sharing does not apply to in-network 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., certain ultrasounds.)

If you need help recovering or
have other special health needs

Home health care

40% coinsurance

50% coinsurance

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

Rehabilitation
services

$35 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 per member per year.
Visit limits are not applicable to behavioral health conditions.

Habilitation services

$35 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

i}pe.ec.h therapy is limited to 20 visits per member per year.
isit limits are not applicable to behavioral health conditions.

Skilled nursing care

40% coinsurance

50% coinsurance

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

Durable medical

equipment 40% coinsurance 50% coinsurance None
Hospice services No charge. Deductible does 50% coinsurance None

not 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

. Park Nicollet and HealthPartners Medical Group First MN 4000-35-150-40% Silver - Rx veraae for: Individual/Familv | Plan Tvoe: PP
© Medica.copays Coverage for: Individual/Family | Plan Type: PPO

What You Will Pay

Common Medical Event Servic?lsegé)u May |“§£“°('3ng:k OUtﬁ?‘g\'}igt‘;’:Nk Limitations, Exceptions, & Other Important Information
(You will pay the least) (You will pay the most)
: , No charge. Deductible does O i
Children’s eye exam not apply. 50% coinsurance None
E ryg;l; gg;led needs dental Children's glasses  |40% coinsurance B, e Egrr]trggtrgggﬁsyggﬁer age 19. Limited to one pair of glasses or
g#glgkr_eunés dental Nt covered Not covered Coverage is available through a stand-alone dental policy.
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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

o Park Nicollet and HealthPartners Medical Group First MN 4000-35-150-40% Silver - Rx Coverage for: Individual/Family | Plan Tvpe: PPO
@ Medica copays g y | Plan Typ

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.)

o Acupuncture exceeding 15 visits per member per Dental care (Adult)

year for ip-networ!( and outl-)(_)f-n detwork Dental care (Child) (coverage is available through
acupuncture services combine a stand-alone dental po“cy?

o Bariatric surgery

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

o Cosmetic surgery

Long-term care
Non-formulary drugs
Private-duty nursing

Dental check-up Routine foot care except for some
Infertility treatment conditions

Weight loss programs

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

o Abortion o Non-emergency care when traveling outside the o 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

. Park Nicollet and HealthPartners Medical Group First MN 4000-35-150-40% Silver - Rx veraae for: Individual/Familv | Plan Tvoe: PP
@ Medica cipays 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 (855) 727-5178 (TTY: 711) or for group health covera%e subject to ERISA, Department of Labor's Emgloy_ee Benefits Security Administration at 1-866-444-EBSA
3272) or www.dol.gov/ebsal/healthreform; for all other group health coverage, Department of Health and Human Services, Center for Consumer Information and Insurance

versight, at 1-8/7-26/- X 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 com_f)Iaint 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: 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 (855) 727-5178 (TTY: 711) or the Minnesota Department of Commerce at (651(5 539-1600 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 (A 3X): ANRFZ= AP XA B, 1HIKITIX 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.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

d . Park Nicollet and HealthPartners Medical Group First MN 4000-35-150-40% Silver - Rx
@ Medica Copays

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

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 Erowders charge, and many other factors. Focus on the cost-sharing amounts (deductibles, copayments and
coinsurance) and excluded services under the pﬁem. se 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 Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of a well-controlled
condition)

The plan’s overall deductible

Mia’s Simple Fracture

(9 months of in-network pre-natal care and a hospital (in-network emergency room visit and follow up care)

delivery)
The plan’s overall deductible

$4,000 $4,000 $4,000

[ [ m The plan’s overall deductible

m Specialist copayment $150 m Specialist copayment $150 m Specialist copayment $150
m Hospital (facility) coinsurance 40% m Hospital (facility) coinsurance 40% m Hospital (facility) coinsurance 40%
m Other coinsurance 40% m Other coinsurance 40% m Other coinsurance 40%

This EXAMPLE event includes services like:

SEeCiaIist office visits (prenatal care)
lldbirth/Delivery Protessional Services

Bhildbirtp/DteIi;/e{yl;:acility gervicc:jeé dwork
iagnostic tests (ultrasounds and blood wor
Specialist visit (anesthesia)

This EXAMPLE event includes services like:
Primary care physician office visits (including disease
education)
Diagnostic tests (blood work)

rescription drugs

Durable medical equipment (glucose meter)

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 $4,000 Deductibles $900 Deductibles $2,200

Copayments $10 Copayments $1,000 Copayments $400

Coinsurance $2.400 Coinsurance $0 Coinsurance $0
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 $6,470 The total Joe would pay is $1,900 The total Mia would pay is $2,600

Reimbursement Arrangement (

not covered.

Note: The amount the patient pa]\gs assumes the patient is not participating in a Flexible Spending Account (FSA), a Health Savings Account (HSA), or a Health
HRA), including an HRA funded through a Voluntary EmpIoYee Beneficiary Association (VEBA-HRA). If you have a FSA, HSA, HRA, or

VVEBA-HRA, then you may have additional funds that could help cover certain out-of-pocket expenses such as deductibles, copayments, coinsurance, and benefits otherwise

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
. Park Nicollet and HealthPartners Medical Group First MN 4000-35-150-40% Silver - Rx Coverage for: Individual/Family | Plan Type: PPO
@ MEd 1CA.copays

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 meédica.

Vietnamese/Viét: LUU Y: N&u quy vj ndi ti€ng Viét, chlng t&i cung cap mién phi cic djch vu hd tro
ngdn ngitt. Cac hd tro dich vu phii hop d& cung cdp théng tin theo céc dinh dang dé tiép can cling duoc
cung cap mién phi. Vui long goi theo s& 1-800-952-3455 (TTY: 711) di v&i Medica, goi theo s& 1-877-
317-2410 (TTY: 711) d&i v&i Dean Health Plan/Prevea360 Health Plan hodc trac d6i v&i nha cung cap
dich vu cha quy vj.

Chinese Traditional: ;+ % : 4N REER L Fef o LG TRt BB S AIIETS - thn] DL
ARl T EBLR TS - DUMRIEEFE AR OL AR © 520 1-800-952-3455 (TTY: 711) fkés
Medica + 2485 1-877-317-2410 (TTY: 711) %% Dean Health Plan/Prevea360 Health Plan - SEELITY
}H—_‘f} ~:%D—J|Jm

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 |hnen 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) fur Medica bzw. 1-877-317-2410 (TTY: 711) fiir Dean Health Plan/Prevea360
Health Plan oder sprechen Sie mit lhrem Gesundheitsdienstleister.

Cushitic-Oromo: XIYYEEFFANNOO: 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/duall
sanil dailaall 2 galll Sae Luall claas ol 8 giiid ey yall Aalll s i€ 18]y gl Auilie Cladd g B2 Lisa Jilusy 5B 6 LeS
Ll Ll Jgem gl (S ~—1‘-u-'34 ~‘—~'~ui'-=1‘ Al Je Jsil1-800-952-3455 g« Jeal il (711 ; aill el
Medica %l M‘-sﬂ Aad iy (711 alll iilgl) 1-877-317-2410 80 Lo Jmﬂ Dean Health
Plan/Prevea360 Health Pian

Y0088_1015697_C H9096_1015697_C H80159_1015697_C H5264_1015697_C



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

. Park Nicollet and HealthPartners Medical Group First MN 4000-35-150-40% Silver - Rx veraae for: Individual/Familv | Plan Tvoe: PP
@ Medica cipays Coverage for: Individual/Family | Plan Type: PPO

Korean/&30]: 5-9; @50] & AHE-8HAIR: 29 -8 Q1o] A9 AW 28 o] §814 & Uk,
)

o] -8 753t 64"'”2’ ARE AT 2 é‘_l?i WE7FE A 2E FEE 2y,
Medica 2| “3-9- 1-800-952- 3455(TI'Y 711)41 © &' Dean Health PIan/PreveaBSO Health Plan & 74 4 1-
877-317-2410(TTY: 711)H O 7 5544 A L} l 2 23 2] o] 2] 344 Al S

Russian/Pycckuia: Ecam Bbl rOBOpUTE MO-PYCCKM, BaM AOCTYMHbI BECMNATHBLIE YCAYTM A3LIKOBOM
noaaepikn. CooTBeTcTBYOlME BCNOMOTaTeAbHbIE CPEACTBa M YCAYIM N0 NpefocTaBNeH o
MHbOPMALMM B AOCTYNHbIX GopmaTax Takke npegoctasnstotca becnnaTtHo. MossoHuTe No TenedoHy
1-800-952-3455 (TTY: 711) otHocuTenbHo Medica, nozsoHuTe no tenedoHy 1-877-317-2410 (TTY: 711)
oTHocuTenbHo Dean Health Plan/Prevea360 Health Plan nau o6paturtech K cBoeMYy NOCTaBLLMKY YCAYT.

Laos/ 290: 20o1cdlals: TaumcdawIsnero, 9:503ngoBcILWIZICLLLSEE Lol
veNaIND B HdoggoecEy wos
O3nccvLticsprESvese oz yulvsuccvLizIvIcEcigolostesees. Tnmacd 1-800-952-
3455 (TTY: 711) $m50 Medica, T 1-877-317-2410 (TTY: 711) 350 Dean Health Plan/Prevea360
Health Plan & Suiveloodniveegum.

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 suvam besplatne usluge tumaéa. Odgovarajuéa
dodatna pomagala i usluge za pruzanje informacija u pristupa¢nim 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 naa-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 tagapagbigay ng serbisyo.

Karenfcolsgcswam. UDCDPLIOZ)D" §91m001me0’{pip 0)132P3u (T{PCD%QS (1:))(91011

C\DIO'JCDTDU)PC\)DGIC\)‘I.?SSCSI 0313898 Ol$180‘)1810‘)€0f)0’3(7{|113381
U,,CSSnmqo%mwmuml:m@usamﬁ C\)T(‘DU?PG’)?QSO)?(‘QJ‘[ CD10)§81.:¥EES'LQ;JO’)(9§
Q0100HREHO1 c1edicd1. of: 1-800-952-3455 (TTY: 711) co1 Medica 3285, o3 1-877-317-

2410 (TTY: 711) co1 Dean Health Plan/Prevea360 Health Plan 28, gmtﬁmo&m%s
§91m1ug§§1mt1—081co§maﬁ

Ambharic/ ATICT:- AN P:- ATICT PTR674 NPT PRY% 296 ATA% AT N9 EPCNAPFA:
05 NHLAN PLRT ATISLA AN, PR 632 ATHPT AT A7A1eRTF A8 - N9 875 A
AMedica N1-800-952-3455 (TTY. 711) £L@* ADean Pm5 AP L /Prevea360 PG A% L N1-877-

317-2410 (TTY: 711) BEM-A& @EI® ARCAPT AP 4N, PLPI@-TY £1,294:



