Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2027 - 12/31/2027
DePaul University: BCO HSA Plan Coverage for: Individual/Family | Plan Type: BCO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-800-458-6024 or at
www.bcbsil.com. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other
underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbe-glossary/ or call 1-855-756-4448 to request a copy.

Important Questions ~ |Answers | Why This Matters:

For Tier 1:
What s the overall Eg,rola(_)’\zr;?%?#all$4,000 Family Generally, you must pay all of the costs from providers up to the deductible amount
deductible? $2 000 Individual/$4.000 Famil before this plan begins to pay. If you have other family members on the policy, the
- For Out-of-Network: y overall family deductible must be met before the plan begins to pay.

$4,000 Individual/$8,000 Family

This plan covers some items and services even if you haven't yet met the deductible
amount. But a copayment or coinsurance may apply. For example, this plan covers
certain preventive services without cost sharing and before you meet your deductible.
See a list of covered preventive services at
www.healthcare.gov/coverage/preventive-care-benefits/.

Are there services
covered before you meet
your deductible?

Yes. Certain preventive care are covered
before you meet your deductible.

Are there other
deductibles for specific | No.
services?

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

For Tier 1:
$3,000 Individual/$6,000 Family

What is the out-of- (T T e

The out-of-pocket limit is the most you could pay in a year for covered services.

pocket limit for this $3,000 Individual/$6,000 Family If you have other family members in this plan, the overall family out-of-pocket limit must
plan? For Out-of-Network: DI

$6,000 Individual/$12,000 Family
What is not included in | Premiums, balance-billing charges, and health
the out-of-pocket limit? | care this plan doesn’t cover.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.

You pay the least if you use a provider in Blue Choice Options or a provider in-network.
You will pay the most if you use an out-of-network provider, and you might receive a bill
Will you pay less if you | Yes. See www.bcbsil.com or call from a provider for the difference between the provider’s charge and what your plan
use a network provider? | 1-800-458-6024 for a list of network providers. | pays (balance billing). Be aware, your network provider might use an out-of-network
provider for some services (such as lab work). Check with your provider before you get
Services.

Do you need a referral to
see a specialist?

=

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

What You Will Pa '

Blue Choice Options In-Network Out-of-Network
Network Provider . Provider
Provider

(You will pay the (You will pay more) (You will pay the

Common
Medical Event

Limitations, Exceptions, & Other
Important Information

Services You May Need

If you visit a health
care provider’s office
or clinic

Primary care visit to treat

Least)

most)

an injury or illness 20% coinsurance 20% coinsurance 40% coinsurance | None
Specialist visit 20% coinsurance 20% coinsurance 40% coinsurance | None

Preventive
care/screening/immunizat
ion

No Charge;

deductible does not

apply

No Charge;
deductible does not

apply

40% coinsurance

You may have to pay for services that
aren’t preventive. Ask your provider if
the services needed are preventive.
Then check what your plan will pay
for.

If you have a test

Diagnostic test (x-ray,
blood work)

20% coinsurance

20% coinsurance

40% coinsurance

Imaging (CT/PET scans,
MRIs)

20% coinsurance

20% coinsurance

40% coinsurance

Prior authorization may be required;
see your benefit booklet* for details.

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com
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What You Will Pa

Blue Choice Options In-Network Out-of-Network Limitations, Exceptions, & Other

Common

Medical Event Services You May Need Network Provider Provider

(You will pay the (You \Il:v:;l)\s:;;ore) (You will pay the Important Information

34-day supply at Retail

90-day supply at Mail Order

Payment of the difference between
the cost of a brand name drug and a
generic may be required if a generic
drug is available.

For Out-of-Network drug provider, you

20% coinsurance/ 20% coinsurance/ o are responsible for 25% of the eligible
prescription (retail) prescription (retail) 20% coinsurance/ t after th i
Generic druas $25 copay/ $25 copay/ prescription (retail); | @Mount atter the copayment or
g prescription (mail prescription (mail order); | deductible does not | coINSUrance. _ _
order); deductible does | deductible does not apply Certain individual preventive services
not apply apply will be covered with no cost to the
If you need drugs to member. For a full list of these
treat your illness or prescriptions and/or services, please
condition contact Customer Service.
: . Retail 34-day supply
AR |n'for'mat‘|jon gl $10 minimum/$100 maximum.
ztl;?litgpg?snav;tillgble Certain drugs require approval before
SARCIANE they will be covered.
at 30% coinsurance/ 30% coinsurance/ :
www.bcbsil.com/prescri prescription (retail) prescription (retail) 30% coinsurance/ ggg:z gﬂgglg :E I\R/Izti?g)rd or
ption-drugsimanagind- | preferred brand drugs $60 copay/ %60 copay/ prescription (retail) | perai’34-day supply
prescriptions/drug-lists prescription (mail prescription (mail order); | deductible does not e .
order); deductible does | deductible does not appl $10 minimum/$125 maximu.
not apbly— aply PPl See above (refer to Generic drugs).
35% coinsurance/ 35% coinsurance/ :
prescription (retail) prescription (retail) 35% coinsurance/ Sg:g:y gﬂpp:y :t I\R/Iztifu(l)rd or
Non-preferred brand $100 copay/ $100 copay/ prescription (retail); Retaily3 4_55 ysu |
drugs prescription (mail prescription (mail order); | deductible does not $10 minimur¥1 /$1p5%ymaximum
ggc:%rg);pcli;ductlble does ggglt;cnble does not apply See above (refer to Generic drugs).
20%/30%/35% 20%/30%/35% Specialty drug coverage based on
coinsurance/ coinsurance/ group policy.
Specialty drugs prescription (retail); prescription (retail); Not Covered Prior authorization may be required.
deductible does not deductible does not Specialty retail limited to a 30-day
apply apply supply.

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com Page 3 of 8
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Common
Medical Event

Services You May Need

In-Network

Provider

(You will pay more)

What You Will Pa

Blue Choice Options
Network Provider
(You will pay the

Out-of-Network

Provider

(You will pay the

Limitations, Exceptions, & Other
Important Information

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital
stay

If you need mental
health, behavioral
health, or substance
abuse services

If you are pregnant

Facility fee (e.g.,
ambulatory surgery
center)

Physician/surgeon fees

Emergency room care

Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital
room)

Physician/surgeon fees

Outpatient services
Inpatient services

Office visits

Childbirth/delivery
professional services

Childbirth/delivery facility
services

20% coinsurance

20% coinsurance

Facility Charges:
20% coinsurance

ER Physician Charges:

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance
20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

Facility Charges:
20% coinsurance

ER Physician Charges:

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

40% coinsurance

40% coinsurance

Facility Charges:
20% coinsurance
ER Physician
Charges:

20% coinsurance

20% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

Prior authorization may be required;
see your benefit booklet* for details.

None

None

Prior authorization may be required
for non-emergency transportation; see
your benefit booklet* for details.

None

Prior authorization required. See your
benefit booklet* for details.

None

Prior authorization may be required;
see your benefit booklet* for details.

Prior authorization required.

Cost sharing does not apply for
preventive services. Depending on

40% coinsurance

40% coinsurance

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

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

None
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Common
Medical Event

Services You May Need

~What You Will Pa :

Blue Choice Options
Network Provider
(You will pay the

In-Network

Provider

(You will pay more)

Out-of-Network

Provider

(You will pay the

Limitations, Exceptions, & Other
Important Information

If you need help
recovering or have
other special health
needs

Home health care

Least)

20% coinsurance

20% coinsurance

most)

40% coinsurance

Prior authorization may be required.

Rehabilitation services

20% coinsurance

20% coinsurance

40% coinsurance

Habilitation services

20% coinsurance

20% coinsurance

40% coinsurance

Limited to 60 visits combined per
calendar year for occupational
therapy, speech therapy and physical
therapy. Prior authorization may be
required.

Skilled nursing care

20% coinsurance

20% coinsurance

40% coinsurance

Prior authorization may be required.

Durable medical

20% coinsurance

20% coinsurance

40% coinsurance

Benefits are limited to items used to
serve a medical purpose. Durable
Medical Equipment benefits are

If your child needs
dental or eye care

equipment provided for both purchase and rental
equipment (up to the purchase price).
Prior authorization may be required.

Hospice services 20% coinsurance 20% coinsurance 40% coinsurance | Prior authorization may be required.

Children’s eye exam Not Covered Not Covered Not Covered None

Children’s glasses Not Covered Not Covered Not Covered None

Children’s dental Not Covered Not Covered Not Covered None

check-up

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com
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Excluded services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Long-term care
e Non-emergency care when traveling outside the U.S e Routine foot care
e Routine eye care (Adult) o Weight loss programs

e Abortion
e Dental care (Adult)
e Hearing aids

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

e Chiropractic care (Chiropractic and Osteopathic
e Acupuncture manipulation limited to 60 visits per calendar year)
e Bariatric surgery e Cosmetic surgery (only for correcting congenital
deformities or conditions resulting from accidental injuries,
scars, tumors, or diseases)

e Private-duty nursing
o Infertility treatment

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: the plan at 1-800-458-6024, U.S. Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform, or Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323
x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Blue Cross and Blue Shield of lllinois at 1-800-458-6024 or visit www.bcbsil.com, or contact the U.S. Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or visit www.dol.gov/ebsa/healthreform. Additionally, a consumer assistance program can help you file your appeal.
Contact the lllinois Department of Insurance at (877) 527-9431 or visit http:/insurance.illinois.gov.

Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

Spanish (Espariol): Para obtener asistencia en Espafiol, llame al 1-800-458-6024.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-458-6024.

Chinese (FX): INRFERXHIFLR, BHRITX 1S3 1-800-458-6024.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-458-6024.

Pennsylvania Dutch (Deitsch): Fer Hilf griege in Deitsch, rufuff 1-800-458-6024.

Samoan (Gagana Samoa): Mo se fesoasoani i le Gagana Samoa, vala'au mai i le numera telefoni 1-800-458-6024.
Carolinian (Kapasal Falawasch): ngere aukke ghut alillis reel kapasal Falawasch au fafaingi tilifon ye 1-800-458-6024.
Chamorro (Chamoru): Para un ma ayuda gi finu Chamoru, &'gang 1-800-458-6024.

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

Page 7 of 8


http://www.dol.gov/ebsa/healthreform
http://www.cciio.cms.gov/
http://www.healthcare.gov/
http://www.bcbsil.com/
http://www.dol.gov/ebsa/healthreform
http://insurance.illinois.gov/

About these Coverage Examples:

o
'." A o
' "-

O g

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of

costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of Blue Choice Options network pre-
natal care and a hospital delivery)

Managing Joe’s Type 2 Diabetes
(a year of routine Blue Choice Options network
care of a well-controlled condition)

Mia’s Simple Fracture
(Blue Choice Options network emergency
room visit and follow up care)

B The plan’s overall deductible $2,000
M Specialist coinsurance 20%
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

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

Deductibles $2,000

Copayments $0

Coinsurance $1,000

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $3,060

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

B The plan’s overall deductible $2,000
B Specialist coinsurance 20%
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

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

Deductibles $2,000

Copayments $0

Coinsurance $900

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $2,920

M The plan’s overall deductible $2,000
M Specialist coinsurance 20%
m Hospital (facility) coinsurance 20%
M Other coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $2,000
Copayments $0
Coinsurance $200
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,200
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BlueCross BlueShield of lllinois

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company

MNMon-Discriminmnation Motice

Health Care Coverage Is Important Eor Everyone

Wife do not discriminate on the basis of race, color, national origin (inclading limited English knowledge
amnd first language), agse, disability, or sex (as understood in the applicable regulation). We prowvide
people with disabilities with reasonable modificaticons and free communication aids to allow for
effective commMmunication with us. We alsc prowvide free language assistance services to people whosae
first languages is not English.

To receive reascnable modifications, communication aids or language assistance free of charge, pleasse
call us at 855-710-5954.

If yvou beliews vwe hawe failed to prowvide a service, or think we hawve discriminated in another vway, wouw can
file a griewvance withi:

Office of Ciwvil Rights Coordinator Flhome: E55-004-7270 (wvoicermail)

Artn: Office of Chvil Rights Coordinator T/ TDD: 855-051-5965

200 E. Randolph St., 25th Floor Fa=: 255-051-2960

Chicago, IL S0801 Ernail: civilrightscoordinator@bcb=sil.corm

YWou can file a grievance by mail, fax or email. If you need help filing a grievance, pleass call the toll-free
phomne number listed on the back of your ID card (TTY: 71150

Wou may file a civil rights complaint with the US Departument of Health and Human Services, Office for
Ciwil Rights, at:

US Dept of Health 2 Human Services Phone: 200-Z6E-101%2

200 Independence fAocvenue SW T TDD: S00-537-7a97

Roorm 509F, HHH Building Complaint Portal:

Washingoomn, T2 20201 ocrportal.hh=s. gowv/ocr/smartscreen/main . jst

Complaint Forms:
hHhs.gow/ civil-rightsfiling-a-complaint/index. htrl

This notice is awailable on our website at becbhsil.comdflegal-and-privacy/mnon-discriminaticon-motice

ATTENTION: IT you speak another language. free language assistance services are available to you.
Appropriate auxiliary aids and serwvices to prowide information in accessible formats are also available

free of charge. Call 855-F10-6984 (TTy: F11) or speak 1o your prowider.

ATEMNCIGOM: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia
Ezpafiod limgldiistica. Tambkiémn estan disponibles de forma gratuita ayuda v servicios auxiliares
Spanish apropiados para proporcionar informacidn en formatos accesibles. Llame al 855-710-
6924 (TTY: 711} o hable con su proveedor.
. S| Al A i Slai g i leas (Mo a0 LS E el 3 el Bl Wl s, ST G pEhd g el Al oSS TS 1T me s
o e B e e LI S e S e e g e
Arabric il adhe AV oz W (TTY: 7113 B55-710-5954
www.bcbsil.com IL1557_ENG_20250410

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



BlueCross BlueShield of lllinois

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company

o S SR IEAR c s, PR EE S B P SR R T ShBh ER Fr - FR DA S B PR B aS B0 WS R T F N
P %%1 LA ESsR i im e, Fieh 855-F10-56984 { arad 145 7110 S $5i05E O 0E SHE 8
ATTEMTIOM : 58 wours parler Frangais, des services d assistance linguistique gratusts Somt & wobre
Francas disposition. Des aides et services auxiliaires appropridss powur fournir des informatons damns des formats
Fremnch accessibles sont édgalement disponibles gratuitement. Appelez le BES-FI10-G9828 (TT7Y : 711) ou parlez
& wotrne fowrnisseur.
SCHTIUMG: “Wenn Sie Deutsch sprechen. stehen lhmem Eostenlose Sprachassistenzdienste zwr
Ceuvtsch Werfigung. Entsprechendes Hilfzmitbel und Dienstbe 2ur Bersitstellung von Infarmationen imn
(Serrman barrierefreien Formaten stehen ebenfalls kostenlos zur Verfogung Rufen Sie B55-71 06984 [TT¥:=
F11) an ocder sprechen Sie mit Threrm Prowvider.
_ e w%.— ol 3L SRl slletol EL Al JS H't:-u.glia{ T T=T) LR ML G ekl B,
g’:.‘_"a"f'éﬁ 2= =1 4 F sl el S STUELeE stalzg sl aulE L yFl ws o e Aol ul.g{ (=TT
1 Guer) % 855-F10-6984 (TTy: F11) w2 Soa 521 s 2lell AL WELL 2LEL el 521
e = F- gie g Ta= shaa 8. 9 anrgds fag ey Jeran #ang I9er=l St &1 oy U=l
Hindi H ArraeTi uan @ & fove sogas werass wrae aftw Sanl o ft Fraress aaers @1 855-710-6984
(TTw: 711} 9% Tlcl oS O -39 Aol o = @10
italiaros ATTEMZIOKME: s parli Raliano, somo disponibill servizl di assistenza limguistica gratuitic Sonc imodbre
li disponibili gratwitamente ausili & servizi ausiliars adeguati per formire informaziomi in formati accessibil.
Italian Chiarma I'BESS-F10-G224 (tty: F11) o parla con il tee fornibore,
- = 0 F2 a0 8 AMESHAl=s A5 5= ¢ X8 My 8 0| 2% = g U Cl Ol2 P T
Helo= Hw @ MHEdss HESEw = T AU AMH 2 222 HE2EUCH 855-710-
Karean GORATTY: 71120 = = TS LE A4 H]| == 7 2 2 80| 2 oSl A2
SHOOH: Diné bes yanilti'Tgogo, saad bee and’'awo” bee Aka’anida’awo’it"aa jiikeh
Chirmds na hdlg. Bee ahil hane'go bee nida’anishi t"aa akodaat'@higii dod bee ;
- . aka“anida’™wo’'i ako bee baa hane’i bee hadadilyaa bich’)” ahoot 17igii i t"aa jiik'eh
awa o hald., Kohj]” 855-710-58884 (TTY: 711 hodiilnih doodago nika analbwo'i bich "
hanidziik .
L N SR T A L e U A L E e P T S B e e L, PO WL LT R R B L = LIEE
| il T GG BSS-FLO-698 4 o le s L iitle o Jgwga Ol it o i  lE (Sla FB o wosleSillat Sl (5T wamlie
Fars W I s T L L PP I Ty e [FT11
Polski WA G 8 Osoby medwigoe po polsku mogg skorzystac z bezplatnej pomocy jeryvkowe)]. Dodatkowwe
Palish pomoce i ushugl zapewnajace informacie w dostepnych form atach 3 rdwmie: dostepne bezpiatnae.
SRS Zadrwsror pod numer SE55-F10-89E4 (TTY: F11L) lub poroazmavwia) 2e sweoim dostawweg.
_ BHHMMAHME: Ecni B NOBCRHTES HE PYWOCHHAMA, B3 M gOCTYNMHE GECnmaTHEBE WO AU kRO S0 MO0 00 0 H .
PR H CooTeeTCTEYHLLH & BONCAMOraTENbMH B & CREqcTES M PCayrH NS Mpec-CTasme B e GO e e
Russian LUSCTY MTHBE DDA ATAE TAHHE NPSaOCTAaaNAKTCA SecnaaTH o, MozaormnTe Mo Tensdgony E55-710-6984
(TTY:=FT11} nm oSpaTMTece K CEROEMY MCCTaBLAKY WAy,
PAALASLA: Eung magsasalita ka ng Tagalog., magagamit mo amg mega hhbreng serbisyong tulong =a wwika.
Taga |l::|g hMagaganit din nang libre ang mga Nnaaangkop na auxiBary na tulong at serbesyo upang maghigay g
Tagalog IMEPormasyon 5a mga Nnaa-access na format. Tumawag sa B5S5S-F10-86984 (TTY: 711)] o makipag-usag
& iyvyong pravider.
pa_h el g e el B M Ly s e asalais (St aode (Rl o B T ad e mp Shar paut ool 81 fes g
3l S S L (FTAITTY) S55-FI10-G98 oy o laies woadha | gr wslaiss ol 2hiel Oplee epeaalon o8 F 5 5 mal e
Lhrcihu . B ears |
) LLFLS ¥ P& ban ndi tibng Wist, chang 18 cung cap midén phi cac dich vy hd tro egdn mgdr.
Wit Cac hd tro dich vu phia hop A& cung cdp théng tin theo cac dinh dang d8 tidp can cang duwoc
Wietna messe cung cap mien phi. Wui kbng goi theo BES-F1-53824 (Mguwdi Khiuy tat: 7113 hodic trac dbi
wiri mgurdi cung cap dich wu cda ban.
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Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association



