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YOUR PHARMACY BENEFIT

Welcome to Navitus Health Solutions, the pharmacy benefit manager for Community Health Choice. We're
committed to lowering drug costs, improving health and delivering superior service. This booklet contains
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PHARMACY BENEFIT SCHEDULE

Benefit Effective Date
January 1, 2020

Benefit Type

Health Insurance Marketplace

Retail In-Network Pharmacy
1-30 Days' Supply

Retail In-Network Pharmacy
90 Days' Supply

Tier 3 Tier 3
Non Non
. Tier 2 preferred . Tier 2 preferred
L 1 Preferred brand LYy 1 Preferred brand
Generic Generic
brand and (could brand and (could
Group and lower . . and lower . .
higher include higher include
cost brand cost brand
roducts cost both roducts cost both
P generics brand and P generics brand and
generic generic
products) products)
$15 $45
All Tier 1 7 12 All Tier 1 21
HMO Bronze 003 Off e $70 $120 er $210 $360
Exchange generics After After generics After After
bypass deductible deductible bypass deductible  deductible
deductible deductible
$1.5 $45 $210
All Tier 1 $70 $120 All Tier 1 After $360
HMO Bronze 003 generics After After generics deductible After
bypass deductible deductible bypass deductible
deductible deductible
HMO Bronze 003 Zero
Cost Sharing Plan $0 $0 $0 $0 $0 $0
Variation
$15 $45
o All Tier 1 $70 $120 All Tier 1 $210 $360
HMO Bronze 003 Limited  generics After After generics After After
Cost Sharing Plan bypass  deductible deductible  bypass  deductible deductible
Variation . .
deductible deductible
$0 when filled through an Indian Health Service Provider
$10 $30
All Tier 1 1 All Tier 1 1
HMO Silver 004 Off ler $60 $100 ler $180 $300
Exchange generics After After generics After After
bypass deductible deductible bypass deductible  deductible
deductible deductible
$10 $30
All Tier 1 $60 $100 All Tier 1 $180 $300
HMO Silver 004 generics After After generics After After
bypass deductible deductible bypass deductible  deductible
deductible deductible




HMO Silver 004 Zero

Cost Sharing Plan $0 $0 $0 $0 $0 $0
Variation
$10 $30
. o All Tier 1 $60 $100 All Tier 1 $180 $300
gMOSSAN‘?r O%AI' Limited generics After After generics After After
ost Sharing Plan bypass  deductible deductble  bypass  deductible  deductible
Variation . :
deductible deductible
$0 when filled through an Indian Health Service Provider
HMO Silver 004 94 $5 $20 $40 $15 $60 $120
HMO Silver 004 87 $10 $50 $85 $30 $150 $255
$10 $30
All Tier 1 $50 $90 All Tier 1 $150 $270
HMO Silver 004 73 generics After After generics After After
bypass deductible deductible bypass deductible  deductible
deductible deductible
HMO Gold 001 Off
Exchange $20 $40 $80 $60 $120 $240
HMO Gold 001 $20 $40 $80 $60 $120 $240
HMO Gold 001 Zero Cost
Sharing Plan Variation $0 $0 $0 $0 $0 $0
HMO Gold 001 Limited $20 $40 $80 $60 $120 $240
Cost Sharing Plan
Variation $0 when filled through an Indian Health Service Provider
$10 $30
HMO Gold 005 Off All Tle.r1 $40 $70 All Tle'r1 $120 $210
Exchange generics After After generics After After
9 bypass deductible deductible bypass deductible  deductible
deductible deductible
$10 $30
All Tier 1 $40 $70 All Tier 1 $120 $210
HMO Gold 005 generics After After generics After After
bypass deductible deductible bypass deductible  deductible
deductible deductible
HMO Gold 005 Zero Cost
Sharing Plan Variation $0 %0 $0 $0 $0 $0
$10 $30
o All Tier 1 $40 $70 All Tier 1 $120 $210
gi\)ﬂs? S('?:;Ignooglg'r:mted generics After After generics After After
Variation 9 bypass deductible deductible bypass deductible  deductible
deductible deductible

$0 when filled through an Indian Health Service Provider
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HMO Bronze 008 High No charge Nocharge Nocharge Nocharge Nocharge No charge
Deductible Health Plan after after after after after after
Off Exchange deductible  deductible  deductible  deductible deductible deductible
HMO Bronze 008 High No charge Nocharge Nocharge Nocharge Nocharge No charge
Deductible Health Plan after after after after after after
deductible  deductible  deductible deductible deductible deductible
HMO Bronze 008 Zero
Cost Sharing Plan No charge Nocharge Nocharge Nocharge Nocharge No charge
Variation
HMO Bronze 008 No charge Nocharge Nocharge Nocharge Nocharge No charge
Limited Cost Sharing after after after after after after
Plan Variation deductible  deductible  deductible deductible deductible deductible
$15 $45
HMO Silver 009 Off All Tle'r1 $70 $120 All Tle.r1 $210 $360
Exchange generics Afte_r Afte_r generics Afte_r Afte_r
bypass deductible  deductible bypass deductible  deductible
deductible deductible
$15 $45
All Tier 1 $70 $120 All Tier 1 $210 $360
HMO Silver 009 generics After After generics After After
bypass deductible  deductible bypass deductible  deductible
deductible deductible
HMO Silver 009 Zero
Cost Sharing Plan $0 $0 $0 $0 $0 $0
Variation
$15 $45
All Tier 1 $70 $120 All Tier 1 $210 $360
HMO Silver 009 Limited  generics After After generics After After
Cost Sharing Plan bypass  deductible deductible  bypass  deductible  deductible
Variation deductible deductible
$0 when filled through an Indian Health Service Provider
HMO Silver 009 94 $5 $20 $40 $15 $60 $120
HMO Silver 009 87 $10 $50 $85 $30 $150 $255
$10 $30
All Tier 1 $50 $100 All Tier 1 $150 $300
HMO Silver 009 73 generics After After generics After After
bypass deductible  deductible bypass deductible  deductible
deductible deductible




The annual Out-of-Pocket (OOP) Maximum is based on combined prescription and medical
expense and is calculated per calendar year. Member’s copay/coinsurance amount is $0.00 for
remainder of calendar year after the OOP maximum amount is met for the calendar year.

Individual OOP .

Group Amount Family OOP Amount
HMO Bronze 003 Off Exchange $8,150.00 $16,300.00
HMO Bronze 003 $8,150.00 $16,300.00
HMO Bronze 003 Zero Cost Sharing
Plan Variation B8 S0
HMO qunz_e 003 Limited Cost Sharing $8.150.00 $16.300.00
Plan Variation
HMO Silver 004 Off Exchange $7,900.00 $15,800.00
HMO Silver 004 $7,900.00 $15,800.00
HMO Silver 004 Zero Cost Sharing Plan Variation $0.00 $0.00
HMO SI|\./eI" 004 Limited Cost Sharing $7.900.00 $15.800.00
Plan Variation
HMO Silver 004 94 $2,500.00 $5,000.00
HMO Silver 004 87 $2,700.00 $5,400.00
HMO Silver 004 73 $6,500.00 $13,000.00
HMO Gold 001 Off Exchange $8,150.00 $16,300.00
HMO Gold 001 $8,150.00 $16,300.00
HMO Gold 001 Zero Cost Sharing Plan Variation $0.00 $0.00
HMO Go!d 901 Limited Cost Sharing $8.150.00 $16.300.00
Plan Variation
HMO Gold 005 Off Exchange $6,500.00 $13,000.00
HMO Gold 005 $6,500.00 $13,000.00
HMO Gold 005 Zero Cost Sharing Plan Variation $0.00 $0.00
HMO Gold 005 Limited Cost Sharing Plan Variation $6,500.00 $13,000.00
HMO Bronze 008 High Deductible Health Plan
Off Exchange $6,750.00 $13,500.00
HMO Bronze 008 High Deductible Health Plan $6,750.00 $13,500.00
HMO Bronze 008 Zero Cost Sharing Plan Variation $0.00 $0.00
HMO Brc?nz_e 008 Limited Cost Sharing $6.750.00 $13.500.00
Plan Variation
HMO Silver 009 Off Exchange $7,000.00 $14,000.00
HMO Silver 009 $7,000.00 $14,000.00
HMO Silver 009 Zero Cost Sharing
Plan Variation # 0 B0 2l
HMO Sllyer_ 009 Limited Cost Sharing $7.000.00 $14.000.00
Plan Variation
HMO Silver 009 94 $2,500.00 $5,000.00
HMO Silver 009 87 $2,700.00 $5,400.00
HMO Silver 009 73 $6,000.00 $12,000.00




Penalty for Brand When Generic Available

Community Health Choice requires members to use generic medications when a generic is available. If
a brand name drug is dispensed when a generic is available (multi-source brand), the member will pay
the applicable copay plus the cost difference between the brand and generic, regardless if the doctor’s
prescription indicates the branded medication should be dispensed. This amount will not apply to the

member’s maximum out-of-pocket.

Mail Order Service

The Mail Order Service allows you to receive up to a 90-day supply of maintenance medications. Not all
maintenance medications are available via mail order service. This program is part of your pharmacy benefit

and is voluntary.

Mail Service In-Network Pharmacy 90 Days Supply

Copay Amount
GTe'ﬁg:lc Tier 2 Tier 3
Group and lower  Preferred brand Non preferred brand
cost brand and higher cost (could include both brand
products generics and generic products)
$37.5
All Tier 1
: $175 $300
AIEETOUES =G 9&16;;3 After deductible After deductible
deductible
$37.5
All Tier 1
: $175 $300
AVUOEEPUTE 9&2?8‘;3 After deductible After deductible
deductible
HMO Bronze 003 Zero Cost Sharing
Plan Variation $0 $0 $0
$37.5
All Tier 1
- . . $175 $300
Egr?vz:?;izfnoos =[ES) IS SETE gti/r;e;'s‘;s After deductible After deductible
deductible
$0 when filled through an Indian Health Service Provider
$25
All Tier 1
, : $150 $250
AU G QS EEiy gbe; r;)e;:;s After deductible After deductible
deductible
$25
All Tier 1
. : $150 $250
HMO Silver 004 gti/r;)e;'scss After deductible After deductible
deductible
HMO Silver 004 Zero Cost Sharing $0 $0 $0

Plan Variation




$25

All Tier 1 $150 $250
HMO Silver 004 Limited Cost Sharing generics After deductible After deductible
Plan Variation bypass
deductible
$0 when filled through an Indian Health Service Provider
HMO Silver 004 94 $12.50 $50 $100
HMO Silver 004 87 $25 $125.00 $212.50
$25
All Tier 1
. . $125 $225
HMO Silver 004 73 9generies — After deductible After deductible
bypass
deductible
HMO Gold 001 Off Exchange $50.00 $100 $200
HMO Gold 001 $50.00 $100 $200
HMO Gold 001 Zero Cost Sharing
Plan Variation $0 $0 $0
HMO Gold 001 Limited Cost Sharing $50.00 $100 $200
Plan Variation $0 when filled through an Indian Health Service Provider
$25
All Tier 1
: $100 $175
HMO Gold 005 Off Exchange generies — After deductible After deductible
bypass
deductible
$25
All Tier 1
. $100 $175
HMO Gold 005 generies — After deductible After deductible
bypass
deductible
HMO Gold 005 Zero Cost Sharing
Plan Variation $0 $0 $0
$25
All Tier 1
- : : $100 $175
HMO Gold 005 Limited Cost Sharing 9eNerics  After deductible After deductible
Plan Variation bypass
deductible

$0 when filled through an Indian Health Service Provider

HMO Bronze 008 High Deductible Health No charge after No charge after

Plan Off Exchange deductible deductible

HMO Bronze 008 High Deductible No charge after No charge after .
Health Plan deductible deductible No charge after deductible
HMO Bronze 008 Zero Cost Sharing

Plan Variation $0 $0 $0

HMO Bronze 008 Limited Cost Sharing  No charge after No charge after

Plan Variation deductible deductible

No charge after deductible

No charge after deductible



$37.50
All Tier 1

. : 175 300
AU SINEITEL QU2 E LI generics After 3eductible After 3eductible
bypass
deductible
$37.50
. All Tie_r 1 175 00
Al SIhvEr GO generics After ieductible After izductible
bypass
deductible
HMO Silver 009 Zero Cost Sharin
Plan Variation ° $0 $0 $0
$37.50
HMO Silver 009 Limited Cost Sharing Al Tier 1 $175 $300
Plan Variation generics After deductible After deductible
bypass
deductible
HMO Silver 009 94 $12.50 $50 $100
HMO Silver 009 87 $25 $125.00 $212.50
$25
. All Tie_r 1 125 250
AUOISINEAUIE o generics - afier ieductible After ﬁeductible
bypass
deductible

RxCENTS (Savings Enabled Tablet Splitting)

Through this program, members pay only one-half of their usual copayment on a select group of prescription

drugs. This program is part of your pharmacy benefit and is voluntary.

Specialty Pharmacy

Navitus SpecialtyRx helps members who are taking medications for certain chronic illnesses or complex
diseases by providing services that offer convenience and support. This program is part of your pharmacy

benefit and is mandatory.

Specialty In-Network Pharmacy 1-30 Days Supply

Group

Coinsurance Amount

HMO Bronze 003 Off Exchange

45% coinsurance after deductible

HMO Bronze 003

45% coinsurance after deductible

HMO Bronze 003 Zero Cost Sharing
Plan Variation

$0

HMO Bronze 003 Limited Cost Sharing
Plan Variation

45% coinsurance after deductible $0 when filled through an

Indian Health Service Provider

HMO Silver 004 Off Exchange

45% coinsurance after deductible

HMO Silver 004

45% coinsurance after deductible

HMO Silver 004 Zero Cost Sharing
Plan Variation

$0

HMO Silver 004 Limited Cost Sharing
Plan Variation

45% coinsurance after deductible

$0 when filled through an Indian Health Service Provider

HMO Silver 004 94

20% coinsurance




HMO Silver 004 87

30% coinsurance

HMO Silver 004 73

40% coinsurance after deductible

HMO Gold 001 Off Exchange

30% coinsurance

HMO Gold 001

30% coinsurance

HMO Gold 001 Zero Cost Sharing
Plan Variation

$0

HMO Gold 001 Limited Cost Sharing
Plan Variation

30% coinsurance
$0 when filled through an Indian Health Service Provider

HMO Gold 005 Off Exchange

30% coinsurance after deductible

HMO Gold 005

30% coinsurance after deductible

HMO Gold 005 Zero Cost Sharing
Plan Variation

$0

HMO Gold 005 Limited Cost Sharing
Plan Variation

30% coinsurance after deductible $0 when filled through an

Indian Health Service Provider

HMO Bronze 008 High Deductible Health
Plan Off Exchange

$0 after deductible

HMO Bronze 008 High Deductible Health
Plan

$0 after deductible

HMO Bronze 008 Zero Cost Sharing
Plan Variation

$0

HMO Bronze 008 Limited Cost Sharing
Plan Variation

$0 after deductible

HMO Silver 009 Off Exchange

45% coinsurance after deductible

HMO Silver 009

45% coinsurance after deductible

HMO Silver 009 Zero Cost Sharing
Plan Variation

$0

HMO Silver 009 Limited Cost Sharing
Plan Variation

45% coinsurance after deductible
$0 when filled through an Indian Health Service Provider

HMO Silver 009 94

20% coinsurance

HMO Silver 009 87

30% coinsurance

HMO Silver 009 73

45% coinsurance after deductible

Vaccination Program

Navitus Vaccination Program allows members to receive select vaccinations at participating in-network
pharmacies at $0.00 copay. This program is part of your pharmacy benefit and is voluntary.

Exclusions

This is a partial list of limitations and exclusions. A complete list is an available in the Evidence Of
Coverage And Member Handbook, the document upon which benefit payments will be determined. This
document is available on the Community Health Choice web site, www.CommunityCares.com.

Unless specifically stated otherwise, no benefits will be provided for or on account of the following items:
1. Drugs which are not included on the Drug Formulary
2. Legend (prescription) drugs which are not deemed Medically Necessary by the qualified health plan
3. Any drug considered Experimental, investigational or for research purposes, even though a charge

is made to the Covered Person



S OP®NOO

1.
12.

13.
14.

Therapeutic devices or appliances, except as expressly provided in the Evidence Of Coverage and

Member Handbook (contract), including, but not limited to:

a. Hypodermic needles and syringes except needles and syringes for use with insulin, and Self-
Administered Injectable Drugs whose coverage is approved Community Health Choice Health
Insurance Marketplace

b. Support garments

C. Mechanical pumps for delivery of medication

d. Other non-medical substances

Anorectic or any drug used for the purpose of Weight control

Any drug used for cosmetic purposes.

Medications filled without a prescription

Infertility services including medications

Any drug prescribed for impotence and/or sexual dysfunction, e.g. Viagra

Prescription refills:

a. In excess of the number specified by the Healthcare Practitioner

b. Dispensed more than one year from the date of the original order

Any portion of a drug for which Prior Authorization or Step Therapy is required and not obtained

Any drug, medicine or medication received by the Covered Person:

a. Before becoming covered under this benefit

b. After the date the Covered Person’s coverage has ended

Any costs related to the mailing, sending or delivery of Prescription Drugs

Any Prescription or refill for drugs, medicines or medications that are lost, stolen, spilled, spoiled or

damaged

These limitations and exclusions apply even if a health care practitioner has performed or prescribed a
medically appropriate procedure, treatment or supply. This does not prevent your health practitioner from
providing or performing the procedure, treatment or supply; however, the procedure, treatment will not be a
covered expense.
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FILLING YOUR PRESCRIPTION

Filling Your Prescription at a Network Pharmacy

The first step to filling your prescription is deciding on a participating pharmacy. In most cases, you can still
use your current pharmacy. There is a complete list on the member website. Information on how to access
the member website can be found in the Frequently Asked Questions section of this booklet.

Using Your Medical Benefit ID Card

You will not need a separate pharmacy benefit ID card. Your medical benefit card also contains information
about your pharmacy benefit. Please present your medical benefit card to the pharmacy when you refill your
prescription. To determine your copayment before going to the pharmacy, call customer care toll-free.

Receiving Your Medications Through Mail Order

Our mail order service offers an easy way for you to get your long-term or maintenance medications. Your
prescriptions are delivered to your door, saving you a trip to the pharmacy. For more information on how to
start our mail order service visit www.navitus.com > Members > Member Login or contact Navitus
customer care.

Submitting a Claim

In an emergency, you may need to request reimbursement for prescriptions that you have filled and paid for
yourself. To submit a claim, you must provide specific information about the prescription, the reason you are
requesting reimbursement, and any payments made by primary insurers. Complete the appropriate claim
form and mail it along with the receipt to:

Navitus Health Solutions
Operations Division - Claims
P.O. Box 999,
Appleton, WI 54912-0999

Claim forms are available on the member website or by calling customer care.

1"



FORMULARY FACTS

About Drug Formularies

The formulary is a comprehensive list of preferred drugs chosen based on quality and efficacy by a
committee of physicians and pharmacists. The drug formulary serves as a guide for the provider community
by identifying which drugs are covered. It is updated regularly and includes brand name and generic drugs.

Selecting Drugs for Your Formulary

An independent group of physicians and pharmacists meets regularly during the year to review and select
drugs for your formulary that will be safe, effective and affordable. The committee assesses drugs based on
their therapeutic value, side effects and cost compared to similar medications. Based on the committee’s
review of new and existing drugs, your formulary is evaluated to ensure it is up to date.

Checking Your Formulary

Your formulary is on the Navitus website through your member portal. You can access your member portal
by going to www.navitus.com > Members > Member Login. You may search the formulary for a specific
drug. You can also browse alphabetically or by category of use. Also included is information about which
drug products need prior authorization and/or have quantity limits. The formulary is a condensed list and
does not list every covered drug. The coverage or tier for each drug product is noted on the formulary, but
the dollar amount you pay for each medication is not listed. See the Pharmacy Benefit Schedule included in
this booklet for more information, including the cost share amount you pay for each drug.

Changes to Your Formulary

Your formulary is evaluated on an ongoing basis, and could change. Navitus does not send separate notices
if a brand-name drug becomes available as a generic drug. The pharmacist usually tells you this information
when you fill your next prescription. If you have more questions about the formulary or your cost share,
please contact Navitus Customer Care.

12



’ v - P |
I"m lliu il

Getting Your Prescriptions Through Mail Order

Navitus Health Solutions partners with Postal Prescription Services (PPS), a subsidiary of The Kroger Co.,
to offer mail order services. Prescriptions covered as part of your pharmacy benefit are available through
mail order. We recommend using mail order for maintenance (long-term) drugs only. We recommend using a
retail pharmacy for drugs needed on a short-term basis (e.g., antibiotics for a short-term illness).

It’'s Easy to Start:

Step 1: Enroll
Complete the mail order enrollment process online at
www.ppsrx.com. You may also contact PPS Customer Care by phone. They can be reached toll-free at

1-800-552-6694.

Step 2: Fill Your Prescription
Mail the original prescription to PPS with your enrollment form, or have your health care provider send the
prescription directly to PPS. Your provider can send the prescription to PPS through the following options:

* Online: www.ppsrx.com
* Call: 1-800-552-6694
e Fax: 1-800-723-9023

* Mail: PPS Prescription Services, P.O. Box 2718
Portland, OR 97208-2718

* E-prescribe: NABP 3812674

Step 3: Complete Payment

You can make your copayment by phone at 1-800-552-6694 or by mail. PPS accepts personal checks,
money orders and most major credit cards.
Obtaining Refills
After receiving your first mail order prescription, you can order refills using any of the following methods:
*  Online: www.ppsrx.com

* Call: 1-800-552-6694

Customer Service hours are Monday-Friday, 6am-6pm PST
and Saturday, 9am-2pm PST.

13



Opt-in to the Refill Reminder Program

You can call PPS to opt-in to the refill reminder program once you have a prescription set up.

Call PPS at 1-800-552-6694 and tell them that you would like to opt-in to the refill reminder program
Tell the representative if you prefer text or email notifications

Once set up, you will receive a refill reminder with the last four digits of the prescription(s) due to be
refilled

Call PPS at 1-800-552-6694 or visit ppsrx.com to refill the prescription(s)
Prescription refills will be shipped within 24-48 hours

Please allow 7-10 days to receive your prescription. Prescriptions cannot be mailed to locations outside of
the United States. Exceptions include U.S. territories, protectorates and military installations.

14



FREQUENTLY ASKED QUESTIONS

What is Navitus?
Navitus Health Solutions is your Pharmacy Benefits Manager (PBM).

What is a Pharmacy Benefit Manager?

A PBM directs prescription drug programs and processes prescription claims by negotiating drug costs with
manufacturers, contracting with pharmacies and building and maintaining drug formularies. These cost-
saving strategies help lower drug costs and promote good member health.

Who should | contact with questions or problems outside of the normal Customer Care business
hours? Who should my pharmacist contact?

Your preferred drug list, list of participating pharmacies and other information about your pharmacy benefit
can be found on www.navitus.com through the member portal, Navi-Gate for Members®. You can also call
Navitus Customer Care toll-free at 1-866-333-2757 with questions about your pharmacy benefit.

Where can | find my formulary?

The list of drugs covered by your benefit is available on our website at www.navitus.com >Members>Member
Login.

Can | use my health plan card to fill prescriptions at my pharmacy?

Yes, Community Health Choice has provided you with a combined medical/prescription drug ID card.
Present your Community Health Choice ID card when filling prescriptions at your pharmacy and at all
medical appointments. You can request replacement cards from Community Health Choice by calling
Customer Care toll-free at 1-855-315-5386.

Who do | call to change my ID card information?

Please call Community Health Choice toll-free at 1-855-315-5386 if any information on your ID card needs
to be changed. A new ID card will be mailed to you, and you should receive it within 7-10 calendar days

from the date of your request.
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How do I fill a prescription when | travel for business or vacation?
If you are traveling for less than one month, any Navitus Network Pharmacy can arrange in advance for you
to take an extra one-month supply. A copay will apply.

If you are traveling for more than one month, you can request that your pharmacy transfer your prescription
order to another network pharmacy located in the area where you will be traveling. Visit www.navitus.com
for instructions on filling prescriptions while traveling. Or contact Customer Care toll-free at 1-866-333-2757.

Can prescriptions be mailed to me if I'm outside of the United States?
No, prescriptions cannot legally be mailed from the mail order pharmacy or any pharmacy in the United
States to locations outside of the country, except for U.S. territories, protectorates and military installations.

How do | use the Navitus SpecialtyRx program?

Navitus SpecialtyRx works with Lumicera Health Services to offer services with the highest standard of
care. You will get one-on-one service with skilled pharmacists. They will answer questions about side effects
and give advice to help you stay on course with your treatment. With Navitus SpecialtyRx, delivery of your
specialty medications is free, and right to your door or prescriber’s office via a variety of shipping methods
depending on the requirements of the medication you are taking. Overnight priority is available or required
for some medications. To start using Navitus SpecialtyRx, please call toll-free 1-855-847-3553. We will work
with your prescriber for current or new specialty prescriptions.

How does the RXCENTS (Tablet Splitting) program work?
There are two ways to get started with the Tablet Splitting program:

1. Call your doctor and ask about the RxCENTS program. He or she can update your prescription with
your pharmacy.

2. Ask your pharmacist to help change your prescription to one that can be split through the Navitus Tablet
Splitting program.

Tablet splitting is not required by Navitus, but is simply offered as a way to help control costs. If you have
any questions, or would like a tablet splitter, please contact Navitus customer care toll-free at
1-866-333-2757.

How do | make a complaint or file an appeal?

When you have a concern and need to make a complaint or file an appeal, contact Community Health
Choice at 1-713-295-6704 or 1-855-315-5386. If your issue or concern is not resolved by calling Community
Health Choice, you have the right to file a written appeal with Community Health Choice. Please send this
appeal, along with related information from your doctor to:

MAIL Community Health Choice, Inc.
Attn: Appeals Coordinator
2636 South Loop West, Suite 125
Houston, TX 77054

FAX Community Health Choice, Inc.
713-295-7033
Attn: Appeals Coordinator
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524-10-04-16-A
Language Assistance
Community Health Choice, Inc. is required by federal law to provide the following information.

1. Arabic anaall Cualill i Agaril) i @lilh a peady SledY) 8 Aalgdl il slaall o3 (Blaiy Fage Cilaslen JlalY) 13 ey
Q_\; Lliall anse e ga Ji Cilel ya) AASY zhs3 A8 lady) 1 @ML@J\ C—'J‘)-‘” e &l .Community Health Choice
e Juail A.dS;gl O elialy sacbuall g ilasleall 038 e Jpmall A Ball chal CallSall ady 3 clirelus o e>all e isals
1.855.315.5386.

2. Chinese ABHNEAEEER, ABEHNAEEHATEEBCommunity Health ChoicelR XM B EBEH RN EEALR, FEELABHMNAN
EZHM. .L.\_IHE??ETQJLE%ZW;HXTTQ LDRB ISR RRSE AL, 137E$Eﬁ§u133’]ﬂ BEIARALM
B, #EREEE 1.855.315.5386.

3. English This Notice has Important Information. This notice has important information about your application or coverage through
Community Health Choice. Look for key dates in this notice. You may need to take action by certain deadlines to keep
your health coverage or help with costs. You have the right to get this information and help in your language at no cost.
Call 1.855.315.5386.

4. French Cet avis contient d'importantes informations. Cet avis contient d'importantes informations concernant votre demande ou
votre couverture avec Community Health Choice. Consultez les dates figurant dans le présent avis car il est possible
que vous ayez a prendre certaines mesures avant ces dates pour conserver votre assurance santé ou profiter de
meilleurs colts. Vous étes en droit de recevoir ces informations et de bénéficier gratuitement d’'une aide dans votre
langue. Appelez le 1.855.315.5386.

5. German Diese Mitteilung enthalt wichtige Informationen. Diese Mitteilung enthalt wichtige Informationen zu Ihrem Antrag auf
Krankenversicherung bzw. Ihren Versicherungsschutz mit Community Health Choice. Achten Sie auf wichtige Termine in
dieser Mitteilung. Eventuell missen Sie zu bestimmten Stichtagen MaRRnahmen ergreifen, um die Beibehaltung Ihres
Versicherungsschutzes bzw. finanzieller Unterstiitzung zu gewahrleisten. Sie haben ein Recht auf die kostenfreie
Bereitstellung dieser Informationen und weiterer Unterstiitzung in lhrer Sprache. Rufen Sie an unter 1.855.315.5386.

6. Gujarati " .
: L cAlHL Hoccloll Hiledl ®. 2 ll2AHL Community Health Choice 4RL HIZl 4% aldl

SRy @8l Hecctell MeLsldl ®. 2L llRAM Hoccloll dFlvdl HE YAl dHIRL AR scARYVa
Avidl Aelall v olold Hee sl He s AlssA Hed A waldl Adidll dHR v3R udl
a3 B, dHa A8 Ul Wl ol dHFl ourHl Vi WSl el Hee Naocclel AHESR B.
1.855.315.5386 UR sl S3L.

7. Hindi 3 G AUl STl § | 38 AT 319 3TdesT AT Community Health Choice GaRT &avst & aR #H HAgcaqol
SRR ¥ 38 AT H HgedquT aRIE! How @IS | 19 379 FEegeh Halst TWel iU AT AT & Heg hioT
AR AT WA FILATS HAT ST &1 Hehell 8| TR 3T 3T F SH STARRY 3R FETIAT fo¥:2foeh Tred et
R §1 1.855.315.5386 Jo1s |

8. Japanese COBHAIZIIBDELRERNEENTOET , COBEHNIZ(ECommunity Health Choice M BFEET-(TMHEFEEICET I EEL
BEAEENTVET, COBMISEHIN TS EELARECHERESN BEFAROEHYR— M DICE.
EDOHAETISTBERSATNIERLRNGEENHYET  CHLEDEEICLDFREV R EHTRESNET,
1.855.315.5386 £ THBEESIZSLY,

9. Korean O]l EX|M= =23t HEE 11 Q&L|CL 0] £X|A+= Community Health ChoiceE £t &2 Al
Cioh S22t YEE B2 AGLICH. O SXIMOIM F2 EWME SRASHUAIL. ote| AZEH 2
oM =82 &7 M= L8 OFY LA =X E F3of & = AFLICH HStof A =, ol2fet &

810 O0j2 88 HHe HE| 7} YL L|CE 1.855.315.53862 AHA2ABIAIA|Q.

Ho|Lt 2R EFOf
2 FXISHALLH| &
BEUD REE

10. Laotian
o @ v KEai Ao as o @ Kai Ao e . a o @ g ' . .
niyBeinwiisyuiidadiv. nisdcinuiizyuiiddiungofivlugsningnugunsizegimlnegeia Community
. 2 4 a Adho a o a v & . 2 O ar o o Y a
Health Choice. WigenmyuduiiidadiuunisScimnui.suginasieWsddingi tunidnoiisiinrEngmniy
gunejzerwwespRinusoude e a1, JudiudnRes i tdsudyusoguicarnugoufiely
wigrzsulnudRun. nazdu 1.855.315.5386.
11. Persian s+ Community Health Choice w5 Ledi (sl dan i sy 5 4abilialis ol ) cage IS (g sl ape Dl (ol 250 (o (oage Dile Dl (5 la e DUal
Wb a5 48 2L 5l ol (Fna ki 30 CSaS il 50 U ) day g (155 ) s sliie 4x i 458 e DUl ol 3 o3 S5 (sle g5 4y a8l
il 1.855.315.5386 (il o et L e iy 5 (53 ol 4 (B shas 1) S 5 e Sal cpl 48 e (33,23 aladl | (el ¢ e
EPE
12. Russian HacToslee yBegomneHve CoaepxuT BaxHyto MHopMaumio. HacToslee yBefOMIIEHNE COOEPXKUT BaXHYHO

MHopMaLMIo O BalleM 3asiBIEHNM UMK CTPaxXOBOM NOKPbITUK, NpegocTaensembim Community Health Choice.
O6paTuTe BHUMaHUe Ha OCHOBHbIE AaTbl, yKa3aHHble B HacTosLeM yBeaomeHun. BosmoxHo, ByaeTt Heobxoanmo
npeanpuHATL AeNCTBYA A0 HACTYNIEHUS KOHEYHOTO CpoKa [Nt COXpaHEeHUsi CTPaxoBOro nonmca Unv Ans nonyvyeHnst
nomMoLLM B ornnate pacxofoB. Bel uMeeTe npaso Ha 6ecrninatHoe nonyyeHne 3To MHpopMaLum 1 MOMOLLM Ha Ballem
a3blke. 3BoHUTE No TenedoHy: 1.855.315.5386.
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13. Spanlsh or Este aviso contiene informacién importante. Este aviso contiene informacion importante acerca de su solicitud o
Spanish Creole cobertura a través de Community Health Choice. Preste atencion a las fechas clave que se incluyen en este aviso. Es
posible que deba tomar alguna medida antes de determinadas fechas para mantener su cobertura médica o ayuda con
los costos. Usted tiene derecho a recibir esta informacion y ayuda en su idioma sin costo alguno. Llame al teléfono
1.855.315.5386.

14. Tagalog Ang Notisyang ito ay naglalaman ng Importanteng Impormasyon. Maayroon itong importanteng impormasyon tungkol
sa inyong aplikasyon o pagpapaseguro sa pamamagitan Community Health Choice. Hanapin ang mga importanteng
petsa sa notisyang ito. Maaaring may kailangan kayong gawin bago ang mga itinakdang deadline para manatiling
nakaseguro o para matulungan kayo sa mga kailangang babayaran. Kayo ay may karapatang makatanggap nitong
impormasyon at makatanggap ng pagsasalin sa inyong wika na wala kayong babayaran. Tawagan ang 1.855.315.5386.

15. Urdu o Sloslas ol Glete o Baint S ey b Sl 0 (S —xpd S Community Health Choice e 0ish ool -u Slasbes al (e (i sl
58 K5 a5 Galh 43S 58 Gl ol S e e Sl AT L iS5 i S Jaiad Sy S Cian 5 S O el e G5 ol
S~k 5 1.855.315.5386. — deala (32 1S IS Juals i (3 ) (358 03 5l laslas o S Gl o (s sy G5 i (S S5 S

16. Viethnamese Théng bao nay c6 Théong Tin Quan Trong. Thong bao nay c6 thong tin quan trong v& mau don clia ban hodc bao hiém
qua chwong trinh Community Health Choice. Xem nhirng ngay quan trong trong théng bao nay. Ban c6 thé can phai
thwc hién trong thoi han nhat dinh dé gitr bao hi&m strc khde ctia ban hay gitip d& chi phi. Ban cé quyén dwoc thong tin
nay va gilp d& trong ngén ngir clia ban mién phi. Xin goi 1.855.315.5386.

Non-Discrimination Statement: Community Health Choice, Inc. complies with applicable Federal civil rights laws
and does not discriminate on the basis of race, color, national origin, age, disability or sex. Community Health
Choice, Inc. does not exclude people or treat them differently because of race, color, national origin, age, disability
or sex. Community Health Choice, Inc. 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). Community Health Choice, Inc. 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 the Community Health Choice, Inc. Customer Care Center
at 1.855.315.5386. If you believe that Community Health Choice, Inc. has failed to provide these services or
discriminated in another way on this basis of race, color, national origin, age, disability or sex, you can file a
grievance.

If you need help filing a grievance, Corporate Compliance & Risk Management, is available to help you. You can
file a grievance in person or by mail, fax or email:

Privacy Officer Name: Corporate Compliance & Risk Management
2636 South Loop West, Suite 125

Houston, Texas 77054

Phone: 713.295.2200

Email: Compliance@CommunityCares.com

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

1.800.369.1019, 900.537.7697
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COMMON TERMS

Brand Drug

A drug with a proprietary, trademarked name, protected by a patent by the U.S. Food and Drug
Administration (FDA). The patent allows the drug company to exclusively market and sell the drug for a
period of time. When the patent expires, other drug companies can make and sell a generic version of the
brand-name drug.

Copayment/Coinsurance
Refers to that portion of the total prescription cost that the member must pay.

Deductible
Member pays 100% of the cost of each prescription up to a pre-specified dollar amount, at which point the

prescription drug benefit takes effect.

Formulary
A list of drugs that are covered under your benefit plan.

Generic Drugs
Prescription drugs that have the same active ingredients, same dosage form and strength as their

brand-name counterparts.

Out-of-Pocket Maximum
The maximum dollar amount the member can pay per contract year.

Over-the-Counter Medication
A drug you can buy without a prescription.

Prescription Drug
Any drug you may get by prescription only.

Prior Authorization
Approval from Navitus for coverage of a prescription drug.

Specialty Drug
Drugs, such as self-injectables and biologics, typically used to treat patients with chronic illnesses or
complex diseases.

Therapeutic Equivalent
Similar drug in the same drug classification used to treat the same condition.

Voice your feedback, concerns or complaints, or report errors regarding your prescription drug benefit. We
welcome your input and want to hear and act on this information with a polite and quick response. Ensuring
quality and safe care, correcting errors and preventing future issues are top priorities.

For a copy of your member rights and responsibilities, please visit your member website or call the customer
care number listed below.

Navitus does not discriminate on the basis of disability in the provision of programs, services or activities.
If you need this printed material interpreted or in an alternative format, or need assistance using any of our
services, please contact Navitus Customer Care at 1-866-333-2757 (toll-free) or 711 (TTY).

19



3

AN

LANGUAGE ASSISTANCE COMMUNITY &

Community Health Choice, Inc. is required by federal law to provide the following information. HEALTH CHOICE

NON-DISCRIMINATION STATEMENT MARKETPLACE

Community Health Choice, Inc. complies with applicable Federal civil rights laws and does not discriminate on the basis of
race, color, national origin, age, disability, or sex. Community Health Choice, Inc. does not exclude people or treat them
differently because of race, color, national origin, age, disability, or sex. Community Health Choice, Inc. provides free aids
and services to people with disabilities to communicate effectively with us, such as qualified sign language interpreters,
written information in other formats (large print, audio, accessible electronic formats, other formats). Community Health
Choice, Inc. 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 the Community Health Choice, Inc. Member
Services Department at 1.855.315.5386. If you believe that Community Health Choice, Inc. has failed to provide these
services or discriminated in another way on the basis of race, color, national origin, age, disability, or sex, you can file a
grievance.

You can file a grievance in person or by mail, fax or email: You can also file a civil rights complaint with the U.S. Department
of Health and Human Services, Office for Civil Rights,

Service Improvement Department electronically through the Office for Civil Rights Complaint Portal,

2636 South Loop West, Suite 125 available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by

Houston, Texas 77054 mail or phone at:

Phone: 1.855.315.5386 U.S. Department of Health and Human Services

Email: Servicelmprovement@CommunityHealthChoice.org 200 Independence Avenue, SW

Room 509F, HHH Building
Washington, D.C. 20201
1.800.368.1019, 800.537.7697 (TDD)

P.O. Box 301424 . .
Houston, TX 77230-1424 CommunityHealthChoice.org



Chinese

NENBEERE R BN ZRMTEEBCommunity Health ChoicelR XM A RIBHN EE AL HEBABMANEE B #. Bl REEHLE
B A1 RETTED, MR BB R RIRIR N E AL T H RSB UGS HEER TR EE). 5518 5E551.855.315.5386,

French

Cet avis contient d'importantes informations. Cet avis contient d'importantes informations concernant votre demande ou votre couverture avec
Community Health Choice. Consultez les dates figurant dans le présent avis car il est possible que vous ayez a prendre certaines mesures avant
ces dates pour conserver votre assurance santé ou profiter de meilleurs colts. Vous étes en droit de recevoir ces informations et de bénéficier
gratuitement d’une aide dans votre langue. Appelez le 1.855.315.5386.

Gujarati

L AleReui el His(dl 8. 21 leRetl Community Health Choice gdRl dHIRl 291 24 sades dlRl Hedd-Al o IBISR] 8. 21l AleRiHi M-l diRlvil
HIRZ ol dHIRL ARIPRL SR Al AACl VIR elleld HEE Sl HIZ 204s AlgsA Hed Yell waletl Aail dHR R udl A8 8. i S8 UL vk L dHidl
ST 4L RIS 244 Hee Haddi-l AR 8. 1.855.315.5386 UR sld 2.

Japanese

COBAICIEBBEARIBRANS FNTVET, CO@EHICIECommunity Health ChoiceD EREE £ - IS AEEERICRI I 3EBEABHRI ST ENTVETC
DOBEHMCFEHINTUVBZEE LB RIS IV BERRPER Y R— MEFT 3G S EOHBE ETICTEERS RITNIERS R VEEN
HOETCHELDEFICLBBRET R— MOER TRIETIN £ Y,1.855.315.5386 F THEFESZ T,

Laotian

a ¥ Ea ¥ I 0w v a ¥ Ea ¥ G o [ o @ > ! ! N N - 14
9F¢IINIWVI2YUIRIO, Uqf)sacc%zf)muywyum?mam%]anumuaeuluncpmuquaeagegmu?oww Community Health Choice. Tmaslnmj?{.lm

o o & oo Py < o o .
nmmmﬂu‘iuwg&mgmyu YIWODVIENIUOT0WIY umumomL_zusm%snsﬂmu@umeg§2swﬂuesgmuwwgamu209Lgle'imaegm‘iaww.

piduoizegnauiive toSuzyushiivlcarnavgos die luwagazegnanlosdean. Tnazdu: 1.855.315.5386.

te o S,

Russian

HacToslee yBeoMneHme coaepxXmT BaxHy MHGopMaLmio. HacTosLee yBejoMNeHNe COAEPXUT BaXHY0 MHPOPMAaLIMIO O BalLeM 3aiBeHNN
NAK CTPaxoBOM MOKPbITUK, NpejocTaBaseMbiM Community Health Choice. O6paTute BHUMaHMe Ha OCHOBHbIe aTbl, yKa3aHHble B HacTosALLeM
yBeZioMieHnn. Bo3MoxHO, byaeT He06X0AMMO NPeAnpUHATL AeNCTBUA 0 HACTYMIeHNs KOHEYHOro CPOKa AN COXPaHEeHWs CTPaxoBOro noanca
WK ANS NOAYYEHNS NOMOLLM B OMnaaTe pacxofoB.. Bl MMeeTe npaBo Ha 6ecrniaTHoe nonyyeHune sTol HGOPMaLIMK 1 MOMOLLM Ha BaLLeM A3bIKe.
3BoHUTe no TenedoHy: 1.855.315.5386.

Tagalog

Ang Notisyang ito ay naglalaman ng Importanteng Impormasyon. Maayroon itong importanteng impormasyon tungkol sa inyong aplikasyon o
pagpapaseguro sa pamamagitan Community Health Choice. Hanapin ang mga importanteng petsa sa notisyang ito. Maaaring may kailangan
kayong gawin bago ang mga itinakdang deadline para manatiling nakaseguro o para matulungan kayo sa mga kailangang babayaran. Kayo ay
may karapatang makatanggap nitong impormasyon at makatanggap ng pagsasalin sa inyong wika na wala kayong babayaran. Tawagan ang
1.855.315.5386.

Vietnamese

Thdng bao nay c6 Théng Tin Quan Trong. Théng bao nay cé théng tin quan trong vé mau don cta ban hodc bao hiém qua chuong trinh
Community Health Choice. Xem nhirng ngay quan trong trong théng bao nay. Ban c6 thé can phai thuc hién trong thai gian nhat dinh dée
gitr bao hiém strc khée clia ban hay gitp d& chi phi. Ban c6 quyén dugc théng tin nay va gitp d& trong ngdn ngit cia minh mién phi. Xin goi
1.855.315.5386.

Arabic

dalgl gyledl e el .Community Health Choice swall bl o dasdl gl cllbs (ogasy jlaadl 8 dalgl Slagleall oda dlexiy .dage Slagleo ylaayl I ebsy
clialy Saclually Ologloall o3a Lle Jpandl L3 gl el .ol gbs 8 clinclua of oeall clials Lle Blasdl 3aue suelon 18 Slelyn] 3155 zlind 18 ylaadl 1 L8
) ) ) .1.855.315.5386 _Le Juasl 8415 ¢l 90

English

This Notice has Important Information. This notice has important information about your application or coverage through Community Health
Choice. Look for key dates in this notice. You may need to take action by certain deadlines to keep your health coverage or help with costs. You
have the right to get this information and help in your language at no cost. Call 1.855.315.5386.

German

Diese Mitteilung enthalt wichtige Informationen. Diese Mitteilung enthélt wichtige Informationen zu lhrem Antrag auf Krankenversicherung bzw.
Ihren Versicherungsschutz mit Community Health Choice. Achten Sie auf wichtige Termine in dieser Mitteilung. Eventuell missen Sie zu bestimmten
Stichtagen Ma nahmen ergreifen, um die Beibehaltung lhres Versicherungsschutzes bzw. finanzieller Unterstiitzung in lhrer Sprache. Rufen Sie an
unter 1.855.315.5386.

Hindi

9 YT H AdayRUT STFRI & | 9 a1 & 170 31ded a1 Community Health Choice SaRT havst & IR & AEddURUT STHHRT & | 39 a1 § Hgdayzor arat
& QAN WIS | STUh SO TATHAT o HaST & & ATQ IT AT it Hag o Afg AT TG T & RIARG e Dl S o GehelT 3| TSR AT AT & T8
SRR 3R TEraT AfR[eleh UXTId e o STUfhR &1 1.855.315.5386 WR hidd ahisiQ |

Korean

0| SXIME= 5% HEE g1 A& 0] EX|M= Community Health ChoiceS S%t 7512 AIHO|L} EHEE O Cis St FES g1
SXMOIM F EWE ZelstA| 2, ste| AZEY BFE |AISI7LE HI0M =82 U7 fleiM= LT DFALMK| =X|E FoHoF &
FstolAl=, ol2{st YEHE B B2 2 7312 A= =F& &S HE2|7t AELICH 1.855.315.53862 AL,

Persian

Ol pdead 83 (sl i 4 23k .« Community Health Choice dow 5 L () e (i sy 5 4nlilalii o sl 0 (cage S (6 gla ape Dl 0ol 2L (o0 (g SileDUal (5 5l 402 DUl )
1SS 5 e SUal ol 4S Caulad Ga a3 alail | el ¢ ) jie (sl Clga 15 4S ML 3l o) (Scaa i jh S il 3 L (g ey (g (BIEG B shaia 40 2ulai 4a 55 4e )
285 e, 1.855.315.538605 o jladi b alai il 3 gliasi ol 4 8l sk

Spanish
or Spanish
Creole

Este aviso contiene informacién importante. Este aviso contiene informacién importante acerca de su solicitud o cobertura a través de Community
Health Choice. Preste atencion a las fechas clave que se incluyen en este aviso. Es posible que deba tomar alguna medida antes de determinadas
fechas para mantener su cobertura médica o ayuda con los costos. Usted tiene derecho a recibir esta informacién y ayuda en su idioma sin costo
alguno. Llame al teléfono 1.855.315.5386.

Urdu

P.O. Box 301424
Houston, TX 77230-1424

~owt ©logleo pal bleio —w s (58 —ow b cowlyS)s (58 ol 21,5 S Community Health Choice ouo wudss gul <o loglan ol Gao pudss Gul
leyl8 ST Usz)U pols 228 oS Gl o S 330 o Wl L S, 518, oS brexi S —ow S o iyl — pS0d 65 Ug,U pul Lo pader
conS abayl, 5 1.855.315.5386 . Jol> 5> 1S —5)S Juol> o Lo 0U5 cuidl 85 530 19l Sloglzo Ol 65 Ul .pmr (NSt gy oS S

CommunityHealthChoice.org
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Community Health Choice, Inc. is required by federal law to provide the following information. HEALTH CHOICE

NON-DISCRIMINATION STATEMENT MARKETPLACE

Community Health Choice, Inc. complies with applicable Federal civil rights laws and does not discriminate on the basis of
race, color, national origin, age, disability, or sex. Community Health Choice, Inc. does not exclude people or treat them
differently because of race, color, national origin, age, disability, or sex. Community Health Choice, Inc. provides free aids
and services to people with disabilities to communicate effectively with us, such as qualified sign language interpreters,
written information in other formats (large print, audio, accessible electronic formats, other formats). Community Health
Choice, Inc. 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 the Community Health Choice, Inc. Member
Services Department at 1.855.315.5386. If you believe that Community Health Choice, Inc. has failed to provide these
services or discriminated in another way on the basis of race, color, national origin, age, disability, or sex, you can file a
grievance.

You can file a grievance in person or by mail, fax or email: You can also file a civil rights complaint with the U.S. Department
of Health and Human Services, Office for Civil Rights,

Service Improvement Department electronically through the Office for Civil Rights Complaint Portal,

2636 South Loop West, Suite 125 available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by

Houston, Texas 77054 mail or phone at:

Phone: 1.855.315.5386 U.S. Department of Health and Human Services

Email: Servicelmprovement@CommunityHealthChoice.org 200 Independence Avenue, SW

Room 509F, HHH Building
Washington, D.C. 20201
1.800.368.1019, 800.537.7697 (TDD)

P.O. Box 301424 . .
Houston, TX 77230-1424 CommunityHealthChoice.org



Chinese

NENBEERE R BN ZRMTEEBCommunity Health ChoicelR XM A RIBHN EE AL HEBABMANEE B #. Bl REEHLE
B A1 RETTED, MR BB R RIRIR N E AL T H RSB UGS HEER TR EE). 5518 5E551.855.315.5386,

French

Cet avis contient d'importantes informations. Cet avis contient d'importantes informations concernant votre demande ou votre couverture avec
Community Health Choice. Consultez les dates figurant dans le présent avis car il est possible que vous ayez a prendre certaines mesures avant
ces dates pour conserver votre assurance santé ou profiter de meilleurs colts. Vous étes en droit de recevoir ces informations et de bénéficier
gratuitement d’une aide dans votre langue. Appelez le 1.855.315.5386.

Gujarati

L AleReui el His(dl 8. 21 leRetl Community Health Choice gdRl dHIRl 291 24 sades dlRl Hedd-Al o IBISR] 8. 21l AleRiHi M-l diRlvil
HIRZ ol dHIRL ARIPRL SR Al AACl VIR elleld HEE Sl HIZ 204s AlgsA Hed Yell waletl Aail dHR R udl A8 8. i S8 UL vk L dHidl
ST 4L RIS 244 Hee Haddi-l AR 8. 1.855.315.5386 UR sld 2.

Japanese

COBAICIEBBEARIBRANS FNTVET, CO@EHICIECommunity Health ChoiceD EREE £ - IS AEEERICRI I 3EBEABHRI ST ENTVETC
DOBEHMCFEHINTUVBZEE LB RIS IV BERRPER Y R— MEFT 3G S EOHBE ETICTEERS RITNIERS R VEEN
HOETCHELDEFICLBBRET R— MOER TRIETIN £ Y,1.855.315.5386 F THEFESZ T,

Laotian

a ¥ Ea ¥ I 0w v a ¥ Ea ¥ G o [ o @ > ! ! N N - 14
9F¢IINIWVI2YUIRIO, Uqf)sacc%zf)muywyum?mam%]anumuaeuluncpmuquaeagegmu?oww Community Health Choice. Tmaslnmj?{.lm

o o & oo Py < o o .
nmmmﬂu‘iuwg&mgmyu YIWODVIENIUOT0WIY umumomL_zusm%snsﬂmu@umeg§2swﬂuesgmuwwgamu209Lgle'imaegm‘iaww.

piduoizegnauiive toSuzyushiivlcarnavgos die luwagazegnanlosdean. Tnazdu: 1.855.315.5386.

te o S,

Russian

HacToslee yBeoMneHme coaepxXmT BaxHy MHGopMaLmio. HacTosLee yBejoMNeHNe COAEPXUT BaXHY0 MHPOPMAaLIMIO O BalLeM 3aiBeHNN
NAK CTPaxoBOM MOKPbITUK, NpejocTaBaseMbiM Community Health Choice. O6paTute BHUMaHMe Ha OCHOBHbIe aTbl, yKa3aHHble B HacTosALLeM
yBeZioMieHnn. Bo3MoxHO, byaeT He06X0AMMO NPeAnpUHATL AeNCTBUA 0 HACTYMIeHNs KOHEYHOro CPOKa AN COXPaHEeHWs CTPaxoBOro noanca
WK ANS NOAYYEHNS NOMOLLM B OMnaaTe pacxofoB.. Bl MMeeTe npaBo Ha 6ecrniaTHoe nonyyeHune sTol HGOPMaLIMK 1 MOMOLLM Ha BaLLeM A3bIKe.
3BoHUTe no TenedoHy: 1.855.315.5386.

Tagalog

Ang Notisyang ito ay naglalaman ng Importanteng Impormasyon. Maayroon itong importanteng impormasyon tungkol sa inyong aplikasyon o
pagpapaseguro sa pamamagitan Community Health Choice. Hanapin ang mga importanteng petsa sa notisyang ito. Maaaring may kailangan
kayong gawin bago ang mga itinakdang deadline para manatiling nakaseguro o para matulungan kayo sa mga kailangang babayaran. Kayo ay
may karapatang makatanggap nitong impormasyon at makatanggap ng pagsasalin sa inyong wika na wala kayong babayaran. Tawagan ang
1.855.315.5386.

Vietnamese

Thdng bao nay c6 Théng Tin Quan Trong. Théng bao nay cé théng tin quan trong vé mau don cta ban hodc bao hiém qua chuong trinh
Community Health Choice. Xem nhirng ngay quan trong trong théng bao nay. Ban c6 thé can phai thuc hién trong thai gian nhat dinh dée
gitr bao hiém strc khée clia ban hay gitp d& chi phi. Ban c6 quyén dugc théng tin nay va gitp d& trong ngdn ngit cia minh mién phi. Xin goi
1.855.315.5386.

Arabic

dalgl gyledl e el .Community Health Choice swall bl o dasdl gl cllbs (ogasy jlaadl 8 dalgl Slagleall oda dlexiy .dage Slagleo ylaayl I ebsy
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English

This Notice has Important Information. This notice has important information about your application or coverage through Community Health
Choice. Look for key dates in this notice. You may need to take action by certain deadlines to keep your health coverage or help with costs. You
have the right to get this information and help in your language at no cost. Call 1.855.315.5386.

German

Diese Mitteilung enthalt wichtige Informationen. Diese Mitteilung enthélt wichtige Informationen zu lhrem Antrag auf Krankenversicherung bzw.
Ihren Versicherungsschutz mit Community Health Choice. Achten Sie auf wichtige Termine in dieser Mitteilung. Eventuell missen Sie zu bestimmten
Stichtagen Ma nahmen ergreifen, um die Beibehaltung lhres Versicherungsschutzes bzw. finanzieller Unterstiitzung in lhrer Sprache. Rufen Sie an
unter 1.855.315.5386.

Hindi

9 YT H AdayRUT STFRI & | 9 a1 & 170 31ded a1 Community Health Choice SaRT havst & IR & AEddURUT STHHRT & | 39 a1 § Hgdayzor arat
& QAN WIS | STUh SO TATHAT o HaST & & ATQ IT AT it Hag o Afg AT TG T & RIARG e Dl S o GehelT 3| TSR AT AT & T8
SRR 3R TEraT AfR[eleh UXTId e o STUfhR &1 1.855.315.5386 WR hidd ahisiQ |

Korean

0| SXIME= 5% HEE g1 A& 0] EX|M= Community Health ChoiceS S%t 7512 AIHO|L} EHEE O Cis St FES g1
SXMOIM F EWE ZelstA| 2, ste| AZEY BFE |AISI7LE HI0M =82 U7 fleiM= LT DFALMK| =X|E FoHoF &
FstolAl=, ol2{st YEHE B B2 2 7312 A= =F& &S HE2|7t AELICH 1.855.315.53862 AL,

Persian

Ol pdead 83 (sl i 4 23k .« Community Health Choice dow 5 L () e (i sy 5 4nlilalii o sl 0 (cage S (6 gla ape Dl 0ol 2L (o0 (g SileDUal (5 5l 402 DUl )
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Spanish
or Spanish
Creole

Este aviso contiene informacién importante. Este aviso contiene informacién importante acerca de su solicitud o cobertura a través de Community
Health Choice. Preste atencion a las fechas clave que se incluyen en este aviso. Es posible que deba tomar alguna medida antes de determinadas
fechas para mantener su cobertura médica o ayuda con los costos. Usted tiene derecho a recibir esta informacién y ayuda en su idioma sin costo
alguno. Llame al teléfono 1.855.315.5386.

Urdu

P.O. Box 301424
Houston, TX 77230-1424
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