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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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
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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.
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Laotian
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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
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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
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Korean
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Persian
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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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