Medical Our medical benefits through BCBSTX help you maintain .
. BlueCross BlueShield
@,

your wellbeing through preventive care, affordable of Texas
Plan S prescriptions and access to an extensive network of providers.

IN-NETWORK BENEFITS PPO Plan High Deductible Health Plan

Pre-tax Account Flexible Spending Account Health Savings Account
Annual Deductible $800 individual / $1,600 family $3,400 individual / $6,800 family
Coinsurance (Plan / Member) 80% / 20% 80% / 20%
Annual Out-of-Pocket Max $7,500 individual / $ 15,000 family $8,500 individual / $17,000 family
Preventive Care No charge No charge
Telehealth - MDLIVE $0 copay $0 copay
Primary Care Office Visit $20 copay 20% *
Specialist Office Visit $40 copay 20% *
Urgent Care $50 copay 20% *
Emergency Room 20% * 20% *
Laboratory & Radiology 20% * 20% *
Inpatient Hospital 20% * 20% *
Outpatient Hospital 20% * 20% *
* After deductible
Employee $250 $175
Employee + Spouse $705 $400
Employee + Child(ren) $555 $325
Employee + Family $850 $400

How the Medical Plans Work

You pay 20%
UD pays 80%

You pay 100% UD pays 100%

Deductible met Out-of-Pocket met



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

CARES Collegiate Assoc. Resources Of The SW: PPO HDHP UD Plan

Coverage Period: 01/01/2026 — 12/31/2026
Coverage for: Individual + Family | Plan Type: HDHP

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, call 1-888-762-2190 or at

www.bcbstx.com. 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 request a copy.

Important Questions | Answers | WhyThis Matters:

What is the overall
deductible?

In-Network: $3,400 Individual / $6,800 Family
Out-of-Network: $6,800 Individual / $13,600 Family

Are there services
covered before you
meet your deductible?

Yes. Preventive care is covered before you meet your
deductible.

Are there other
deductibles for specific | No.
services?

What is the out-of-

pocket limit for this

In-Network: $8,500 Individual / $17,000 Family
plan? Out-of-Network: $17,000 Individual / $34,000 Family

Whatis notincluded in | Premiums, preauthorization penalties, balance-billing
the out-of-pocket limit? | charges, and health care this plan doesn’t cover.

Will you pay less if you
use a network

provider?

list of network providers.

Do you need a referral
to see a specialist?

Yes. See www.bcbstx.com or call 1-800-810-2583 for a

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
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
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/.

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

The out-of-pocket limit is the most you could pay in a year for covered services.
If you have other family members in this plan, they have to meet their own
out-of-pocket limits until the overall family out-of-pocket limit has been met.
Even though you pay these expenses, they don’t count toward the
out-of-pocket limit.

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.

You can see the specialist you choose without a referral.
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4a Allcopayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

, Limitati E [ her|
Gommon Services You May Need In-Network Provider | Out-of-Network Provider AU G A
Medical Event —_— —_————— Information
(You will pay the least) | (You will pay the most)
Primary care visit to treat an 20% coinsurance 40% coinsurance Virtual visits are available, please refer to your
injury orillness after deductible after deductible plan policy for more details.
T 20% coinsurance 40% coinsurance
. . Specialist visit after deductible after deductible None

If you visit a health : :
care provider’s You may have to pay for services that aren t
office or clinic No Charge: preventive. Ask your provider if the services

Preventive care/screening/ No Charge; Arge, needed are preventive. Then check what your

. " : deductible does not )

immunization deductible does not apply 00| plan will pay for.

PRl No Charge for child immunizations
Out-of-Network through the 6th birthday.

Diagnostic test (x-ray, blood 20% coinsurance 40% coinsurance None

work) after deductible after deductible
If you have a test o o

Imaging (CT/PET scans, MRIs) A comsurance 40% colnsurance None

’ after deductible after deductible

* For more information about limitations and exceptions, see the plan or policy document at www.bcbstx.com.
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

Out-of-Network Provider
(You will pay the most)

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.express-

script/prescriptions.

com or
1.800.334.8134.

Generic drugs

Preferred brand drugs

Non-preferred brand drugs

Specialty drugs

S5 Copay Retail 1-30DS

$10 Maintenance Copay
Retail 31-90DS

$10 Copay Mail Order 1-
90DS
$35 Copay Retail 1-30DS

$70 Maintenance Copay
Retail 31-90DS

$70 Copay Mail Order 1-
90DS
$70 Copay Retail 1-30DS

$140 Maintenance Copay
Retail 31-90DS

$140 Copay Mail Order 1-
90DS

$150 Copay 1-30DS
Prescription Mail Order
Only

*EXALL TIERS***

Not covered

Not covered

Not covered

Not covered

* For more information about limitations and exceptions, see the plan or policy document at www.bcbstx.com.

Manufacturer Copay Assistance Program
(MCAP)

Some specialty medications may qualify for
third-party copayment assistance programs
which could lower your out-of-pocket costs for
these products. For any such specialty
medication where third-party copayment
assistance is used, the Member shall receive
credit toward their maximum Out-of-Pocket or
Deductible for any Copayment or Coinsurance
amounts that are applied to a manufacturer
coupon or rebate. Member spend of 30% co-
insurance continues to apply to SaveOnSP
medications after MOOP is satisfied.

Specialty Medications

Specialty medications are high-cost drugs that
are often injected or infused and require special
storage and monitoring. These medications
must be obtained through Accredo specialty
pharmacy by calling Accredo at 1.800.803.2523.
Some exceptions apply. These medications are
limited to a 30 day supply. Specialty
medications largely fall into the formulary
brand category but could also fall into the
biosimilar or generic specialty drug category.
These medications are subject to the
appropriate cost share as listed below. Accredo
Specialty Pharmacy also offers pharmaceutical
care management services designed to provide
you with assistance throughout your treatment.
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What You Will Pay

In-Network Provider Out-of-Network Provider
(You will pay the least) | (You will pay the most)

Common
Medical Event

Limitations, Exceptions, & Other Important
Information

Services You May Need

Facility fee (e.g., ambulatory

20% coinsurance

40% coinsurance

None

If you have surgery center) after deductible after deductible
outpatient surgery - 20% coinsurance 40% coinsurance
PR after deductible after deductible Mari
Facility Charges: Facility Charges:
20% coinsurance 20% coinsurance
Emergency room care after deductible after deductible None
ER Physician Charges: ER Physician Charges:
If you need

immediate medical
attention

Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital room)

20% coinsurance

after deductible

20% coinsurance

after deductible

20% coinsurance

after deductible

20% coinsurance

20% coinsurance

after deductible

20% coinsurance

after deductible

40% coinsurance

after deductible

40% coinsurance

Ground and air transportation covered.

None

Preauthorization is required; $250 penalty if

If you have a after deductible after deductible services are not preauthorized Out-of-Network.
hospital stay Phvsician/suraeon fees 20% coinsurance 40% coinsurance None
y g after deductible after deductible
Certain services must be preauthorized,; refer to
0 i 0 i * i
If you need mental | Outpatient services 20% coinsurance 40% coinsurance your benefit booklet* for details.

health, behavioral
health, or
substance abuse
services

If you are pregnant

* For more information about limitations and exceptions, see the plan or policy document at www.bcbstx.com.

Inpatient services

Office visits

Childbirth/delivery professional
services

Childbirth/delivery facility
services

after deductible

20% coinsurance

after deductible

20% coinsurance

after deductible

20% coinsurance

after deductible

20% coinsurance

after deductible

after deductible

40% coinsurance

after deductible

40% coinsurance

after deductible

40% coinsurance

after deductible

40% coinsurance

after deductible

Virtual visits are available, please refer to your
plan policy for more details.

Preauthorization is required; $250 penalty if
services are not preauthorized Out-of-Network.

Cost sharing does not apply for preventive
services. Depending on the type of services, a

coinsurance or deductible may apply. Maternity
care may include tests and services described
elsewhere in the SBC (i.e. ultrasound).

Preauthorization is required; $250 penalty if
services are not preauthorized Out-of-Network.
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. What You Will Pay n- £ . A tant
gmmon In-Network Provider Out-of-Network Provider imiiations, Excep |ons,. erimportan
Medical Event —_— —_ Information
(You will pay the least) | (You will pay the most)

Services You May Need

If you need help

recovering or have
other special health

needs

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

20% coinsurance

after deductible

20% coinsurance

after deductible

20% coinsurance

after deductible

20% coinsurance

after deductible

20% coinsurance

after deductible

40% coinsurance

after deductible

40% coinsurance

after deductible

40% coinsurance

after deductible

40% coinsurance

after deductible

40% coinsurance

after deductible

Preauthorization is required.

None

Limited to 60 days per calendar year.
Preauthorization is required.

None

Hospi , No Charge No Charge Preauthorization ired
ospice services after deductible after deductible reauthorization is required.
No Charge; No Charge;

Children’s eye exam No Charge under preventive care.

deductible does not appl deductible does not appl
If your child needs LeCLOID e pply | deductible pply

dental or eye care Not Covered None

Children’s glasses Not Covered

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.)

e Cosmetic surgery e Long-term care ¢ Routine foot care (with the exception of person with
e Dental care (Adult) o Non-emergency care when traveling outside the U.S. diagnosis of diabetes)
o Infertility treatment (diagnosis of o Private-duty nursing o Weightloss programs

infertility covered)

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

e Acupuncture (limited to 30 visits per e Chiropractic care (30 visits per year) ¢ Routine eye care (Adult)
year) e Hearing aids (1 per ear per 36-month period)

e Bariatric surgery (only covered at
Blue Distinction facility)

* For more information about limitations and exceptions, see the plan or policy document at www.bcbstx.com.
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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: For group health coverage contact the plan, Blue Cross and Blue Shield of Texas at 1-888-762-2190 or visit www.bcbstx.com. For group health coverage
subjectto ERISA, contact the U.S. Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.
For non-federal governmental group health plans, contact Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at
1-877-267-2323 x61565 or www.cciio.cms.gov. Church plans are not covered by the Federal COBRA continuation coverage rules. If the coverage is insured,
individuals should contact their State insurance regulator regarding their possible rights to continuation coverage under State law. 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 complaintis 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 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: Blue Cross and Blue Shield of Texas at 1-888-762-2190 or visit www.bcbstx.com, the U.S. Department of
Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform, and the Texas Department of Insurance, Consumer
Protection at 1-800-252-3439 or www.tdi.texas.gov. For non-federal governmental group health plans and church plans that are group health plans, Blue Cross and
Blue Shield of Texas at 1-888-762-2190 or www.bcbstx.com or contact the Texas Department of Insurance, Consumer Protection at 1-800-252-3439 or
www.tdi.texas.gov. Additionally, a consumer assistance program can help you file your appeal. Contact the Texas Department of Insurance’s Consumer Health
Assistance Program at 1-800-252-3439 or visit www.cms.gov/CCIIO/Resources/Consumer-Assistance-Grants/tx.html.

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 1-888-762-2190.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-888-762-2190.
Chinese (1 3C): a0 SR 75 E i LAY H3 By, 1B IRFT X+ 15 1-888-762-2190.

Navajo (Dine): Dinek'ehgo shika atohwol ninisingo, kwiijigo holne' 1-888-762-2190.

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

i i

Peg is Having a Baby

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

Managing Joe's type 2 Diabetes

(a year of routine in-network care of a well-

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.

Mia’s Simple Fracture
(in-network emergency room visit and follow

hospital delivery)

B The plan’s overall deductible $3,400
W Specialist coinsurance 20%
M Hospital (facility) coinsurance 20%
W Other coinsurance 20%

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)

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $3,400

Copayments $0

Coinsurance $1,800

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $5,260

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

controlled condition)

M The plan’s overall deductible $3,400
M Specialist coinsurance 20%
M Hospital (facility) coinsurance 20%
M Other coinsurance 20%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $3,400

Copayments $0

Coinsurance $500

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $3,920

up care)
M The plan’s overall deductible $3,400
B Specialist coinsurance 20%
M Hospital (facility) coinsurance 20%
M Other coinsurance 20%

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 $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles $2,800

Copayments $0

Coinsurance $0

What isn’t covered

Limits or exclusions $0

The total Mia would pay is $2,800
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BlueCross BlueShield of Texas

Non-Discrimination Notice

Health Care Coverage Is Important For Everyone

We do not discriminate on the basis of race, color, national origin (including limited English knowledge and first language), age,
disability, or sex (as understood in the applicable regulation). We provide people with disabilities with reasonable modifications
and free communication aids to allow for effective communication with us. We also provide free language assistance services to
people whose first language is not English.

0 recelve reasonable modifications, communication aids or language assistance free of charge, please call us at 855-/7/10-6984.

If%/ou believe we have failed to provide a service, or think we have discriminated in another way, you can file a grievance with:
O

fice of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)
Attn: Office of Civil Rights Coordinator TTY/TDD: 855-661-6965
300 E. Randolph St., 35th Floor Fax: 855-661-6960
Chicago, IL 60601 Email: civilrightscoordinator@bcbsil.com

You can file a grievance by mail, fax or email. If you need help filing a grievance, please call the toll-free phone number listed on
the back of your ID card (TTY: 711).

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

US Dept of Health & Human Services Phone: 800-368-1019

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

Room 509F, HHH Building Complaint Portal:

Washington, DC 20201 ocrportal.hhs.gov/ocr/smartscreen/main.jsf Complaint Forms:

hhs.gov/civil-rights/filing-a-complaint/index.html

This notice is available on our website at bcbstx.com/legal-and-privacy/non-discrimination-notice

ATTENTION: If you speak another language, 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 855-710-6984 (TTY: 711) or speak to your provider.

~ ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia

Esparfiol linguistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares

Spanish apropiados para proporcionar informacién en formatos accesibles. Llame al 855-710-

6984 (TTY: 711) o hable con su proveedor.

R a8 gl Al Cilead g sas e (BBl g 8 g0 LaS Ao ol Ay g2l sac il ilaan SB35 g0id oAy yell AR Choaat i€ 1) 1A
) = a3 e Jeat Ulae Leall J s o8 (S <l Cila gleall

Arabic Awaadh aaie A Sass S (TTY: 711) 855-710-6984

bcbstx.com TX1557_ENG_20250410

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association



BlueCross BlueShield of Texas

o < FEE : AR EV P . FRArTE S B N ISR AE = B EN AR - . FRATTAR fa B
AR 55, LLICEMSFERNIEHES . B 855-710-6984 (A~ HiF: 711D BRE

P2 O oty 24 (1) 5 By T ELFn
iH) AR AR S5 R EE

Chinese

T -
_ ATTENTION : Si vous parlez Francais, des services d'assistance linguistique gratuits sont a votre
Frangais disposition. Des aides et services auxiliaires appropriés pour fournir des informations dans des formats
French accessibles sont également disponibles gratuitement. Appelez le 855-/710-6984 ( Y:711)ouparlez

a votre fournisseur.

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnhnen kostenlose Sprachassistenzdienste zur
Deutsch Verfiugung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in
German barrierefreien Formaten stehen ebenfalls kostenlos zur Verfugung. Rufen Sie 855-710-6984 (TTY:
711) an oder sprechen Sie mit lhrem Provider.

w2llot 240Ul ol AR ool cletcll &l cll Ut il $lal Aslalcll Dall 24l AHLRL HIE GUGlotd 89,
202l BUAGIBA S sl 2 AsARioict 51He 1L U@ Al 4@ wis a1z ell Aaun =z ug{ (Aot e
GUGEGAL £9. 855-710-6984 (TTY: 711) U2 Slel S22 248l AL WELAAL 2UE all L 52,

= =T &: gfa ey @<l Serd €, a1 eMuss forg Fyiees HINT "eradT 9a1Q 3uarsy g1l & | gl "R=af
- o STHEI UagH w3 &6 T Sugad garade e 212 Tard o+ 9o Sua=l €1 855-710-6984

Lzl
Gujarati

Hindi ~
(TTY: 711) UL HIc B AT 3O HETdT I T H ¥ |
Italiaho ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica gratuiti. Sono inoltre
1tali disponibili gratuitamente ausili e servizi ausiliari adeguati per fornire informazioni in formati accessibili.
atian Chiama I'855-710-6984 (tty: 711) o parla con il tuo fornitore.
== o F2: Tzt =0 & ALESIAl=E B F 2 A0 X2 MH[2=F5 0| ESHH 5= QA& | Tt O| & =T
Al HeEeE IS BEHESI B 7|7 B MHAE B2 AZELCHS855-710-
Korean 6984(TTY: 711)HES = M5StA LE A H| 2= XS oM Ol B2lst Al 2.
SHOOH: Diné bee vanitti‘gogo, saad bee ana’awo’ bee aka’anida’awo’it’aa jiik'eh
Dine Nna hold. Bee ahit hane’go bee nida’anishi t'aa akodaat’'éhigii ddd bee

. aka’anida’wo’i ako bee baa hane’i bee hadadilyaa bich’])” ahoot’i‘igii €i t'aa jiik'eh
Nawvajo héld. Kohjir 855-710-6984 (TTY: 711) hodiilnih doodago nika’analwo’i bich’j”
hanidziih.

s Glaias wlods o W SLS Cndmead 3510 L1538 Loty ulews 5o OBLL (Al Gleian wolods cluS e Cvcmns (oold L8] 1dm o3
F . hd telals) 855-710-6984 ayled L -dialir Sarge OELL Haled Luiws (b Slac S o woledsl ASL1 S wawlin
arsi DS s D g oclmodSL L L donS0 Geles (711
PolsKi UWAGA: Osoby mowigce po polsku moga skorzystac z bezptatnej pomocy jezykowej. Dodatkowe
Polish pomoce i ustugi zapewniajgce informacje w dostepnych formatach sg rowniez dostgepne bezptatnie.
olis Zadzwon pod numer 855-710-6984 (TTY: 711) lub porozmawiaj ze swoim dostawcasg.

o BHAMAHIE: ECAn Bbl TOBOPUMTE HAa PYCCKKMIMA, BamM AOCTYMHbI BecnaaTHbIE YCAYIM A3blKOBOKM MOoOAaaep K.
PYCCKWKI CooTBEeTCTEBYOUWME BCMNOMOraTefbHbl€ cpeacTea 1 yeayri Nno npeaoctasneHnio mHbopmMmauymim e
Russian A0CTYNMHbBIX dopMaTax TakKe NnpegocTasnAtoTcAa BecnnatTHo. NozssoHKMTE No TenedoHy 855-710-6984

(TTY: 711) nnm oBpaTHTECh K cCBOEMY MOCTABLLKWMKY YCAYT.
PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika.
Tagalog Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang magbigay ng
Tagalog impormasyon sa mga naa-access na format. Tumawag sa 855-710-69284 (TTY: 711) o makipag-usap
sa iyong provider.
3 olaglas e elleanld Gle (b8 - o bdws wolods (o Caiae (O o 5 T 55 com e 53! T L8 t e Ammel
Urd 2L S JE (711 TTY) 855-710-6984 _ s woliiend Caba (g w2 lod= 591 alde) Bislas w’uﬁgdéww
rau S Gl OIS eep D
L LU'U Y: Néu ban néi tiéng Viét, chung téi cung cap mién phi cac dich vu hd tro ngén ngdr.
Viet Cac ho tre dich vu phu hop dé cung cap théng tin theo cac dinh dang dé tiép can cdng dwoc
Vietnamese cung cap mién phi. Vui long gei theo s&6 855-710-6984 (Ngwoi khuyét tat: 71 1) hoéac trao doi

v&i nguwei cung cap dich vu cla ban.
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Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association



