Primary Care Provider (PCP) Visits— . ) 20% coinsurance after 20% coinsurance after ) . ) . . ) deductible
4
Office/Non-Hospital (non-preventive) $60 copay, no deductible $60 copay, no deductible deductible deductible $40 copay, no deductible $40 copay, no deductible $25 copay, no deductible $25 copay, no deductible | $25 copay after deductible | $25 copay after deductible $20 copay $20 copay Visits 4+: No charge after
deductible
0/ i 0, i
Specialist Visits—Office/Non-Hospital $125 copay, no deductible | $125 copay, no deductible 20% cgg‘j:ggzr: after 20% Cg':;ﬁggglc: after $80 copay, no deductible $80 copay, no deductible $50 copay, no deductible $50 copay, no deductible | $50 copay after deductible | $50 copay after deductible $40 copay $40 copay No charge after deductible
@ H:;ZLT'OEZ;HQ’ZGE;;Z? \t/Tin E:I:fe ;;Zglujr: a 40% coinsurance after R 20% coinsurance after 20% coinsurance after 20% coinsurance after 20% coinsurance after $75 copay, no deductible $75 copay, no deductible | $75 copay after deductible | $75 copay after deductible $75 copa $75 copa No charge after deductible
primary care orsp P deductible deductible deductible deductible deductible deductible Pay. pay: pay Pay pay Pay 8
hospital setting
RETAIL CLINICS, URGENT AND EMERGENCY SERVICES @
T ]
Convenience Care/Retail Health Clinics $60 copay, no deductible $60 copay, no deductible 20% cg:jgggglcee ClLS 20% CZ:;SZ;EIC: after $40 copay, no deductible $40 copay, no deductible $25 copay, no deductible $25 copay, no deductible | $25 copay after deductible | $25 copay after deductible $20 copay $20 copay No charge after deductible
0 i 0, i
Urgent Care Center $100 copay, no deductible | $100 copay, no deductible 20% cg?jﬁggzr: after 20% ng]ds:jcrggr: after $90 copay, no deductible $90 copay, no deductible $60 copay, no deductible $60 copay, no deductible | $60 copay after deductible | $60 copay after deductible $40 copay $40 copay No charge after deductible
Emergency Room (hospital charge—copays are 40% coinsurance after 40% coinsurance after 20% coinsurance after 20% coinsurance after . . . ) ) ) .
@ waived if you are admitted) AeclugEilsie - decluEisE - $350 copay after deductible' | $350 copay after deductible | $300 copay, no deductible | $300 copay, no deductible | $300 copay after deductible | $300 copay after deductible $150 copay $150 copay No charge after deductible

Labs® (LabCorp only)" $55 copay after deductible deductible (LabCorp only)" deductible (LabCorp only)™" $60 copay, no deductible (LabCorp only)™" $30 copay, no deductible (LabCorp only)" $30 copay after deductible | $20 copay (LabCorp Only)' $20 copay (LabCorp only)"

X-rays® $80 copay after deductible' | $80 copay after deductible 20% fjoelgilgi)?:ﬁ after 20% cgiendslljcrgglcee after $80 copay, no deductible™ $80 copay, no deductible $50 copay, no deductible™ $50 copay, no deductible | $50 copay after deductible' | $50 copay after deductible $40 copay" $40 copay No charge after deductible™

Imaging (e.g. MRI, Cat Scan, CT Scan) $500 copay after deductible’ | $500 copay after deductible 20% cdc:elglsjl:;i)?éﬁ ClLS 20% CZ:];SESEIC: after $300 copay, no deductible’ | $300 copay, no deductible | $250 copay, no deductible' | $250 copay, no deductible | $250 copay after deductible' | $250 copay after deductible $150 copay"! $150 copay No charge after deductible'
OUTPATIENT SURGERY (Members are responsible for both facility and physician charges)

Outpatient Surgery (facility charge) 40% fjoelgzzgabr;gﬁ after 40% CZ:::SZ;EF: after 20% Z(zgztziﬂsﬁ after 20% CZZ];SESEIC: after 20% cdoggzt;;:ecﬁ after 20% cgz]ds:jcrgzlcee after $525 copay, no deductible | $525 copay, no deductible | $525 copay after deductible' | $525 copay after deductible $175 copay" $175 copay No charge after deductible™

Outpatient Surgery (physician charge) 40% f:;:gjé;iﬂ:ﬁ after 40% cgi:ds:jcrgglc: after 20% i:;gilgi;:ﬁ after 20% Cg?j:g;gr: after 20% cdoeiglsjlézs)r;;:ﬁ after 20% cg?jﬁgggr: after $75 copay, no deductible™ $75 copay, no deductible | $75 copay after deductible' | $75 copay after deductible $75 copay" $75 copay No charge after deductible™

-
(%))

deductible deductible deductible deductible deductible deductible
. . . 40% coinsurance after 40% coinsurance after 20% coinsurance after 20% coinsurance after 20% coinsurance after 20% coinsurance after $600‘copay/day UL $600.copay/day Gty $600‘copay/day el $600Vcopay/day EiL3? 22 copay/day 2 copay/day )
Inpatient Services (hospital charge) deductible™ deductible deductible™ deductible deductible’ deductible deductible (up to a copay deductible (up to a copay deductible (up to a copay deductible (up to a copay (up to a copay maximum (up to a copay maximum | No charge after deductible
maximum of $3,000)" maximum of $3,000) maximum of $3,000)" maximum of $3,000) of $1,250)" of $1,250)

-
(o]

Y
o

N NYIN)(N
w Nl =) |©

. Individual: $15,000 Individual: $12,700 Individual: $8,000 Individual: $1,000 Individual: $3,000 Individual: $1,000
% ] , ; . : ,
24) | Deductible N/A Family: $30,000 N/A Family: $25,400 N/A Family: $16,000 N/A Family: $2,000 N/A Family: $6,000 N/A Family: $2,000 N/A
. Individual: $17,100 Individual: $13,800 Individual: $16,500 Individual: $9,900 Individual: $6,000 Individual: $4,000
o . \ : : ! ! :
25| Out-of-Pocket Maximum N/A Family: $34,200 N/A Family: $27,600 N/A Family: $33,000 N/A Family: $19,800 N/A Family: $12,000 N/A Family: $8,000 N/A

Washington,

Washington, D.C.
CareFirst Plans

Plan Type

BlueChoice

HMO Standard
Bronze $7,500

HMO'

Bronze

BluePreferred
PPO Standard
Bronze $7,500

PPO?

BlueChoice HMO
HSA Standard
Bronze $6,350

HMO'

D.C. Consumer Health Benefits 2021

BluePreferred
PPO HSA Standard
Bronze $6,350

PPO?

HMO'

PPO?

HMO'

PPO?

HMO'

PPO?

Carehrst

Family of health care plans

Platinum

BlueChoice
HMO Standard
Platinum $0

HMO'

BluePreferred
PPO Standard
Platinum $0

PPO?

Catastrophic

BlueChoice HMO
Young Adult
$8,550

HMO'

Visit carefirst.com/doctor to view participating
doctors and facilities—search by plan:

DEDUCTIBLE AND OUT-OF-POCKET MAXIMUM

BlueChoice HMO

In-Network

BluePreferred PPO

In-Network

BlueChoice HMO

In-Network

BluePreferred PPO

In-Network

BlueChoice HMO

In-Network

BluePreferred PPO

In-Network

BlueChoice HMO

In-Network

BluePreferred PPO

In-Network

BlueChoice HMO

In-Network

BluePreferred PPO

In-Network

BlueChoice HMO

In-Network

BluePreferred PPO

In-Network

BlueChoice HMO

In-Network

PREVENTIVE SERVICES

Preventive Care (e.g. adult physical,
well-child care, cancer screenings)

PRIMARY CARE AND SPECIALIST SERVICES @

No charge, no deductible

No charge, no deductible

No charge, no deductible

No charge, no deductible

No charge, no deductible

No charge, no deductible

No charge, no deductible

No charge, no deductible

No charge, no deductible

No charge, no deductible

No charge, no deductible

Deductible Individual: $7,500 Individual: $7,500 Individual: $6,350 Individual: $6,350 Individual: $4,000 Individual: $4,000 Individual: $500 Individual: $500 Individual: $1,500 Individual: $1,500 Individual: $0 Individual: $0 Individual: $8,550
Family: $15,000* Family: $15,000 Family: $12,700* Family: $12,700* Family: $8,000* Family: $8,000* Family: $1,000 Family: $1,000 Family: $3,000° Family: $3,000° Family: $0 Family: $0 Family: $17,100*
Out-of-Pocket Maximum® Individual: $8,550 Individual: $8,550 Individual: $6,900 Individual: $6,900 Individual: $8,250 Individual: $8,250 Individual: $4,950 Individual: $4,950 Individual: $3,000 Individual: $3,000 Individual: $2,000 Individual: $2,000 Individual: $8,550
Family: $17,100 Family: $17,100 Family: $13,800 Family: $13,800 Family: $16,500 Family: $16,500 Family: $9,900 Family: $9,900 Family: $6,000 Family: $6,000 Family: $4,000 Family: $4,000 Family: $17,100

No charge, no deductible

No charge, no deductible

Visits 1-3: No charge, no

DIAGNOSTIC SERVICES

$55 copay after deductible

20% coinsurance after

20% coinsurance after

$60 copay, no deductible

$30 copay, no deductible

$30 copay after deductible

No charge after deductible

Inpatient Services (physician charge)

40% coinsurance after

40% coinsurance after

20% coinsurance after

INPATIENT HOSPITAL SERVICES including all inpatient surgery, labor & delivery, mental health related visits (Members are responsible for both hospital and physician charges)

20% coinsurance after

20% coinsurance after

20% coinsurance after

No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible

No charge, no deductible

No charge, no deductible

No charge after deductible

MATERNITY OFFICE VISITS”
‘ Preventive Prenatal & Postnatal Office Visits

MENTAL HEALTH & SUBSTANCE ABUSE
Office Visits

PRESCRIPTION DRUGS?

Prescription Drug Deductible

No charge, no deductible

$60 copay, no deductible

$850 per person (Tiers 2-5)

No charge, no deductible

$60 copay, no deductible

$850 per person (Tiers 2-5)

No charge, no deductible

20% coinsurance after
deductible

No separate drug
deductible; must meet
medical deductible first

No charge, no deductible

20% coinsurance after
deductible

No separate drug
deductible; must meet
medical deductible first

No charge, no deductible

$40 copay, no deductible

$250 per person (Tiers 2-5)

No charge, no deductible

$40 copay, no deductible

$250 per person (Tiers 2-5)

No charge, no deductible

$25 copay, no deductible

No drug deductible

No charge, no deductible

$25 copay, no deductible

No drug deductible

No charge, no deductible

$25 copay after deductible

No separate drug
deductible; must meet
medical deductible first

No charge, no deductible

$25 copay after deductible

No separate drug
deductible; must meet
medical deductible first

No charge, no deductible

$20 copay

No drug deductible

No charge, no deductible

$20 copay

No drug deductible

No charge, no deductible

Visits 1-3: No charge, no
deductible

Visits 4+: No charge after
deductible

No separate drug
deductible; Must meet
medical deductible first

Preventive Drugs (Tier 0)

Diabetic Supplies (Tier 0)

Preferred Brand Insulin (Tier 0)

No charge, no deductible

No charge, no deductible

No charge, no deductible

No charge, no deductible

No charge, no deductible

No charge, no deductible

No charge, no deductible

No charge, no deductible

No charge, no deductible

No charge, no deductible

No charge, no deductible

No charge, no deductible

No charge, no deductible

Generic Drugs (Tier 1)

$25 copay, no deductible

$25 copay, no deductible

20% coinsurance after

20% coinsurance after

$15 copay, no deductible

$15 copay, no deductible

$15 copay, no deductible

$15 copay, no deductible

$15 copay after deductible

$15 copay after deductible

$5 copay

$5 copay

No charge after deductible

deductible deductible
0, i 0, i
Preferred Brand Drugs (Tier 2)° $75 copay after deductible | $75 copay after deductible 20% Cg?;:crggr: after 20% C(d)gljjcr;glc: after $50 copay after deductible | $50 copay after deductible $50 copay, no deductible $50 copay, no deductible | $50 copay after deductible | $50 copay after deductible $15 copay $15 copay No charge after deductible

Non-Preferred Brand Insulin (Tier 3)

$50 copay, no deductible

$50 copay, no deductible

20% coinsurance, no
deductible ($50 max)

20% coinsurance, no
deductible ($50 max)

$50 copay, no deductible

$50 copay, no deductible

$50 copay, no deductible

$50 copay, no deductible

$50 copay, no deductible

$50 copay, no deductible

$25 copay, no deductible

$25 copay, no deductible

No charge, no deductible

Non-Preferred Brand Drugs (Tier 3)"°

$100 copay after deductible

$100 copay after deductible

20% coinsurance after
deductible

20% coinsurance after
deductible

$70 copay after deductible

$70 copay after deductible

$70 copay, no deductible

$70 copay, no deductible

$70 copay after deductible

$70 copay after deductible

$25 copay

$25 copay

Preferred and Non-Preferred Specialty Drugs
(Tiers 4 & 5)"2

Out-of-Network @

$150 copay after deductible

$150 copay after deductible

Out-of-Network

20% coinsurance after
deductible ($150 max)

20% coinsurance after
deductible ($150 max)

Out-of-Network

$150 copay after deductible

$150 copay after deductible

Out-of-Network

$150 copay, no deductible

$150 copay, no deductible

Out-of-Network

$150 copay after deductible

$150 copay after deductible

Out-of-Network

$100 copay

$100 copay

Out-of-Network

No charge after deductible

Note: When multiple services are rendered on the same day by more than one provider, member payments are required for each provider.

~

Health Maintenance Organization (HMO) plans underwritten by CareFirst BlueChoice, Inc.

Preferred Provider Organization (PPO) plans underwritten by Group Hospitalization and Medical Services, Inc.

8 All out-of-pocket drug costs contribute to the in-network out-of-pocket maximum.

9 If a generic drug becomes available for a preferred brand drug, the preferred brand drug moves to the non-preferred brand drug tier.

10 If a provider prescribes a non-preferred brand drug and the member selects the non-preferred brand drug when a generic drug is available,

the member shall pay the applicable copayment or coinsurance as stated above plus the difference between the price of the non-preferred
brand drug and the generic drug up to the cost of the drug. This amount will not contribute to the in-network out-of-pocket maximum.

w

For family coverage only - the family deductible must be met before the plan starts to pay toward services for any one member. The
deductible may be met by one member or any combination of members.

Know before
you go

Your health, your money,

" Prior authorization required in a hospital setting.

IS

Retail health clinics: Low
copays and after-hours care

for minor health concerns.

For family coverage only—If one member on the policy meets the individual deductible, full benefits will begin for that member. That
member will not be able to contribute more than the individual deductible amount towards the family deductible. Once the family deductible
has been met, full benefits will be available to all members on the policy.

PCP visits: In most cases,
the lowest copays and the
best option for consistent,
quality care.

@ Generic drugs: Always
your lowest cost option;

some are no charge and
no deductible.

@ Caution: For the lowest
cost, always visit doctors who

- ) . . )
Specialty drugs must be obtained through mail order at CVS Specialty Pharmacy. are in-network.

To view participating pharmacies and find out how drugs are covered (e.g. generic vs. non-preferred brand) please visit carefirst.com/acarx.
Please note there are coverage limitations for using non-participating pharmacies.

“«

For family coverage only—When one family member meets the individual out-of-pocket maximum, their services will be covered at 100% up Caution—Emergency room:

e

~

to the allowed benefit. Each family member cannot contribute more than the individual out-of-pocket maximum amount. The family out-of-
pocket maximum must be met before the services for all remaining family members will be covered at 100% up to the allowed benefit.

For HMO plans: For in-network benefits, members must use LabCorp for laboratory services and freestanding facilities for diagnostic
services and X-rays.

For non-routine obstetrical care or complications of pregnancy, cost-sharing may apply.

See a summary of any plan and a glossary of common health insurance terms by visiting carefirst.com/ individual. Just enter your zip code,
gender and date of birth to view and compare plans. Look for the Summary of Benefits & Coverage and Uniform Glossary of Coverage &
Medical Terms links for each plan by clicking on the plan name and scrolling to the bottom of the box.

Questions? Ask your broker or call one of our product specialists at 410-356-8000 or toll-free at 800-544-8703 Monday-Friday, 8 a.m.- 6 p.m.

and Saturday, 8 a.m.- noon.

your decision

@ Caution: Services on a
hospital campus may incur a
separate hospital charge.

Highest out-of-pocket costs;
explore other options for
non-emergency care.



http://www.carefirst.com/acarx
http://www.carefirst.com/ individual

2021 WASHINGTON, D.C. POLICY FORM NUMBERS

BlueChoice HMO Standard Bronze $7,500
DC/CFBC/EXC/HMOVIEA (R. 1/20), DC/CFBC/DOL APPEAL
(R. 1/21), DC/CFBC/EXC/HMO/DOCS (R. 1/20), DC/CFBC/
EXC/2021 AMEND (1/21), DC/CFBC/EXC/HMO STD/BRZ
7500 (1/21), DC/CFBC/MEM/BLCRD (R. 6/18), DC/CFBC/
CD/AUTH AMEND/HMO (1/20), DC/CFBC/PT PROTECT
(9/10)

BluePreferred PPO Standard Bronze $7,250
DC/CF/EXC/BP/IEA (R. 1/20), DC/GHMSI/DOL APPEAL (R.
1/21), DC/CF/BP/EXC/DOCS (R. 1/20), DC/CFBC/EXC/2021
AMEND (1/21), DC/CF/EXC/BP STD/BRZ 7500 (1/21), DC/
CF/MEM/BLCRD (R. 6/18), DC/CF/ANCILLARY AMEND
(10/12), DC/CF/CD/AUTH AMEND PPO (1/20), DC/GHMSI/
HEALTH GUARANTEE 8/19, DC/CF/PT PROTECT (9/10)

BlueChoice HMO HSA Standard Bronze $6,350
DC/CFBC/EXC/HMOV/IEA (R. 1/20), DC/CFBC/DOL APPEAL
(R. 1/21), DC/CFBC/EXC/HMO/DOCS (R. 1/20), DC/CFBC/
EXC/2021 AMEND (1/21), DC/CFBC/EXC/HMO HSA STD/
BRZ 6350 (1/21), DC/CFBC/MEM/BLCRD (R. 6/18), DC/
CFBC/CD/AUTH AMEND/HMO (1/20), DC/CFBC/PT
PROTECT (9/10)

BluePreferred PPO HSA Standard Bronze $6,350
DC/CF/EXC/BP/IEA (R. 1/20), DC/GHMSI/DOL APPEAL (R.
1/21), DC/CF/BP/EXC/DOCS (R. 1/20), DC/CFBC/EXC/2021
AMEND (1/21), DC/CF/EXC/BP HSA STD/BRZ 6350 (1/21),
DC/CF/MEM/BLCRD (R. 6/18), DC/CF/ANCILLARY AMEND
(10/12), DC/CF/CD/AUTH AMEND PPO (1/20), DC/GHMSI/
HEALTH GUARANTEE 8/19, DC/CF/PT PROTECT (9/10)

BlueChoice HMO Standard Silver $4,000
DC/CFBC/EXC/HMOVIEA (R. 1/20), DC/CFBC/DOL APPEAL
(R. 1/21), DC/CFBC/EXC/HMO/DOCS (R. 1/20), DC/CFBC/
EXC/2021 AMEND (1/21), DC/CFBC/EXC/HMO STD/SIL
4000 (1/21), DC/CFBC/MEM/BLCRD (R. 6/18), DC/CFBC/
CD/AUTH AMEND/HMO (1/20), DC/CFBC/PT PROTECT
(9/10)

BluePreferred PPO Standard Silver $4,000
DC/CF/EXC/BP/IEA (R. 1/20), DC/GHMSI/DOL APPEAL (R.
1/21), DC/CF/BP/EXC/DOCS (R. 1/20), DC/CFBC/EXC/2021
AMEND (1/21), DC/CF/EXC/BP STD/SIL 4000 (1/21), DC/
CF/MEM/BLCRD (R. 6/18), DC/CF/ANCILLARY AMEND
(10/12), DC/CF/CD/AUTH AMEND PPO (1/20), DC/GHMSI/
HEALTH GUARANTEE 8/19, DC/CF/PT PROTECT (9/10)

BlueChoice HMO Standard Gold $500
DC/CFBC/EXC/HMOV/IEA (R. 1/20), DC/CFBC/DOL APPEAL
(R. 1/21), DC/CFBC/EXC/HMO/DOCS (R. 1/20), DC/CFBC/
EXC/2021 AMEND (1/21), DC/CFBC/EXC/HMO STD/GOLD
500 (1/21), DC/CFBC/MEM/BLCRD (R. 6/18), DC/CFBC/
CD/AUTH AMEND/HMO (1/20), DC/CFBC/PT PROTECT
(9/10)

BluePreferred PPO Standard Gold $500
DC/CF/EXC/BP/IEA (R. 1/20), DC/GHMSI/DOL APPEAL (R.
1/21), DC/CF/BP/EXC/DOCS (R. 1/20), DC/CFBC/EXC/2021
AMEND (1/21), DC/CF/EXC/BP STD/GOLD 500 (1/21), DC/
CF/MEM/BLCRD (R. 6/18), DC/CF/ANCILLARY AMEND
(10/12), DC/CF/CD/AUTH AMEND PPO (1/20), DC/GHMSI/
HEALTH GUARANTEE 8/19, DC/CF/PT PROTECT (9/10)

BlueChoice HMO HSA Gold $1,500
DC/CFBC/EXC/HMOVIEA (R. 1/20), DC/CFBC/DOL APPEAL
(R. 1/21), DC/CFBC/EXC/HMO/DOCS (R. 1/20), DC/CFBC/
EXC/2021 AMEND (1/21), DC/CFBC/EXC/HMO HSA/GOLD
1500 (1/21), DC/CFBC/MEM/BLCRD (R. 6/18), DC/CFBC/
CD/AUTH AMEND/HMO (1/20), DC/CFBC/PT PROTECT
(9/10)

BluePreferred PPO HSA Gold $1,500
DC/CF/EXC/BP/IEA (R. 1/20), DC/GHMSI/DOL APPEAL (R.
1/21), DC/CF/BP/EXC/DOCS (R. 1/20), DC/CFBC/EXC/2021
AMEND (1/21), DC/CF/EXC/BP HSA/GOLD 1500 (1/21),
DC/CF/MEM/BLCRD (R. 6/18), DC/CF/ANCILLARY AMEND
(10/12), DC/CF/CD/AUTH AMEND PPO (1/20), DC/GHMSI/
HEALTH GUARANTEE 8/19, DC/CF/PT PROTECT (9/10)

BlueChoice HMO Standard Platinum $0
DC/CFBC/EXC/HMOV/IEA (R. 1/20), DC/CFBC/DOL APPEAL
(R. 1/21), DC/CFBC/EXC/HMO/DOCS (R. 1/20), DC/CFBC/
EXC/2021 AMEND (1/21), DC/CFBC/EXC/HMO STD/PLAT
0(1/21), DC/CFBC/MEM/BLCRD (R. 6/18), DC/CFBC/CD/
AUTH AMEND/HMO (1/20), DC/CFBC/PT PROTECT (9/10)

BluePreferred PPO Standard Platinum $0
DC/CF/EXC/BP/IEA (R. 1/20), DC/GHMSI/DOL APPEAL (R.
1/21), DC/CF/BP/EXC/DOCS (R. 1/20), DC/CFBC/EXC/2021
AMEND (1/21), DC/CF/EXC/BP STD/PLAT 0 (1/21), DC/
CF/MEM/BLCRD (R. 6/18), DC/CF/ANCILLARY AMEND
(10/12), DC/CF/CD/AUTH AMEND PPO (1/20), DC/GHMSI/
HEALTH GUARANTEE 8/19, DC/CF/PT PROTECT (9/10)

BlueChoice HMO Young Adult $8,550
DC/CFBC/EXC/HMO/IEA (R. 1/20), DC/CFBC/DOL APPEAL
(R. 1/21), DC/CFBC/EXC/HMO/DOCS (R. 1/20), DC/CFBC/
EXC/2021 AMEND (1/21), DC/CFBC/EXC/HMO/ YA 8550
SOB (1/21), DC/CFBC/MEM/BLCRD (R. 6/18), DC/CFBC/
CD/AUTH AMEND/HMO (1/20), DC/CFBC/PT PROTECT
(9/10)

CarefFirst BlueCross BlueShield and CareFirst BlueChoice, Inc. comply with applicable federal civil rights laws and do not discriminate on the basis of race, color, national origin, age, disability, or sex.
ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingtistica. Llame al 855-258-6518

AR NMREEREEIRPX . B MREE

SRS EBIARTS - FBIE 855-258-6518

Not all services and procedures are covered by your benefits contract. This benefit summary is for comparison purposes only and does not create rights not given through the benefit plan.
The policies may have exclusions, limitations or terms under which the policy may be continued in force or discontinued. For costs and complete details of the coverage, call your insurance agent or CareFirst.

Carehrst

Family of health care plans

CareFirst BlueCross BlueShield is the business name of Group Hospitalization and Medical Services, Inc. CareFirst BlueCross BlueShield Community Health Plan District of Columbia is the
business name of Trusted Health Plan (District of Columbia), Inc. In the District of Columbia and Maryland, CareFirst MedPlus is the business name of First Care, Inc. In Virginia, CareFirst MedPlus
is the business name of First Care, Inc. of Maryland (used in VA by: First Care, Inc.). Group Hospitalization and Medical Services, Inc., Trusted Health Plan (District of Columbia, Inc.,
CareFirst BlueChoice, Inc., First Care, Inc., and The Dental Network, Inc. are independent licensees of the Blue Cross and Blue Shield Association. BLUE CROSS*®, BLUE SHIELD® and the
Cross and Shield Symbols are registered service marks of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.

CDS1218-1P (9/20)




Notice of Nondiscrimination and
Availability of Language Assistance Services

(UPDATED 8/5/19)

CareFirst BlueCross BlueShield, CareFirst BlueChoice, Inc., CareFirst Diversified Benefits and all of their
corporate affiliates (CareFirst) comply with applicable federal civil rights laws and do not discriminate on the
basis of race, color, national origin, age, disability or sex. CareFirst does not exclude people or treat them
differently because of race, color, national origin, age, disability or sex.

CareFirst:

Provides free aid 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)

Provides free language services to people whose primary language is not English, such as:
Qualified interpreters
Information written in other languages

If you need these services, please call 855-258-6518.

If you believe CareFirst 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 with our CareFirst Civil Rights
Coordinator by mail, fax or email. If you need help filing a grievance, our CareFirst Civil Rights Coordinator is
available to help you.

To file a grievance regarding a violation of federal civil rights, please contact the Civil Rights Coordinator
as indicated below. Please do not send payments, claims issues, or other documentation to this office.

Civil Rights Coordinator, Corporate Office of Civil Rights

Mailing Address P.O. Box 8894
Baltimore, Maryland 21224

Email Address civilrightscoordinator@carefirst.com
Telephone Number 410-528-7820
Fax Number 410-505-2011

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

800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc. CareFirst of Maryland, Inc.,
Group Hospitalization and Medical Services, Inc., CareFirst BlueChoice, Inc., The Dental Network and First Care, Inc. are independent licensees of the Blue Cross and

Blue Shield Association. In the District of Columbia and Maryland, CareFirst MedPlus is the business name of First Care, Inc. In Virginia, CareFirst MedPlus is the business
name of First Care, Inc. of Maryland (used in VA by: First Care, Inc.). The Blue Cross® and Blue Shield® and the Cross and Shield Symbols are registered service marks of the
Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.



Foreign Language Assistance

Attention (English): This notice contains information about your insurance coverage. It may contain key dates
and you may need to take action by certain deadlines. You have the right to get this information and assistance in
your language at no cost. Members should call the phone number on the back of their member identification card.
All others may call 855-258-6518 and wait through the dialogue until prompted to push 0. When an agent
answers, state the language you need and you will be connected to an interpreter.

A77¢5 (Amharic) 9100.9:- 2V T30+ AA 0vL7 147 avl% LHA: @O Y1-1807F 04+ ALXTLFO- 000 16T
AF% AATLTN ATHUT @47 PG+ ALH S FAN: &7 028 2997 T+ AG PATP9° D& P NETEP WM P99 T+ ooV AAP =
A0A NP hevd@¢p 0CeP (NHECA AL OLTMPAD: PAADN RTC aPLMA L FAN: AQA NAPT L£919° @L (dh &TC

855-258-6518 Lo-A®- 07 A9 5R'r AONLTICE &40 119157 ap P AANP:: W18 ONLA aPA0 LATP: PTLLATFT £
Pam-¢: NH.LPI® NHCATL IC £I1G5 (s

Edé Yoruba (Yoruba) Itétiléko: Akiyeési yii ni iwifun nipa is¢ adojtofo re. O le ni awon déeti patd o si le ni lti
gbé igbése ni awon 0jo gbédéke kan. O ni ¢tg lati gba iwifan yii ati iranlowd ni édeé re 16féé. Awon omo-egbé
gbddo pe nomba foonu t6 wa 1éyin kaadi idanimo won. Awon miran le pe 855-258-6518 ki o si dir6 nipas¢ ijiroro
titi a 6 fi so fun o lati te 0. Nigbati asoju kan ba dahun, so éde ti o fé a 6 si so ¢ po mo ogbufo kan.

Tiéng Viét (Vietnamese) Chu y: Thdng béo nay chira thong tin vé pham vi bao hiém cua quy vi. Théng bao c6 thé
chira nhitng ngay quan trong va quy vi cin hanh dong trede mot s6 thai han nhat dinh. Quy vi c6 quyén nhan
duoc thdng tin nay va hd trg bang ngdn ngit cua quy vi hoan toan mién phi. Cac thanh vién nén goi s6 dién thoai
& mat sau caa thé nhan dang. T4t ca nhitng nguoi khac cd thé goi s6 855-258-6518 va chd hét cude ddi thoai cho
dén khi dugc nhac nhan phim 0. Khi mot tong dai vién tra 10i, hdy néu rd ngdn ngir quy vi can va quy vi sé dugc
két ndi véi mot thong dich vién.

Tagalog (Tagalog) Atensyon: Ang abisong ito ay naglalaman ng impormasyon tungkol sa nasasaklawan ng iyong
insurance. Maaari itong maglaman ng mga pinakamahalagang petsa at maaaring kailangan mong gumawa ng
aksyon ayon sa ilang deadline. May karapatan ka na makuha ang impormasyong ito at tulong sa iyong sariling
wika nang walang gastos. Dapat tawagan ng mga Miyembro ang numero ng telepono na nasa likuran ng kanilang
identification card. Ang lahat ng iba ay maaaring tumawag sa 855-258-6518 at maghintay hanggang sa dulo ng
diyalogo hanggang sa diktahan na pindutin ang 0. Kapag sumagot ang ahente, sabihin ang wika na kailangan mo
at ikokonekta ka sa isang interpreter.

Espafiol (Spanish) Atencion: Este aviso contiene informacion sobre su cobertura de seguro. Es posible que
incluya fechas clave y que usted tenga que realizar alguna accion antes de ciertas fechas limite. Usted tiene
derecho a obtener esta informacién y asistencia en su idioma sin ningn costo. Los asegurados deben llamar al
namero de teléfono que se encuentra al reverso de su tarjeta de identificacion. Todos los demas pueden Ilamar al
855-258-6518 y esperar la grabacion hasta que se les indique que deben presionar 0. Cuando un agente de seguros
responda, indique el idioma que necesita y se le comunicara con un intérprete.

Pyccruii (Russian) Baumanue! Hacrosiiee yBeJoMIIeHUE COJIEPKUT HHOOPMAIIHIO O BallleM CTPaXOBOM
oOecriedeHun. B HeM MOTYT yKa3bIBaThCsl BaXKHBIE JaThl, H OT BAC MOXKET MOTPEOOBATHCS BHIITOIHUTH HEKOTOPEIE
JeWCTBUS IO OIIPENIeNICHHOro CpoKa. Bel nmeere npaBo OecryiaTHO MOTYYHTh HACTOSIINE CBEJCHUS U
COIYTCTBYIOIIYIO TIOMOIIb HA YI0OHOM BaM sI3bIKE. Y HaCTHUKAM CIIeyeT oOpamaTscs o Homepy Tesedona,
YKa3aHHOMY Ha THUIBHOW CTOpOHE MIeHTH(HUKAIIMOHHOM KapThl. Bee nmpoure aboHEHTHI MOTYT 3BOHUTH 110
HoMepy 855-258-6518 u oxuaTh, MOKa B rOJIOCOBOM MEHIO He OyJeT mpeuioxkeHo Haxats uupy «0». [lpu
OTBETE areHTa yKaKUTE JKEIaeMbIi SI3bIK OOIIEHHS, U BaC CBSKYT C IIEPEBOIIUKOM.



fe=gt (Hindi) €211 &: 38 Gl 7 3TTh! SiAT Thartol & aR # STy & 1S § | 81 Wehell & Toh SHH AT
TAfIaT T 3eor@ &1 3R 39 forw fFaT A TaT-HTAT & HIaR e FAT ST 81| TR Tg SATARRT
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Bdsio-wugu (Bassa) To Puii Cao! B nia ke ba nyo bé ké m gbo kpa b6 ni flia-fiia-tiin nyee jé dyi. B5 nia ke
bédé wé jéé bé bé th ké de wa m3 th ké nyuee nyu hwe bé wé béa ké zi. D md ni kpé bé th ké b nia ke ke gbo-
kpa-kpa m miee dyé dé ni bidi-wudu mi b¢ m ké se widi do pée. Kpood nys bé me da fliin-ndba nia dé waa
[.D. kdad dein nye. Nyo t3) séin me da ndba nia ke: 855-258-6518, ké m me fo tee b€ wa kée m gbo c& bé m ké
n>ba mda 0 kee dyi padain hwe. J jii ké nys do dyi t g3 jiiin, po wudu m m3 poe dyie, ké nys do mu 66 niin
b€ o ké ni wudud mu za.

Fra7 (Bengali) T FFA: A2 (AIH0T AT [ FOIES T O%F TQ@@ | 97 JE ST SN AF© MF

A fIE ST FE& AP TG e 2@ TMF| fKa7 480 9o SR 92 0% MeIF AR J2Te! T8IF
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Igbo (Igbo) Nrubama: Qkwa a nwere ozi gbasara mkpuchi nchekwa onwe gi. O nwere ike inwe ubochi ndi di
mkpa, i nwere ike ime ihe tupu ufodu ubochi njedebe. I nwere ikike inweta ozi na enyemaka a n’asusu gi na
akwughi ugwo o bula. Ndi otu kwesiri ikpo akara ekwenti di n’azu nke kaadi njirimara ha. Ndi ¢zo niile nwere
ike ikpo 855-258-6518 wee chere ububo ahu ruo mgbe amanyere ipi 0. Mgbe onye nnochite anya zara, kwuo
asusu i choro, a ga-ejiko gi na onye okowa okwu.

Deutsch (German) Achtung: Diese Mitteilung enthalt Informationen tber lhren Versicherungsschutz. Sie kann
wichtige Termine beinhalten, und Sie missen gegebenenfalls innerhalb bestimmter Fristen reagieren. Sie haben
das Recht, diese Informationen und weitere Unterstiitzung kostenlos in lhrer Sprache zu erhalten. Als Mitglied
verwenden Sie bitte die auf der Riickseite Ihrer Karte angegebene Telefonnummer. Alle anderen Personen rufen
bitte die Nummer 855-258-6518 an und warten auf die Aufforderung, die Taste 0 zu driicken. Geben Sie dem
Mitarbeiter die gewiinschte Sprache an, damit er Sie mit einem Dolmetscher verbinden kann.

Francais (French) Attention: cet avis contient des informations sur votre couverture d'assurance. Des dates
importantes peuvent y figurer et il se peut que vous deviez entreprendre des démarches avant certaines échéances.
Vous avez le droit d'obtenir gratuitement ces informations et de I'aide dans votre langue. Les membres doivent
appeler le numéro de téléphone figurant a I'arriére de leur carte d'identification. Tous les autres peuvent appeler le
855-258-6518 et, aprés avoir écouté le message, appuyer sur le 0 lorsqu'ils seront invités a le faire. Lorsqu'un(e)
employé(e) répondra, indiquez la langue que vous souhaitez et vous serez mis(e) en relation avec un interpreéte.
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Diné Bizaad (Navajo) Ge’: Dii bee it hane’igii bii” dahdld bee éédahdzin béeso ach’aah naanil
nik’ist’i’igii ba. Bii’ dahold¢ doo iiyisii yoolkaaligii d6d t'aadoo le’é ddadoolyjjligii da
yokeedgo t'aa doo bee e’e’aahi &jiil’{jjh. Bee na ahddt’i’ dii bee it hane’ d66

nikd’adoowot t'aa ninizaad bee t’aa jiik’é. Atah danilinigii béésh bee hane’é bee wétta’igii
nitfizgo bee nee hodolzinigii bikéédéé’ bikaa’ bich’j” hodoonihji’. Aad66 naanata’ éi kojj’
dahddoolnih 855-258-6518 d46 vyii diitts’jjt yatti’igii t’'aa niléijj 44ddo éi bikéé’dédé naasbaas
bit adidiilchit. Akd’anidaalwd’igii neidiitddgo, saad bee yanitt'i‘igii yii diikit d66 ata’ halne’é
I3 nika’adoolwot.





