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C
ross of Idaho 

S
um

m
ary of B

enefits and C
overage: W

hat this Plan Covers & W
hat You 

A
n

 in
ilo

p
o

n
sS

a
n

t L
ice

n
se

e
 o

f rh
o

 e
ta

s C
ro

ss a
n

d
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h
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ld
 A

sso
cia

tio
n

Pay For Covered Services 

T
he Sum

m
ary of B

enefits and C
overage (SB

C
) docum

ent w
ill help you choose a health plan. T

he SB
C

 show
s you how

 you and the plan 
w

ould share the cost for covered health care services. N
ote: Inform

ation about the cost of the plan (called the prem
ium

) w
ill be provided 

separately. T
his is only a sum

m
ary. For m

ore inform
ation about your coverage, or to get a copy of the com

plete term
s of coverage, visit 

hups://m
em

bers.bciclaho.com
/m

y-account/m
y-account-m

v-contract.page. F
or general definitions of com

m
on term

s, such a
s a

llo
w

e
d
 a

m
o
u
n
t, b

a
la

n
ce

 b
illin

g
, 

co
in

su
ra

n
ce

, co
m

m
e
n
t, d

e
d
u
ctib

le
, p

ro
vid

e
r,  or other u

n
d

e
rlin

e
d

  te
rm

s se
e

 th
e

 G
lo

ssa
ry. Y

o
u

 ca
n

 vie
w

 th
e

 G
lo

ssa
ry a

s w
w

w
.h

e
a

lth
ca

re
.g

o
visb

c-g
lo

ssa
ry o

r ca
ll 

1
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7
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8
 to

 re
q

u
e

st a
 co

p
y. 

G
enerally, you m

ust pay all of the costs from
 providers  up to the deductible  am

ount before this plan begins to pay. If 

you have other fam
ily m

em
bers on the plan, each fam

ily m
em

ber m
ust m

eet their ow
n individual deductible  until the 

total am
ount of deductible  expenses paid by all fam

ily m
em

bers m
eets the overall fam

ily deductible. 

W
hat is the overall 

deductible? 

$5,000 person/$10,000 fam
ily 

A
re there services 

covered before you m
eet 

your deductible? 

A
re there other 

deductibles for specific 
services ? 

Yes. Pharm
acy, services that require copays, 

im
m

unizations or In-network  hospice care and 
Preventive care ore covered before you m

eet 

your deductible. 

Yes. $750 person for prescription drugs. There 

are no other specific deductibles. 

This pig covers som
e item

s and services even if you haven't yet m
et the deductible  am

ount. But a copaym
ent or 

coinsurance  may apply. For exam
ple, this pig covers certain preventive services  w

ithout cost-sharing and before you 

m
eet your deductible. See a list of covered preventive services at 

https:fiw
w

w
.healthore.govicoveragetpreventive-care-benefitsl. 

You m
ust pay all of the costs for these services up to the specific deductible am

ount before this plan begins to pay for 

these services. 
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C
overage for: Enrollee + Eligible D

ependents I Plan Type: PPO
 

No. 
You can see the Specialist you choose w

ithout a referral. 
D

o you need a referral to 
see a Specialist? 

W
hat is the out-of-pocket  

lim
it for this plan? 

W
hat is not included in 

the out-of-pocket lim
it ? 

$6,600 person /$13,200 fam
ily 

Prem
ium

s, balance-billing charges and health 

care this plan doesn't cover. 

The out-of-pocket lim
it is the m

ost you could pay in a year for covered services. If you have other fam
ily m

em
bers in 

this plan, they have to m
eet their ow

n out-ofipocket lim
its until the overall fam

ily out-of-pocket lim
it has been m

et. 

Even though you pay these expenses, they don't count tow
ard the out-of-pocket lim

it. 

This plan uses a provider netw
ork. You w

ill pay less if you use a provider in the plan's netw
ork. You w

ill pay the m
ost if 

you use an O
ut-of-netw

ork provider,  and you m
ight receive a bill from

 a provider for the difference betw
een the 

provider's charge and w
hat your plan  pays (balance billing). Be aw

are your netw
ork provider m

ight use an 

O
ut-of-network provider for som

e services (such as lab w
ork). Check w

ith your provider, before you get services. 

W
ill you pay less if you 

use a netw
ork provider? 

Yes. See w
w

w
.bcidaho.com

  or call 

1-800-627-1188 for a list of netw
ork 

providers. 



Preferred brand drugs 

N
on-preferred brand drugs 

• Specialty drugs 

A
ll copaym

ents and coinsurance costs show
n in this chart are after your deductible has been m

et, if a deductible applies. 

C
o

m
m

o
n

 
M

ed
ical E

ven
t 

S
ervices Y

o
u

 M
ay N

eed
 

W
h

at Y
o

u
 

N
etw

o
rk 

P
ro

vid
er 

(Y
o

u
 w

ill p
ay th

e 
least) 

W
ill P

ay 

O
u

t-o
f-N

etw
o

rk 
P

ro
vid

er 
(Y

o
u

 w
ill p

ay th
e 

m
o

st) 

Lim
itations, Exceptions, &

 O
ther Im

portant Inform
ation 

If you visit a health 
C

are provider's  
'office or clinic 

I
f
 y

o
u
 h

av
e a test 

Prim
ary care visit to treat an injury or illness 

Specialist visit 

Preventive care/screening/im
m

unization 

D
iagnostic test (x-ray, blood work  

$30 cooay/visit 

$30 ropey/visit 

No charge for listed 

preventive, screening  and 

im
m

unization services. 

deductible  does not apply. 

20%
 coinsurance  

40%
 coinsurance 

40'A coinsurance 

N
o charge for listed 

im
m

unizations, 40%
 

coinsurance  preventive 

and screening. 

40%
 coinsurance  

Does not apply toa
Iona services. 

Does not apply to additional services. 

You m
ay hove to pay for services that aren't preventive. Ask your 

provider if the services needed are preventive. Then check w
hat your 

plan w
ill pay for. 

none 

G
eneric drugs 

Facility fee (e.g., am
bulatory surgery center) 

Physician/surgeon fees  

20%
 coinsurance 

$10 copay/pregription 

(retail and m
ail order) 

$30 c000v/prescription 

(retail and m
ail order) 

$50 copay/prescription 

(retail and m
ail order) 

R
efer to generic, 

preferred brand and 

non-preferred brand 

drugs above. 

20%
 coinsurance 

20%
 coinsurance  

40%
 coinsurance

P
reauthorization required. 

I $10 copay/prescription 

(retail and m
ail order) 

$30 copay/prescription 

(retail and m
ail order) 

$50 copay/prescription
Subject to prescription deductible. C

overs up to a 90 day supply w
ith 

(retail and m
ail order)

m
ultiple copays. Additional O

ut-of-netw
ork charges m

ay apply. 

Refer to generic,
Subject to prescription deductible. C

overage m
ay include lim

itations 

preferred brand and
j and Preauthorization  m

ay be required. Additional O
ut-of-netw

ork  

non-preferred brand
charges m

ay apply. 

drugs above. 

Preauthorization required. 

Preauthorization  required. 

If y
o

u
 need 

to treat your illness 
O

r condition 

:M
ore inform

ation 
M

bout prescription  
:drug coverage is 
.available at 

bcidaho.coga 

Im
aging (CT/PET scans, M

RIs) 

C
overs up to a 90 day supply w

ith m
ultiple copays. Additional 

O
ut-of-netw

ork charges m
ay apply. 

Subject to prescription deductible. C
overs up to a 90 day supply w

ith 

m
ultiple copays. Additional O

ut-of-netw
ork charges m

ay apply. 

If
 y

o
u
 have 

outpatient surgery 

If you need 
;im

m
ediate m

edical 
!attention 

Em
ergency room

 care 

Em
ergency m

edical transportation  

$100 copay/visit, 20%
 

coinsurance  

20%
 coinsurance 

$100 conay/visit, 40%
 

I coinsurance  

40%
 coinsurance  

O
ut-of-netw

ork services paid at In-netw
ork if Em

ergency m
edical  

condition. toD
ay  w

aived if adm
itted. 

none 

U
rgent care  

$30 coany/visit  
40%

 coinsurance  
Does not apply to additional services. 

20%
 coinsurance 

40%
 coinsurance

Preauthorization required. 
Facility fee (e.g., hospital room

) 

20%
 coinsurance 

40%
 coinsurance

P
reauthorization required. 

Physician/surgeon fee 

IIf you have a 
ospital stay 
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u
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20%
 coinsurance 

Coverage is lim
ited to 30 day annual m

ax. 

P
reauthorization  required. 

W
h

at Y
ou

 W
ill P

ay 

C
o
m

m
o
n

N
etw

ork
O

ut-of-N
etw

ork 
M

ed
ica

l E
v
en

t
S

erv
ices Y

o
u

 M
a
y
 N

eed
P

ro
v
id

er
P

rovider
L

im
itations, E

xceptions, &
 O

ther Im
portant Inform

ation 
(Y

o
u

 w
ill p

a
y
 th

e
(Y

ou w
ill p

a
y

 th
e 

lea
st)

m
o
st) 

$30 coney/visit,  20%
 

coinsurance  for facility 

and other services 

20%
 coinsurance 

40%
 coinsurance 

40%
 coinsurance 

20%
 coinsurance

40%
 coinsurance 

If you have m
ental

O
utpatient services 

'health, behavioral 
health, or 
Substance abuse 
Services  
' ,If you are pregnant

3
O

ffice Visits 

C
hildbirth/delivery professional services 

C
hildbirth/delivery facility services  

Contact Com
Psych at 1-866-922-5672 for EAP 1-8 Visits. 

P
reauthorization  required. 

For pregnancy services, cost sharing  does not apply to certain 

preventive services.  Depending on the type of services, a ropey, 

coinsurance  or deductible  m
ay apply. M

aternity care m
ay include tests 

and services described elsewhere in the SRC (i.e. ultrasound). 

20%
 coinsurance  

40%
 coinsurance 

40%
 coinsurance 

• Inpatient services 

none 

20%
 coinsurance  

40%
 coinsurance 

50%
 coinsurance  

80%
 coinsurance 

50%
 coinsurance

80%
 coinsurance 

20%
 coinsurance

I 40%
 coinsurance 

No charge. deductible
40%

 coinsurance  

does not apply. 

If you need help 
r ecovering or have 
other special 
health needs 

H
om

e health care  

R
eH

abilitation services 

H
abilitation services  

S
killed nursing care  

D
urable m

edical equipm
ent 

H
ospice services  

P
reauthorization  required. 

C
overage is lim

ited to 20 visit annual m
ax. 

Coverage is lim
ited to 20 visit onnuol m

ax. nor•:e • • • 

20%
 coinsurance

1 40%
 coinsurance 

If your child needs 
ental or eye care 

Children's eye exam
 

Children's glasses 

Children's dental check-up  

Not covered 

Not covered 

Not covered  

Not covered 

Not covered 

Not covered 

none 

none 

none 
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E
x

c
lu

d
e

d
 S

e
rv

ic
e

s
 &

 O
th

e
r C

o
v

e
re

d
 S

e
rv

ic
e

s
: 

S
ervices Y

our P
la

n
 G

e
n

e
ra

lly
 D

o
e

s
 N

O
T

 C
o

v
e
r (C

heck your policy or plan docum
ent for m

ore inform
ation and a list of other excluded  

services.) 

• 
Acupuncture 

• 
Bariatric surgery 

• 
Cosm

etic surgery 

• 
Dental care (Adult) 

• 
Dental check-up (Child) 

• 
Eye exam

 (Child) 

• 
Glasses (Child) 

• 
Hearing aids 

• 
Infertility treatm

ent 

• 
long-term

 care 

• 
Private-duty nursing 

• 
Routine eye care (Adult) 

• 
Routine foot care 

• 
W

eight loss program
s 

O
ther C

overed S
ervices (L

im
itations m

ay apply to these services. T
his isn't a com

plete list. P
lease see your plan docum

ent.) 

• 
Chiropractic care 

• 
Non-em

ergency care w
hen traveling outside the 

U.S. 

Q
uestions: C

all 1-800-6274188 or visit us at w
w

w
.bcidaho.com
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w
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P
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Y
our R

ights to C
ontinue C

overage: 
** G

ro
u
p
 h

e
a
lth

 co
ve

ra
g
e
 - 

T
here are agencies that can help if you w

ant to continue coverage after it ends. T
he contact inform

ation for those agencies is: D
epartm

ent of L
abor's E

m
ployee 

B
enefits Security A

dm
inistration at 1-866-4444-E

B
SA

(3272) or w
w

vw
v.dol.gov/ebsaihealthreform

;  or the D
epartm

ent of H
ealth and H

um
an S

ervices, C
enter for 

C
onsum

er Inform
ation and Insurance O

versight, at 1-877-267-2323 x61565 or \vw
w

.cciio.cm
s.gov. O

ther coverage options m
ay be available to you too, 

including buying individual insurance through Y
our H

ealth Idaho. For m
ore inform

ation about Y
our H

ealth Idaho, visit w
w

w
.Y

ourI T
ealthIdaho.org  or call 

1-855-944-3246. 

Y
o

u
r G

rie
v
a
n

c
e
 a

n
d

 A
p

p
e
a
ls

 R
ig

h
ts

: 
T

here are agencies that can help if you have a com
plaint against your plan for a denial of claim

. T
his com

plaint is called a grievance or appeal. For m
ore 

inform
ation about your rights, look at the explanation of benefits you w

ill receive for that m
edical claim

. Y
our plan docum

ents also provide com
plete inform

ation 
to subm

it a claim
, appeal, or a grievance for any reason to your plan. For m

ore inform
ation about your rights, this notice, or assistance, contact: 

For any initial questions concerning a claim
, or to appeal a claim

 or benefit decision, please contact C
ustom

er Service at 1-208-331-7347 or 
1-800-627-1188, w

w
w

.bcidaho.com
, or at P.O

. B
ox 7408, B

oise, ID
 83707. 

If your plan is subject to E
R

ISA
, you m

ay contact the D
epartm

ent of L
abor's E

m
ployee B

enefits Security A
dm

inistration at 1-866-444-E
B

SA
 or 

w
vA

v.dol.govilebsa/healthreforin  

If your plan is fully insured or self-funded and subject to the Idaho Insurance C
ode, you m

ay also receive assistance from
 the Idaho D

epartm
ent of 

Insurance at 1-800-721-3272 or w
w

w
.D

O
L

Idaho.gov   

D
oes this plan provide M

inim
um

 E
ssential C

overage? Y
es. 

If you don't have M
inim

um
 E

ssential C
overage for a m

onth, you w
ill have to m

ake paym
ent w

hen you file your tax return unless you qualify for an exem
ption 

from
 the requirem

ent that you have health coverage for the m
onth. 

D
oes this plan m

eet the M
inim

um
 V

alue Standards? Y
es. 

If your plan doesn't m
eet the M

inim
um

 V
alue Standards, you m

ay be eligible for a prem
ium

 tax credit to help you pay for a plan through the M
arketplace. 
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 m
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A
bout these C

overage E
xam

ples: 
T

his is not a cost estim
ator. T

reatm
ents show

n are just exam
ples of how

 this plan m
ight cover m

edical care. Y
our actual costs w

ill be 
different depending on the actual care you receive, the prices your providers charge, and m

any other factors. Focus on the cost sharing 
am

ounts (deductibles, copaym
ents and coinsurance) and excluded services under the plan. U

se this inform
ation to com

pare the portion of 
costs you m

ight pay under different health plans. Please note these coverage exam
ples are based on self. only coverage.  

P
e
g

 is
 H

a
v
in

g
 a

 B
a
b

y
 

(9 m
onths of in-netw

ork pre-natal care and a 
hos ital delivery) 

■
 T

h
e
 p

la
n

's
 o

v
e
ra

ll d
e
d

u
c
tib

le
$5,000 

■
 S

p
e
c
ia

lis
t c

o
p

a
v
 

$30 

■
 H

o
s
p

ita
l (fa

c
ility

) c
o

in
s
u

ra
n

c
e

20%
 

■
 O

th
e
r c

o
in

s
u

ra
n

c
e
 

20%
 

T
his E

X
A

M
P

L
E

 event includes services like: 
Specialist office visits (prenatal care) 
C

hildbirth/D
elivery Professional Services 

C
hildbirth/D

elivery Facility Services 
D

iagnostic tests (ultrasounds and blood w
ork) 

Specialist visit (anesthesia) 

M
a

n
a

g
in

g
 J

o
e

's
 ty

p
e

 2
 D

ia
b

e
te

s
 

(a year of routine in-netw
ork care of a w

ell- 
controlled condition) 

■
 T

h
e
 p

la
n

's
,  o

v
e
ra

ll d
e
d

u
c
tib

le
$5,000 

■
 S

p
e
c
ia

lis
t c

o
p

a
v
 

$30 

■
 H

o
s

p
ita

l (fa
c

ility
) c

o
in

s
u

ra
n

c
e

20%
 

■
 O

th
e
r c

o
in

s
u

ra
n

c
e
 

20%
 

T
his E

X
A

M
P

L
E

 event includes services like: 
Prim

ary care physician office visits (including 
disease education) 
D

iagnostic tests (blood w
ork) 

Prescription drugs 
D

urable m
edical equipm

ent (glucose m
ete') 

M
ia

's
 S

im
p

le
 F

ra
c
tu

re
 

(in-netw
ork em

ergency room
 visit and follow

 up 
care) 

■
 T

h
e
 p

la
n

's
 o

v
e
ra

ll d
e
d

u
c
tib

le
 

$5,000 

■
 S

p
e

c
ia

lis
t c

o
p

a
v

 
$30 

■
 H

o
s
p

ita
l (fa

c
ility

) c
o

in
s
u

ra
n

c
e

20%
 

■
 O

th
e

r c
o

in
s

u
ra

n
c

e
 

20%
 

T
his E

X
A

M
P

L
E

 event includes services like: 
E

m
ergency room

 care (including m
edical supplies) 

D
iagnostic test (x-ray) 

D
urable m

edical equipm
ent (crutches) 

R
ehabilitation services (physical therapy) 

T
otal E

xam
p

le C
ost 

$12,731
T

otal E
xam

ple C
ost 

In
 th

is
 e

x
a
m

p
le

, P
e

g
 w

o
u

ld
 p

a
y
: 

C
o

st S
h

arin
g  

In
 th

is
 e

x
a

m
p

le
, J

o
e

 w
o

u
ld

 p
a

y
: 

C
ost S

h
arin

g 

$7,389
T

otal E
xam

ple C
ost 

In
 th

is
 e

x
a

m
p

le
, M

ia
 w

o
u

ld
 p

a
y

: 

C
ost S

h
arin

g  

$1,930 

$88°. 

$1,090 

$0 

$1,540 
D

eductible 

C
opaym

ents  

C
oinsurance  

$5,000
D

eductible 

$40
C

opaym
ents 

$1,520
C

oinsurance 

D
eductible  

C
opaym

ents 

C
oinsurance 

$160 

$0 

W
h

at isn
't C

overed 

 

W
h

at is
n

't C
o

veted
W

h
at isn

't C
overed 

 
 

 
 

 

L
im

its or exclusions
$60

L
im

its or exclusions
$55

L
im

its or exclusions
$0 

T
he total P

eg w
ould pay is

$6,620
T

he total Joe w
ould pay is 

 

$2,025
T

he total M
ia w

ould pay is
$1,700 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 

Q
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w

w
.beidaho.com
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N
ondiscrim

ination S
tatem

ent: 
D

iscrim
ination is .A

.oqinst the L
aw

 

B
lue C

ross of Idaho com
plies w

ith applicable Federal civil rights law
s and does not discrim

inate on the basis of race, color, national origin, age, disability or sex. B
lue C

ross of 
Idaho does not exclude people or treat them

 differently because of race, color, national origin, age, disability or sex. 

B
lue C

ross of Idaho: 

• 
Provides free aids and services to people w

ith disabilities to com
m

unicate effectively w
ith us, such as: 

o
 

Q
ualified sign language interpreters 

o
 

W
ritten inform

ation in other form
ats (large print, audio, accessible electronic form

ats, other form
ats) 

• 
Provides free language services to people w

hose prim
ary language is not E

nglish, such as: 
o

 
Q

ualified interpreters 
o

 
Inform

ation w
ritten in other languages 

If you need these services, contact B
lue C

ross of Idaho's C
ustom

er Service D
epartm

ent. C
all 1-800-627-1188 (T

T
Y

: 1-800-377-1363), or call the custom
er service phone num

ber on 
the back of your card. 

If you believe that B
lue C

ross of Idaho has failed to provide these services or discrim
inated in another w

ay on the basis of race, color, national origin, age, disability or sex, you 
can file a grievance w

ith B
lue C

ross of Idaho's G
rievances and A

ppeals D
epartm

ent at: 

M
anager, G

rievances and A
ppeals 

3000 E
ast P

ine A
venue, M

eridian, Idaho 83642 
T

elephone: (800) 274-4018 ext.3838, Fax: (208) 331-7493 
E

m
ail: grievances&

appeals@
bcidaho.com

  
T

T
Y

: 1-800-377-1363 

Y
ou can file a grievance in person or by m

ail, fax, or em
ail. If you need help filing a grievance, our G

rievances and A
ppeals team

 is available to help you. Y
ou can also file a civil 

rights com
plaint w

ith the U
.S

. D
epartm

ent of H
ealth and H

um
an S

ervices, O
ffice for C

ivil R
ights electronically through the O

ffice for C
ivil R

ights C
om

plaint P
ortal, available at 

<
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf>

, or by m
ail or phone at: U

.S
. D

epartm
ent of H

ealth and H
um

an S
ervices, 200 Independence A

venue S
W

., R
oom

 509F
, 

H
H

H
 B

uilding, W
ashington, D

C
 20201, 1-800-368-1019, 1-800-537-7697 (T

T
Y

). 

C
om

plaint form
s are available at <

h
ttp

://w
w

w
.h

h
s.g

o
v
/o

c
r/o

ffic
e
/file

/in
d

e
x

.h
tm

l>
. R

eferen
ce:  <

https://federalregister.gov/a/2016-11458>
 

Q
u
estio

n
s: C

all 1
-8

0
0
-6

2
7
-1

1
8
8
 o

r v
isit u

s at w
w

w
.b

eid
ah

o
.co

m
/S

B
C
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T

w
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roup PPO
 1 5000 1 10/01/18 1 PPO
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l4C

R
 I 
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L
an

g
u
ag

e A
ssistan

ce 
A

T
T

E
N

T
IO

N
: If you speak A

rabic, C
hinese, F

rench, G
erm

an, K
orean, Japanese, P

ersian (F
arsi), R

om
anian, R

ussian, S
erbo-C

roatian, S
panish, S

udanic F
ulfulde, T

agalog, U
krainian, or V

ietnam
ese, 

language assistance services, free of charge, arc available to you. C
all 1-800-627-1188 C

IT
Y

: 1-800-377-1363). 

A
ra

b
ic

 
j) 1-800-627-1188

„A
lb

• ,--11,Z..1A 31)
1-800-377-1363:. 

C
h

in
e
se

 'a
lt : ttl*

'H
M

V 5(, 1c.7L,l
i apAW

I:JAIXSo m
e
t 1-800-627-1188 (T

T
Y

 : 1-800-377-1363)0  

F
rench A

T
T

E
N

T
IO

N
 : S

i vous parks francais, des services d'aide linguistique vous sont proposes gratuitem
ent. A

ppelez le 1-800-627-1188 (A
T

S
 : 1-800-377-1363). 

G
erm

an A
C

IIT
U

N
G

: W
enn S

ie D
eutsch sprechen, stehen Ihnen kostenlos sprachliche H

ilfsdiensdeistungen zur V
erfiigung. R

ufnum
m

er: 1-800-627-1188 (1 1 Y
: 1-800-377-1363). 

Japanese as*IR
 : 

*
Li glW

 C
tt 

g
ift 104 0 r

a
fa

ti
PH 

tz
1-800-627-1188 (T

T
Y

: 1-800-377-1363) 
T

. 8
X

E
M

Iz
t

<
L

N
o 

K
orean

`F
 0

1
 z

 A
[g

S
F

A
I,_

0
1

 X
IE

I A-1 Ell
01

5
.2-S

E
N

V
ti- LI C

F. 1-800-627-1188 C
IT

Y
: 1-800-377-1363)t12

.
11-811 -- )J

 A
l2

. 

P
ersian

-F
arsi 

IK
,-;"=

-
2
--1

1
8
8
 `.7

1
"Y

 : 1
-8

0
0
-3

7
7
 -
1
5
6
3
)

14
 

R
om

anian A
T

E
N

T
IE

: D
aca vorbiti lim

ba rom
ana, va stau la dispozitie servicii de asistenta lingvistica, gratuit. S

unati la 1-800-627-1188 C
IT

Y
: 1-800-377-1363). 

R
u

ssian
 B

H
M

M
A

H
V

IE
: ECI1101 B

bl roeopm
Te H

a pyccK
om

 513b1K
B

, T
o eam

 gocT
ynH

bi 6ecnnaT
H

bie ycnyni nepeaolla. 3B
O

H
M

T
B

 1-800-627-1188 (TeneTacm
: 1-800-377-1363). 

S
erb

o
-C

ro
atio

n
 O

B
A

V
JE

8T
E

N
JE

: A
ko govorite srpsko-hrvatski, usluge jezieke pom

ooi dostupne su yam
 besplatno. N

azovite 1-800-627-1188 (T
T

Y
- T

elefon za osobe sa otteC
enim

 
govorom

 iii sluhom
: 1-800-377-1363). 

S
panish A

T
E

N
C

IO
N

: si habla espanol, tiene a su disposition sery cios gratuitos de asistencia linginstica. L
lam

e al 1-800-627-1188 (IT
Y

: 1-800-377-1363). 

S
udanic F

ulfulde M
A

A
N

D
O

: T
o a w

aaw
i [A

dam
aw

a], e w
oodi ballooji-m

a to ekkitaaki w
olde caahu. N

oddu 1-800-627-1188 C
IT

Y
: 1-800-377-1363). 

T
agalog P

A
U

N
A

W
A

: K
ung nagsasalita ka ng T

agalog, m
aaari kang gum

am
it ng m

ga serbisyo ng tulong sa w
ika nang w

alang bayad. T
um

aw
ag sa 1-800-627-1188 C

IT
Y

: 1-800-377-1363). 

U
k
rain

ian
 YB

A
FA

! FIK
iito B

M
 posm

oenR
eTe yK

paIH
cbK

oIo M
O

B
O

IO
, B

M
 M

o
w

ere ssepH
yTtics qO

 6e3K
ou1rosH

oT cny)K
6w

 M
O

B
H

O
I nip,Tpm

m
K

H
. TenecpoH

yA
Te sa H

om
epom

 1-800-627-1188 
(T

eneT
ain: 1-800-377-1363). 

V
ietnam

ese C
H

O
 N

6u ban not T
i6ng V

iet, có the dich vu ho trp nen ngi m
ien phi dinh cho ban. G

pi s6 1-800-627-1188 
C

IT
Y

: 1-800-377-1363). 

T
w

in Falls C
ounty 1 10033337 1 L

arge G
roup PPO

 1 5000 1 10/01/18 1 PPO
 1 2018 1 A
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