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Thanks for choosing UnitedHealthcare

This brochure highlights some of the features of the University of Miami Student Health Insurance Plan for Policy
Number 2025-203591-1, which is underwritten by UnitedHealthcare Insurance Company. The Master Policy is on

file with the Policyholder and contains the provisions, limitations, exclusions, and qualifications of the insurance
benefits, some of which may not be included in this brochure. The Master Policy is the contract and will govern and
control the payment of benefits. To download the University of Miami Student Health Certificate, please go to uhcsr.
com/miami, which contains additional essential information about the policy along with a description of coverage,
including benefits, exclusions, any reductions and limitations, and the terms under which the coverage may remain
in force.

Student Health Service

The University of Miami Student Health Insurance Plan is designed to provide you with excellent care while keeping
your out-of-pocket costs low. This plan works best when used alongside Student Health Services.

To get the most out of your benefits, start your care at Student Health Services where all medical services are
covered 100%. Appointments can be scheduled at MyUHealthChart.com. Please visit miami.edu/student-health for
further information.

After-Hours Care

Student Health Service also offers an after-hours line. You can
reach the on-call provider at 1-305-284-9100. For medical
emergencies, when you're off-campus or when Student Health
Service is closed, you can seek care from any doctor in the
UnitedHealthcare Network by calling UnitedHealthcare Student
Resources (UHCSR) Customer Service at 1-833-931-0533 or by

visiting uhcsr.com/miami and simply clicking on “Find Medical HOW tO get YOlll‘
Provider” and you’ll be guided to enter our criteria to locate J

your preferred healthcare provider. msurance ID Cal‘d
The Counseling Center To download or print your
Counseling and mental health services, including psychiatric insurance ID card, visit uhcsr.
care, are provided by the University of Miami Counseling com/miami and sign in to your
Center. The initial step for students seeking services is to have My Account.

a brief assessment via an appointment or on a walk-in basis.
You may also access your

Need an appointment or more information? Please call 1-305- electronic ID card via the UHCSR

284-5511. mobile app, available on both

Google Play and the Apple App.

Waiver/Opt Out —

All Domestic undergraduate students actively enrolled in six or
more credit hours and Domestic graduate students with full-
time enroliment status per semester, will be charged the annual
student health insurance unless proof of comparable coverage
to waive this insurance requirement is submitted through

!
the waiver portal. All International students regardless of ,_
credit hours, are required to be enrolled in the Student Health
Insurance Plan unless Embassy sponsored. Eligible students are n
automatically charged the insurance premium along with their
tuition fees. !

For more information, please visit miami.edu/student-health.
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Coverage dates, rates and eligibility

Coverage for all insured students and eligible dependents will become effective at 12:01 a.m. on the Coverage
Start Date indicated below and terminate at 11:59 p.m. on the Coverage End Date indicated. Coverage for insured
dependents terminates in accordance with the Termination Provisions described in the Certificate of Coverage.

Student coverage

Student Eligibility:

All Domestic undergraduate students actively enrolled in 6 or more credit hours per semester or considered full time
(ina program requiring documentation of health insurance coverage), must purchase the student health insurance
unless they show proof of comparable coverage to waive the insurance charge. All International students, regardless
of credit hours, are required to be insured on the plan unless Embassy sponsored.

Students must actively attend classes for at least the first 31 days (unless an official medical withdrawal has been
approved by the Student Health Service) after the date for which coverage is purchased. Non-degree seeking,
non-credit courses, certificate programs, online or weekend only programs or courses do not fulfill the eligibility
requirements.

Coverage period Coverage start date Coverage end date “

Annual 8/15/2025 8/14/2026 $4,230
Fall 8/15/2025 1/4/2026 $1,699
Spring/Summer 1/5/2026 8/14/2026 $2,609
Summer 5/10/2026 8/14/2026 $1,169
Intl LLM 8/1/2025 6/30/2026 $4,022
Intl LLM Fall 8/1/2025 12/31/2025 $1,814
Intl LLM Spring 1/1/2026 6/30/2026 $2,137




Dependent coverage

Dependent Eligibility:

Enrolled students may also insure their eligible dependents at the time the student is first able to enroll in the plan
(within 14 days of the start of the policy). Eligible dependents are the student’s legal spouse and dependent children
under 26 years of age. Students who enroll for a qualifying life event do not have the option to enroll dependents
until the following academic year. Current students also have the option of enrolling their newborn or adopted child
as a qualifying life event if enrollment is within thirty-one (31) days of the date of birth or adoption. Enrollments must
be for the same coverage period as that of the enrolled student.

To enroll dependents, please sign in to your My Account.

Dependent/Spouse/Child Rates
e e Coverage start date | Coverage end date Spouse + Child

Annual 8/15/2025 8/14/2026 $4,230 $8,434
Fall 8/15/2025 1/4/2026 $1,699 $3,372
Spring/Summer 1/5/2026 8/14/2026 $2,609 $5,192
Summer 5/10/2026 8/14/2026 $1,169 $2,312
Intl LLM 8/1/2025 6/30/2026 $4,022 $8,018
Intl LLM Fall 8/1/2025 12/31/2025 $1,814 $3,602
Intl LLM Spring 1/1/2026 6/30/2026 $2,137 $4,248




Important notes

Benefits for newborn infant, adopted or foster child
Newborn infant:

All health insurance benefits applicable for children will be payable with respect to a child born to the Named Insured
or Dependents after the Effective Date and while the coverage is in force, from the moment of birth. However, with
respect to a newborn infant of a Dependent other than the Insured Person’s spouse, the coverage for the newborn
infant terminates 18 months after the birth of the newborn infant. The coverage for newborn infant consists of
coverage for Injury or Sickness including necessary care and treatment of medically diagnosed congenital defects,
birth abnormalities, or prematurity, and transportation cost of the newborn to and from the nearest available facility
appropriately staffed and equipped to treat the newborn’s condition, when such transportation is certified by the
attending Physician as necessary to protect the health and safety of the newborn infant. The coverage of such
transportation may not exceed the Allowed Amount.

The Insured may notify the Company, in writing of the birth of the child not less than 30 days after the birth. If
timely notice is given, the Company may not charge an additional premium for coverage of the newborn infant for
the duration of the notice period. If timely notice is not given, the Company may charge the applicable additional
premium from the date of birth. The Company will not deny coverage for a child due to failure to timely notify the
Company of the child.

Adopted or foster child:

The Named Insured’s adopted child or foster child will be covered to the same extent as other Dependents from the
moment of placement in the residence of the Named Insured. In the case of a newborn adopted child, coverage
begins at the moment of birth and applies as for a newborn infant defined above if a written agreement to adopt
such child has been entered into by the Named Insured prior to the birth of the child whether or not the agreement
is enforceable. However, coverage will not continue to be provided for an adopted child who is not ultimately placed
in the Named Insured’s residence. The Insured may notify the Company, in writing, of the adopted or foster child not
less than 30 days after placement or adoption If timely notice is given, the Company may not charge an additional
premium for coverage of such child for the duration of the notice period. If timely notice is not given, the Company
may charge the applicable additional premium from the date of adoption or placement. The Company will not deny
coverage for a child due to failure to timely notify the Company of such child.

Benefits will also be provided for a foster child or other child placed in court-ordered temporary or other custody of
the Insured from the moment of placement.

Mid-Year Changes/Qualified Life Event

Students may apply to add the University of Miami Student Health Insurance Plan in the middle of the year -

for themselves or their newborn, adopted child or foster child when experiencing Qualifying Events. Specific
circumstances that may qualify for a change in your insurance enrollment status in the middle of a plan year (but are
not limited to):

+ Loss of existing health insurance coverage (e.g., aging off parents’ coverage, parent/spouse terminating a job)
+ Need to add dependent coverage due to the birth of a child/adopted children

You must contact UHCSR to request the enroliment form within 31 days of the life-changing event or circumstance.
Please call customer service at 1-833-931-0533 or email studenthealth@miami.edu for further assistance.



Medicare eligibility

You are not eligible to enroll in the student health insurance plan if you have Medicare at the time of enrollment in
this student plan. This plan does not provide coverage for people who have Medicare.

If an Insured Person obtains Medicare after the Insured Person is covered under the Master Policy, the Insured
Person’s coverage will not end due to obtaining Medicare.

As used here, “has Medicare” means that an individual is entitled to benefits under Part A (receiving free Part A) or
enrolled in Part B or Premium Part A.

Termination

Withdrawal from classes (leave of absence)

If you withdraw from classes under a school-approved leave of absence, your coverage will remain in force through
the end of the period for which payment has been paid. No premium will be refunded. Refunds of premiums are
allowed only upon entry into the armed forces.

Withdrawal from classes (other than leave of absence)

If you withdraw from classes within 31 days after the policy effective date, you will be considered ineligible for
coverage. Students must actively attend classes for at least the first 31 days (unless an official medical withdrawal
has been approved by the Student Health Service) after the date for which coverage is purchased.

If you withdraw from classes more than 31 days after the policy's start date, your coverage will continue until the end
of the period for which you have paid the premium. Refunds for premiums will not be issued.

If you withdraw from classes to join the armed forces of any country, your coverage will terminate on the date of your
enlistment. We will provide a pro-rated refund of your premium.

In-network provider network

Preferred Provider Benefits apply to Covered Medical Expenses that are provided by a Preferred Provider. If a
Preferred Provider is not available in the Network Area, benefits will be paid for Covered Medical Expenses provided
by an Out-of-Network Provider at the Preferred Provider Benefit level. “Network area” means the 50 mile radius
around the local school campus the Named Insured is attending.

You should establish a relationship with a doctor who knows your health history and goals, helping to coordinate
your care. Choosing the right provider can help you maximize your savings and reduce out-of-pocket costs. To find a
provider, you can use the UHCSR mobile app, visit uhcsr.com/miami, or call Customer Service at 1-800-767-0700.

Pre-admission notification

UnitedHealthcare should be notified of all Hospital Confinements prior to admission.

1. PRE-NOTIFICATION OF MEDICAL NON-EMERGENCY HOSPITALIZATIONS: The patient, Physician or Hospital
should telephone 1-877-295-0720 at least five working days prior to the planned admission.

2. NOTIFICATION OF MEDICAL EMERGENCY ADMISSIONS: The patient, patient’s representative, Physician or
Hospital should telephone 1-877-295-0720 within two working days of the admission to provide notification of
any admission due to Medical Emergency.

UnitedHealthcare is open for Pre-Admission Notification calls from 8:00 a.m. to 6:00 p.m. C.ST, Monday through

Friday. Calls may be left on the Customer Service Department’s voice mail after hours by calling 1-877-295-0720.

IMPORTANT: Failure to follow the notification procedures will not affect benefits otherwise payable under the
Policy; however, pre-notification is not a guarantee that benefits will be paid.



Benefits

Coordination of Benefits (COB)

If you have health coverage under multiple plans, we will collaborate with your other plan(s) to determine the
payment responsibilities of each. This process is known as Coordination of Benefits. You can find a detailed
explanation of the COB provision in the Certificate available on uhcsr.com/miami.

Description of Benefits

This document provides a summary of the benefits available under the student health insurance plan. The plan has
certain exclusions and limitations on coverage amounts. While this summary highlights key features of the plan,
additional important details are outlined in the Certificate. For the complete plan description, please refer to the
Certificate available at uhcsr.com. The Policy provides benefits for the Covered Medical Expenses incurred by an
Insured Person for loss due to a covered Injury or Sickness.

Select Care Providers

+ University of Miami Hospital
+ Anne Bates Leach Eye Hospital
+ University of Miami Hospital & Clinics Sylvester Comprehensive Cancer Center
+ Sylvester Comprehensive Cancer Center
+ Lennar Walgreens

Benefits Select Provider Benefits Preferred Provider Out-of—Networ.k Provider
Benefits Benefits

Overall Plan Maximum There is no Overall Maximum Dollar Limit (Per Insured Person, Per Policy Year)

Plan Deductible $300 (Per Insured Person, $300 (Per Insured Person, $750 (Per Insured Person,
Per Policy Year) Per Policy Year) Per Policy Year)

$5,500 (Per Insured $5,500 (Per Insured $6,000 (Per Insured
Person, Per Policy Year) Person, Per Policy Year) Person, Per Policy Year)
$11,000 (For all Insureds in $11,000 (For all Insureds in

a Family, Per Policy Year) a Family, Per Policy Year)

Out-of-Pocket Maximum

After the Out-of-Pocket Maximum
has been satisfied, Covered Medical
Expenses will be paid at 100% for
the remainder of the Policy Year
subject to any applicable benefit
maximums. Refer to the plan
certificate for details about how the
Out-of-Pocket Maximum applies.

Coinsurance
All benefits are subject to

satisfaction of the Deductible,
specific benefit limitations,
maximums and Copays as described

in the plan certificate.

Inpatient

90% of Allowed Amount
except as noted below

Student pays: 10%
Company pays: 90%

Select Provider Benefits

70% of Allowed Amount
except as noted below

Student pays: 30%
Company pays: 70%

Preferred Provider
Benefits

60% of Allowed Amount
except as noted below

Student pays: 40%
Company pays: 60%

Out-of-Network Provider
Benefits

Room and Board Expense

Inpatient:
90% of Allowed Amount
after Deductible

Inpatient:
70% of Allowed Amount
after Deductible

Inpatient:
60% of Allowed Amount
after Deductible

Intensive Care

90% of Allowed Amount
after Deductible

70% of Allowed Amount
after Deductible

60% of Allowed Amount
after Deductible

Hospital Miscellaneous Expenses

Inpatient:
90% of Allowed Amount
after Deductible

Inpatient:
70% of Allowed Amount
after Deductible

Inpatient:
60% of Allowed Amount
after Deductible




Out-of-Network Provider
Benefits

Preferred Provider

Select Provider Benefits .
Benefits

Inpatient

Routine Newborn Care

90% of Allowed Amount
not subject to Deductible

70% of Allowed Amount
not subject to Deductible

60% of Allowed Amount
not subject to Deductible

Surgery
If two or more procedures
are performed through the

Inpatient:
90% of Allowed Amount
after Deductible

Inpatient:
70% of Allowed Amount
after Deductible

Inpatient:
60% of Allowed Amount
after Deductible

same incision or in immediate
succession at the same operative
session, the maximum amount
paid will not exceed 50% of the
second procedure and 50% of all
subsequent procedures.

70% of Allowed Amount
after Deductible

90% of Allowed Amount
after Deductible

60% of Allowed Amount
after Deductible

Assistant Surgeon Fees

If two or more procedures

are performed through the

same incision or in immediate
succession at the same operative
session, the maximum amount
paid will not exceed 50% of the
second procedure and 50% of all

subsequent procedures.

Anesthetist Services

90% of Allowed Amount
after Deductible

70% of Allowed Amount
after Deductible

60% of Allowed Amount
after Deductible

Registered Nurse's Services

90% of Allowed Amount
after Deductible

70% of Allowed Amount
after Deductible

60% of Allowed Amount
after Deductible

Physician's Visits

100% of Allowed Amount
not subject to Deductible

$40 Copay per visit
100% of Allowed Amount
after Deductible

60% of Allowed Amount
after Deductible

Pre-admission Testing

Payable within 7 working days prior

to admission.

Outpatient

90% of Allowed Amount
after Deductible

Select Provider Benefits

70% of Allowed Amount
after Deductible

Preferred Provider
Benefits

60% of Allowed Amount
after Deductible

Out-of-Network Provider

Surgery
If two or more procedures
are performed through the

same incision or in immediate
succession at the same operative
session, the maximum amount
paid will not exceed 50% of the
second procedure and 50% of all

subsequent procedures.

Inpatient:
90% of Allowed Amount
after Deductible

Outpatient:
90% of Allowed Amount
after Deductible

Inpatient:
70% of Allowed Amount
after Deductible

Outpatient:
70% of Allowed Amount
after Deductible

Benefits

Inpatient:
60% of Allowed Amount
after Deductible

Outpatient:
60% of Allowed Amount
after Deductible

Day Surgery Miscellaneous

Outpatient:
90% of Allowed Amount
after Deductible

70% of Allowed Amount
after Deductible

Outpatient:
60% of Allowed Amount
after Deductible

Assistant Surgeon Fees
If two or more procedures
are performed through the

90% of Allowed Amount
after Deductible

70% of Allowed Amount
after Deductible

60% of Allowed Amount
after Deductible

same incision or in immediate
succession at the same operative
session, the maximum amount
paid will not exceed 50% of the
second procedure and 50% of all
subsequent procedures.

70% of Allowed Amount
after Deductible

90% of Allowed Amount
after Deductible

60% of Allowed Amount
after Deductible

Anesthetist Services




Outpatient

Select Provider Benefits

Preferred Provider
Benefits

Out-of-Network Provider
Benefits

Physician's Visits

100% of Allowed Amount
not subject to Deductible

$40 Copay per visit
100% of Allowed Amount
after Deductible

60% of Allowed Amount
after Deductible

Physiotherapy

Review of Medical Necessity will be
performed after 12 visits per Injury
or Sickness.

See also Benefits for Cleft Lip and
Cleft Palate in the Certificate.

$20 Copay per visit
100% of Allowed Amount
after Deductible

$20 Copay per visit
100% of Allowed Amount
after Deductible

Outpatient office visits:
60% of Allowed Amount
after Deductible

Medical Emergency Expenses
The Copay will be waived if admitted
to the Hospital.

$200 Copay per visit

100% of Allowed Amount
after Deductible

The Copay will be waived if
admitted to the Hospital

$200 Copay per visit

100% of Allowed Amount
after Deductible

The Copay will be waived if
admitted to the Hospital

$200 Copay per visit

100% of Allowed Amount
after Deductible

The Copay will be waived if
admitted to the Hospital

Diagnostic X-ray Services

$50 Copay per visit
100% of Allowed Amount
not subject to Deductible

$50 Copay per visit
100% of Allowed Amount
not subject to Deductible

60% of Allowed Amount
after Deductible

Radiation Therapy

90% of Allowed Amount
after Deductible

70% of Allowed Amount
after Deductible

Allowed Amount
after Deductible

Laboratory Procedures

$50 Copay per visit
100% of Allowed Amount
not subject to Deductible

$50 Copay per visit
100% of Allowed Amount
not subject to Deductible

60% of Allowed Amount
after Deductible

Tests & Procedures 90% of Allowed Amount 70% of Allowed Amount 60% of Allowed Amount
after Deductible after Deductible after Deductible

Injections 90% of Allowed Amount 70% of Allowed Amount 60% of Allowed Amount
after Deductible after Deductible after Deductible

Chemotherapy 90% of Allowed Amount 70% of Allowed Amount 60% of Allowed Amount

after Deductible

after Deductible

after Deductible




Select Provider Benefits

Preferred Provider
Benefits

Out-of-Network Provider
Benefits

Prescription Drugs

*See UHCP Prescription Drug
Benefit Rider for additional
information in the Certificate.

*Lennar Walgreens is a Select
Provider:

University of Miami - Lennar Center
5555 PONCE DE LEON BLVD

Coral Gables, FL 33146

$10 Copay per prescription
Tierl

$35 Copay per prescription
Tier2

$70 Copay per prescription
Tier3

up to a 30-day supply per
prescription

not subject to Deductible

*UnitedHealthcare
Pharmacy (UHCP), Retail
Network Pharmacy

$20 Copay per prescription
Tierl

$45 Copay per prescription
Tier 2

$85 Copay per prescription
Tier3

$150 Copay per
prescription for Specialty
drugs

up to a 30-day supply per
prescription

not subject to Deductible

When Specialty
Prescription Drugs are
dispensed at a Non-
Preferred Specialty
Network Pharmacy, the
Insured is required to pay 2
times the retail Copay (up
to 50% of the Prescription
Drug Charge).

UHCP Mail Order Network
Pharmacy or Preferred

90 Day Retail Network
Pharmacy at 2 times the
retail Copay up to a 90-day
supply

$45 Copay per prescription
generic drug

$85 Copay per prescription
brand-name drug

100% of billed charge

up to a 30-day supply per
prescription

not subject to Deductible

Ambulance Services

$200 Copay per visit
100% of Allowed Amount
after Deductible

$200 Copay per visit
100% of Allowed Amount
after Deductible

$200 Copay per visit
100% of Allowed Amount
after Deductible

Durable Medical Equipment

90% of Allowed Amount
after Deductible

70% of Allowed Amount
after Deductible

60% of Allowed Amount
after Deductible

Consultant Physician Fees

100% of Allowed Amount
not subject to Deductible

$40 Copay per visit
100% of Allowed Amount
after Deductible

60% of Allowed Amount
after Deductible

Dental Treatment
Benefits paid on Injury to Sound,
Natural Teeth only.

Not available

Allowed Amount
after Deductible

Allowed Amount
after Deductible

Dental Treatment

Benefits paid for removal of
impacted wisdom teeth only.

See Section 8 Dental Benefits in the
Certificate.

Not available

70% of Allowed Amount
after Deductible

60% of Allowed Amount
after Deductible

Maternity

Paid as any other Sickness

Paid as any other Sickness

Paid as any other Sickness

Complications of Pregnancy

Paid as any other Sickness

Paid as any other Sickness

Paid as any other Sickness
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Select Provider Benefits

Preferred Provider

Out-of-Network Provider

Mental Iliness Treatment

Inpatient:
90% of Allowed Amount
after Deductible

Outpatient office visits:
100% of Allowed Amount
Not subject to Deductible

All other outpatient
services, except Medical
Emergency Services and
Prescription Drugs:

100% of Allowed Amount
Not subject to Deductible

Benefits

Inpatient:
70% of Allowed Amount
after Deductible

Outpatient office visits:
$20 Copay per visit
100% of Allowed Amount
after Deductible

All other outpatient
services, except Medical
Emergency Services and
Prescription Drugs:

100% of Allowed Amount
Not subject to Deductible

Benefits

Inpatient:
60% of Allowed Amount
after Deductible

Outpatient office visits:
60% of Allowed Amount
after Deductible

All other outpatient
services, except Medical
Emergency Services and
Prescription Drugs:

60% of Allowed Amount
after Deductible

Substance Use Disorder Treatment

Inpatient:
90% of Allowed Amount
after Deductible

Outpatient office visits:
100% of Allowed Amount
Not subject to Deductible

All other outpatient
services, except Medical
Emergency Services and
Prescription Drugs:

100% of Allowed Amount
Not subject to Deductible

Inpatient:
70% of Allowed Amount
after Deductible

Outpatient office visits:
$20 Copay per visit
100% of Allowed Amount
after Deductible

All other outpatient
services, except Medical
Emergency Services and
Prescription Drugs:

100% of Allowed Amount
Not subject to Deductible

Inpatient:
60% of Allowed Amount
after Deductible

Outpatient office visits:
60% of Allowed Amount
after Deductible

All other outpatient
services, except Medical
Emergency Services and
Prescription Drugs:

60% of Allowed Amount
after Deductible

Preventive Care Services

No Deductible, Copays, or
Coinsurance will be applied when
the services are received from a
Preferred Provider. Please visit
https;/www.healthcare.gov/
preventive-care-benefits/ for a
complete list of services provided
for specific age and risk groups.

100% of Allowed Amount

100% of Allowed Amount

60% of Allowed Amount
after Deductible

Reconstructive Breast Surgery
Following Mastectomy

See Benefits for Mastectomies,
Prosthetic Devices and
Reconstructive Surgery in the
Certificate.

Paid as any other Sickness

Paid as any other Sickness

Paid as any other Sickness

Diabetes Services
See Benefits for Diabetes in the
Certificate.

Paid as any other Sickness

Paid as any other Sickness

Paid as any other Sickness

High Cost Procedures

90% of Allowed Amount
after Deductible

70% of Allowed Amount
after Deductible

60% of Allowed Amount
after Deductible

Home Health Care
60 visits maximum per Policy Year.

90% of Allowed Amount
after Deductible

70% of Allowed Amount
after Deductible

60% of Allowed Amount
after Deductible

Hospice Care

90% of Allowed Amount
after Deductible

70% of Allowed Amount
after Deductible

60% of Allowed Amount
after Deductible

Inpatient Rehabilitation Facility

Inpatient:
90% of Allowed Amount
after Deductible

Inpatient:
70% of Allowed Amount
after Deductible

Inpatient:
60% of Allowed Amount
after Deductible
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Select Provider Benefits

Preferred Provider

Out-of-Network Provider

Skilled Nursing Facility
60 days maximum per Policy Year.

90% of Allowed Amount
after Deductible

Benefits

70% of Allowed Amount
after Deductible

Benefits

60% of Allowed Amount
after Deductible

Urgent Care Center

$50 Copay per visit
100% of Allowed Amount
after Deductible

$50 Copay per visit
100% of Allowed Amount
after Deductible

60% of Allowed Amount
after Deductible

Hospital Outpatient Facility or
Clinic

Outpatient office visits:
100% of Allowed Amount
Not subject to Deductible

All other outpatient
services, except Medical
Emergency Services and
Prescription Drugs:

100% of Allowed Amount
Not subject to Deductible

Outpatient office visits:
$20 Copay per visit
100% of Allowed Amount
after Deductible

All other outpatient
services, except Medical
Emergency Services and
Prescription Drugs:

100% of Allowed Amount
Not subject to Deductible

Outpatient office visits:
60% of Allowed Amount
after Deductible

All other outpatient
services, except Medical
Emergency Services and
Prescription Drugs:

60% of Allowed Amount
after Deductible

Approved Clinical Trials

Paid as any other Sickness

Paid as any other Sickness

Paid as any other Sickness

Transplantation Services

Paid as any other Sickness

Paid as any other Sickness

Paid as any other Sickness

Pediatric Dental and Vision
Services

See the Certificate for
Pediatric Dental and Vision
Services benefits

See the Certificate for
Pediatric Dental and Vision
Services benefits

See the Certificate for
Pediatric Dental and Vision
Services benefits

Allergy injections
Treatment performed at a
physician’s or specialist office.

100% of Allowed Amount
not subject to Deductible

100% of Allowed Amount
after Deductible

60% of Allowed Amount
after Deductible

Voluntary sterilization for males

Paid as any other Sickness

Paid as any other Sickness

Paid as any other Sickness

Surgical, hormone replacement
therapy, and counseling treatment

Paid as any other Sickness

Paid as any other Sickness

Paid as any other Sickness

Adult Vision Care

Limited to covered persons age

19 and over. Benefits limited to

1 routine vision exam (including
refraction) per Policy Year Eye
Examinations covered only at
Student Health Service-designated
facility for one visit annually at a $20
Copayment.

$20 Copay per visit
100% of Allowed Amount
not subject to Deductible

No Benefits

No Benefits

Routine physical exam
Limited to 1 visit per Policy Year.

100% of Allowed Amount
not subject to Deductible

100% of Allowed Amount
not subject to Deductible

60% of Allowed Amount
after Deductible

Routine gynecological exams
(including Pap smears and cytology
tests) performed at a physician’s,
obstetrician (OB), gynecologist
(GYN) or OB/GYN office

Limited to 1 visit per Policy Year.

100% of Allowed Amount
not subject to Deductible

100% of Allowed Amount
not subject to Deductible

60% of Allowed Amount
after Deductible

Travel and Lodging Expenses
Related to Transplantion Services.

$50 per night/insured

$50 per night/companion
$10,000 lifetime maximum
per transplant

$50 per night/insured

$50 per night/companion
$10,000 lifetime maximum
per transplant

$50 per night/insured

$50 per night/companion
$10,000 lifetime maximum
per transplant
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Exclusions and limitations

Please review the Certificate and the attached riders at uhcsr.com/miami for a full explanation of benefits, exclusions,
and limitations that may apply.

No benefits will be paid for: a) loss or expense caused by, hearing defects and hearing loss. "Hearing defects" means
contributed to, or resulting from; or b) treatment, services or any physical defect of the ear which does or can impair
supplies for, at, or related to any of the following: normal hearing, apart from the disease process.

1. Acupuncture. This exclusion does not apply to:

+ Hearing defects or hearing loss as a result of a Congenital

2. Behavioral problems. Conceptual handicap. Developmental R - ;
Condition, infection or Injury.

delay or disorder or mental retardation. Learning

disabilities. Milieu therapy. Parent-child problems. + Benefits for Cleft Lip and Cleft Palate.

This exclusion does not apply to benefits specifically + Benefits for Child Health Assurance.

provided in the Policy. - Benefits for Newborn Infant, Adopted or Foster Child.
3. Cosmetic procedures, except as specifically provided in the - Benefits specifically provided in the Policy.

Policy or reconstructive procedures to: 10. Hypnosis.

+ Correct an Injury or treat a Sickness for which benefits
are otherwise payable under the Policy. The primary result
of the procedure is not a changed or improved physical
appearance

11. Injury or Sickness for which benefits are paid under any
Workers' Compensation or Occupational Disease Law or
Act, or similar legislation.

12.Injury sustained by reason of a motor vehicle accident to
the extent that benefits are paid or payable by any other
valid and collectible insurance.

+ .Correct deformity caused by birth defects or growth
defects.

4. Custodial Care.
+ Care provided in: rest homes, health resorts, homes for

the aged, halfway houses, college infirmaries or places
mainly for domiciliary or Custodial Care.

13. Investigational services.
14.Lipectomy.

15. Participation in a riot or civil disorder. Commission of or

. . attempt to commit a felony
- Extended care in treatment or substance abuse facilities

for domiciliary or Custodial Care. 16. Prescription Drugs, services or supplies as follows:

+ Therapeutic devices or appliances, including: hypodermic
needles, syringes, support garments and other non-

medical substances, regardless of intended use, except as
+ As specifically provided in the Schedule of Benefits. specifically provided in the Policy.

This exclusion does not apply to benefits specifically
provided in Pediatric Dental Services.

5. Dental treatment, except:
+ For accidental Injury to Sound, Natural Teeth.

+ Immunization agents, except as specifically provided in

the Policy.
6. Elective Surgery or Elective Treatment, except cosmetic

surgery made necessary as the result of a covered Injury or
to correct a disorder of a normal bodily function.

+ Drugs labeled, “Caution - limited by federal law to
investigational use” or experimental drugs.

+ Products used for cosmetic purposes.

7. Foot care for the following:
9 + Drugs used to treat or cure baldness. Anabolic steroids

+ Flat foot conditions. used for body building.

* Supportive devices for the foot. + Anorectics - drugs used for the purpose of weight control.

* Subluxations of the foot. + Fertility agents or sexual enhancement drugs.

- Fallen arches.

* Weak feet. + Refills in excess of the number specified or dispensed
» Chronic foot strain. after one (1) year of date of the prescription.
* Routine foot care including the care, cutting and removal 17 Reproductive services for the following:
of corns, calluses, toenails, and bunions (except capsular
or bone surgery).
This exclusion does not apply to preventive foot care due
to conditions associated with metabolic, neurologic, or
peripheral vascular disease.

« Growth hormones.

+ Procreative counseling.
+ Genetic counseling and genetic testing.

+ Cryopreservation of reproductive materials. Storage of
reproductive materials.

8. Health spa or similar facilities. Strengthening programs. - Fertility tests.

9. Hearing examinations. Hearing aids. Other treatment for * Premarital examinations.
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+ Impotence, organic or otherwise.
+ Reversal of sterilization procedures

18.Research or examinations relating to research studies,
or any treatment for which the patient or the patient’s
representative must sign an informed consent document
identifying the treatment in which the patientis to
participate as a research study or clinical research study,
except as specifically provided in the Policy.

19. Routine eye examinations. Eye refractions. Eyeglasses.
Contact lenses. Prescriptions or fitting of eyeglasses or
contact lenses. Vision correction surgery. Treatment for
visual defects and problems.

This exclusion does not apply as follows:

+ When due to a covered Injury or disease process.

+ To Physician services, soft lenses or sclera shells for the
treatment of aphakic patients.

+ Toinitial glasses or contact lenses following cataract
surgery.

+ To benefits specifically provided in Pediatric Vision
Services.

+ To benefits specifically provided in Benefits for Newborn
Infant, Adopted or Foster Child.

+ To benefits specifically provided in Benefits for Child
Health Assurance.

+ To benefits specifically provided in the Policy.

20.Services provided normally without charge by the Health
Service of the Policyholder. Services covered or provided by
the student health fee.

21. Speech therapy, except as specifically provided in Benefits
for Cleft Lip and Cleft Palate or except as specifically
provided in the Policy. Naturopathic services.

22.Stand-alone multi-disciplinary smoking cessation
programs. These are programs that usually include health
care providers specializing in smoking cessation and may
include a psychologist, social worker or other licensed or
certified professional.

23.Supplies, except as specifically provided in the Policy.

24.Surgical breast reduction, breast augmentation, breast
implants or breast prosthetic devices, or gynecomastia,
except as specifically provided in the Policy.

25.Treatment in a Government hospital, unless there is a legal
obligation for the Insured Person to pay for such treatment.

26.War or any act of war, declared or undeclared; or while in the
armed forces of any country (a pro-rata premium will be
refunded upon request for such period not covered).

27. Weight management. Weight reduction. Nutrition
programs. Treatment for obesity (except morbid obesity).
Surgery for removal of excess skin or fat. This exclusion
does not apply to benefits specifically provided in the
Policy.

14

Additional Exclusions

In addition to the Exclusions and Limitations shown in the
Certificate of Coverage, the following Exclusions apply:

1. Coverage for Prescription Drug Products for the amount
dispensed (days' supply or quantity limit) which exceeds the
supply limit.

2. Coverage for Prescription Drug Products for the amount
dispensed (days’ supply or quantity limit) which is less than
the minimum supply limit.

3. Prescription Drug Products dispensed outside the United
States, except as required for a Medical Emergency.

4. Drugs which are prescribed, dispensed or intended for use
during an Inpatient stay.

5. Prescription Drug Products furnished by the local, state
or federal government. Any Prescription Drug Product to
the extent payment or benefits are provided or available
from the local, state or federal government (for example,
Medicare) whether or not payment or benefits are received,
except as otherwise provided by law.

6. Prescription Drug products for any condition, Injury,
Sickness or Mental Iliness arising out of, or in the course
of, employment for which benefits are available under any
workers’ compensation law or other similar laws, whether
or not a claim for such benefits is made or payment or
benefits are received.

7. Apharmaceutical product for which benefits are provided
in the Certificate of Coverage.

8. General vitamins, except the following, which require a
Prescription Order or Refill:

+ Prenatal vitamins.
+ Vitamins with fluoride.
+ Single entity vitamins.
9. Certain unit dose packaging or repackagers of Prescription
Drug Products.

10. Medications used for cosmetic or convenience purposes.

11. Prescription Drug Products, including New Prescription
Drug Products or new dosage forms, that the Company
determines do not meet the definition of a Covered
Medical Expense.

12. Certain New Prescription Drug Products and/or new dosage
forms until the date they are reviewed and placed on a tier
by the Company’s PDL Management Committee.

13. Compounded drugs that do not contain at least one
ingredient that has been approved by the U.S. Food and
Drug Administration (FDA) and requires a Prescription
Order or Refill. Compounded drugs that contain a non-
FDA approved bulk chemical. Compounded drugs that are
available as a similar commercially available Prescription
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15.

16.

17.

18.
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Drug Product. (Compounded drugs that contain at least
one ingredient that requires a Prescription Order or Refill
are placed on Tier-3))

Drugs available over-the-counter that do not require a
Prescription Order or Refill by federal or state law before
being dispensed, unless the Company has designated the
over-the-counter medication as eligible for coverage as if
it were a Prescription Drug Product and it is obtained with
a Prescription Order or Refill from a Physician. Prescription
Drug Products that are available in over-the-counter form
or made up of components that are available in over-
the-counter form or equivalent. Certain Prescription
Drug Products that the Company has determined are
Therapeutically Equivalent to an over-the-counter drug or
supplement. Such determinations may be made up to six
times during a calendar year. The Company may decide
atany time to reinstate benefits for a Prescription Drug
Product that was previously excluded under this provision.

Any product for which the primary use is a source of
nutrition, nutritional supplements, or dietary management
of disease, and prescription medical food products, even
when used for the treatment of Sickness or Injury, except as
required by state mandate.

A Prescription Drug Product that contains (an) active
ingredient(s) available in and Therapeutically Equivalent
to another covered Prescription Drug Product. Such
determinations may be made up to six times during a
calendar year, and the Company may decide at any time
to reinstate benefits for a Prescription Drug that was
previously excluded under this provision.

A Prescription Drug Product that contains (an) active
ingredient(s) which is (are) a modified version of and
Therapeutically Equivalent to another covered Prescription
Drug Product. Such determinations may be made up to six
times during a calendar year, and the Company may decide
atany time to reinstate benefits for a Prescription Drug that
was previously excluded under this provision.

Certain Prescription Drug Products for which there are
Therapeutically Equivalent alternatives available, unless
otherwise required by law or approved by the Company.
Such determinations may be made up to six times during

a calendar year, and the Company may decide at any
time to reinstate benefits for a Prescription Drug that was
previously excluded under this provision.

19. A Prescription Drug Product with either:
+ An approved biosimilar.

+ Abiosimilar and Therapeutically Equivalent to another
covered Prescription Drug Product.
For the purpose of this exclusion a “biosimilar” is a
biological Prescription Drug Product approved based on
both of the following:

« Itis highly similar to a reference product (a biological
Prescription Drug Product).

+ It has no clinically meaningful differences in terms of
safety and effectiveness from the reference product.
Such determinations may be made up to six times during
a calendar year. The Company may decide at any time
to reinstate benefits for a Prescription Drug that was
previously excluded under this provision.

20.Prescription Drug Products as a replacement for a
previously dispensed Prescription Drug Product that was
lost, stolen, broken or destroyed.

21. Durable medical equipment, including certain insulin
pumps and related supplies for the management and
treatment of diabetes, for which benefits are provided
in the Policy. Prescribed and non-prescribed outpatient
supplies. This does not apply to diabetic supplies and
inhaler spacers specifically stated as covered.

22.Diagnostic kits and products, including associated services.

23. Publicly available software applications and/or monitors
that may be available with or without a Prescription Order
or Refill.

24.Certain Prescription Drug Products that are FDA approved
as a package with a device or application, including smart
package sensors and/or embedded drug sensors. This
exclusion does not apply to a device or application that
assists the Insured Person with the administration of a
Prescription Drug Product.

25.A Prescription Drug Product that contains marijuana,
including medical marijuana.



Pediatric Dental Exclusions

Except as may be specifically provided in the rider for Pediatric
Dental Services of Section 2 in the Certificate: Benefits for
Covered Dental Services, benefits are not provided under this
rider for the following:

1. Any Dental Service or Procedure not listed as a Covered
Dental Service in this rider in Section 2: Benefits for Covered
Dental Services.

2. Dental Services that are not Necessary.

o

Hospitalization or other facility charges.

4. Any Dental Procedure performed solely for cosmetic/
aesthetic reasons. (Cosmetic procedures are those
procedures that improve physical appearance.)

5. Reconstructive surgery, regardless of whether or not
the surgery is incidental to a dental disease, Injury, or
Congenital Condition, when the primary purpose is to
improve physiological functioning of the involved part of
the body.

6. Any Dental Procedure not directly associated with dental
disease.

7. Any Dental Procedure not performed in a dental setting.

8. Procedures that are considered to be Experimental
or Investigational or Unproven Services. This includes
pharmacological regimens not accepted by the American
Dental Association (ADA) Council on Dental Therapeutics.
The fact that an Experimental, or Investigational or
Unproven Service, treatment, device or pharmacological
regimen is the only available treatment for a particular
condition will not result in benefits if the procedure is
considered to be Experimental or Investigational or
Unproven Service in the treatment of that particular
condition.

9. Drugs/medications, received with or without a prescription,
unless they are dispensed and utilized in the dental office
during the patient visit.

10. Setting of facial bony fractures and any treatment
associated with the dislocation of facial skeletal hard tissue.

11. Treatment of benign neoplasms, cysts, or other pathology
involving benign lesions, except excisional removal.
Treatment of malignant neoplasms or Congenital
Conditions of hard or soft tissue, including excision.

12. Replacement of complete dentures, fixed and removable
partial dentures or crowns and implants, implant crowns
and prosthesis if damage or breakage was directly
related to provider error. This type of replacement is the
responsibility of the Dental Provider. If replacement is
Necessary because of patient non-compliance, the patient
is liable for the cost of replacement.

13. Services related to the temporomandibular joint
(TMJ), either bilateral or unilateral. Upper and lower
jaw bone surgery (including surgery related to the
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temporomandibular joint). Orthognathic surgery, jaw
alignment, and treatment for the temporomandibular joint.

14. Charges for not keeping a scheduled appointment without
giving the dental office 24 hours notice.

15. Expenses for Dental Procedures begun prior to the Insured
Person becoming enrolled for coverage provided through
this rider to the Policy.

16. Dental Services otherwise covered under the Policy, but
rendered after the date individual coverage under the
Policy terminates, including Dental Services for dental
conditions arising prior to the date individual coverage
under the Policy terminates.

17. Services rendered by a provider with the same legal
residence as the Insured Person or who is a member of the
Insured Person’s family, including spouse, brother, sister,
parent or child.

18. Foreign Services are not covered unless required for a
Dental Emergency.

19. Fixed or removable prosthodontic restoration procedures
for complete oral rehabilitation or reconstruction.

20.Procedures related to the reconstruction of a patient's
correct vertical dimension of occlusion (VDO).

21. Billing for incision and drainage if the involved abscessed
tooth is removed on the same date of service.

22.Placement of fixed partial dentures solely for the purpose
of achieving periodontal stability.

23. Acupuncture; acupressure and other forms of alternative
treatment, whether or not used as anesthesia.

24.0rthodontic coverage does not include the installation of a
space maintainer, any treatment related to treatment of the
temporomandibular joint, any surgical procedure to correct
a malocclusion, replacement of lost or broken retainers
and/or habit appliances, and any fixed or removable
interceptive orthodontic appliances previously submitted
for payment under the Policy.



Prior authorization

The cost of medications is increasing, making it essential that members receive the correct clinical care, including
the right medication, in order to ensure both efficacy and safety.

Sy

With the UnitedHealthcare® Prior authorization programs Helps promote safe and effective
Prior Authorization program, the impact 40% of total drug costs, medication use and save on
member must meet specific but only 5% of all claims. pharmacy costs.

clinical requirements before
a medication is approved for
coverage.

Our prior authorization program is designed and managed by a team of highly skilled clinical pharmacists, under the
direction of the UnitedHealthcare National Pharmacy & Therapeutics Committee, who are comprised of specialists
in various therapeutic areas. This program is based on credible clinical practice guidelines, FDA-approved product
labeling, published clinical research, and feedback from experienced healthcare professionals.

This rigorous, evidence-based review ensures that coverage is based on approved or proven use of medications and
includes:
+ Diagnosis
+ Dose and duration
+ Genetic testing as appropriate
Other clinical information

Includes notification and medical necessity

Notification

J The provider must obtain the necessary diagnosis information in order to determine if the
prescription meets the plan benefit coverage and is compliant with the U.S. Food and Drug
Administration (FDA) guidelines for medication and diagnosis.

Medical necessity

including:
+ Is the medication clinically appropriate?
+ Isthe medication appropriate for the diagnosis?

. Specific conditions must be met for a medication to be deemed medically necessary,

17



Step therapy

Many medical conditions have various drugs available for treatment, but prices of these drugs can differ
significantly. Step therapy helps get the needed treatment while potentially saving money. We strongly advise you to
talk to your doctor about different treatment and medication options.

Here's how step therapy works

o You get a prescription.

9 The step therapy program requires you to try Step 1 drugs before Step 2 drugs

can be covered. What are Step 1
@® If Step 1 drugs do not meet your needs, or if your doctor recommends and Step 2 drugs?
continuing with Step 2 drugs, your doctors must obtain a prior authorization Step 1 drugs usually
(PA) from us for coverage. cost less and are
@ 1f the PAis approved, you can keep filling your prescription as usual. If the PA clinically appropriate
is not approved, you may have to pay the full cost of the drug(s). The amount and effective to treat
you pay for the drug(s) will not count toward any deductible or out-of-pocket the same conditions

limits you may have. as Step 2drugs.

Right to request an exclusion exception

When a Prescription Drug Product is excluded from coverage, the Insured Person or the Insured’s representative
may request an exception to gain access to the excluded Prescription Drug Product. To make a request, contact
the Company in writing or call 1-800-767-0700. The Company will notify the Insured Person of the Company’s
determination within 72 hours.

Please note, if the request for an exception is approved, the Insured may be responsible for paying the applicable
Copayment and/or Coinsurance based on the Prescription Drug Product tier placement, or at the highest tier as
described in the Schedule of Benefits.

Urgent requests

If the Insured Person’s request requires immediate action and a delay could significantly increase the risk to the
Insured Person’s health, or the ability to regain maximum function, call the Company as soon as possible. The
Company will provide a written or electronic determination within 24 hours.

External reviews

If the Insured Person is not satisfied with the Company’s determination of the exclusion exception request,

the Insured Person may be entitled to request an external review. The Insured Person or the Insured Person’s
representative may request an external review by sending a written request to the Company at the address set out
in the determination letter or by calling 1-800-767-0700. The Independent Review Organization (IRO) will notify the
Insured Person of the determination within 72 hours.

Expedited external review

If the Insured Person is not satisfied with the Company’s determination of the exclusion exception request and it
involves an urgent situation, the Insured Person or the Insured’s representative may request an expedited external
review by calling 1-800-767-0700 or by sending a written request to the address set out in the determination letter.
The IRO will notify the Insured Person of the determination within 24 hours.
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Additional assistance services

How to access assistance and evacuation services
Assistance and Evacuation Services are available 24 hours a day, 7 days a week, 365 days a year.

To access services, please refer to the phone number on the back of the Insured Person’s ID Card or access My
Account at www.uhcsr.com/MyAccount and select Value Added Benefits: Global Emergency Services.

When calling the Emergency Response Center, the caller should be prepared to provide the following information:

+ Caller’s name, telephone and (if possible) fax number, and relationship to the Insured Person.

+ Insured Person’s name, age, sex, and ID Number as listed on the Insured Person’s Medical ID card.

+ Description of the Insured Person’s condition.

+ Name, location, and telephone number of hospital, if applicable.

+ Name and telephone number of the attending physician.

+ Information on where the physician can be immediately reached.
If the condition is a medical emergency, the Insured Person should go immediately to the nearest physician or
hospital without delay and then contact the 24-hour Emergency Response Center.

All medical expenses related to hospitalization and treatment costs incurred should be submitted to the Company
for consideration at the address located in the “How to File a Claim for Injury and Sickness Benefits” section of the
Certificate of Coverage and are subject to all Policy benefits, provisions, limitations, and exclusions.

QueSthHS? For any questions, please call Customer Service at 1-800-767-0700

United UNIVERSITY
Healthcare L) ‘ OF MIAMI

© 2025 United HealthCare Services, Inc. All Rights Reserved. The written materials contained in this document are a confidential property of UnitedHealth
Group. Do not distribute or reproduce any materials without the express written consent of UnitedHealth Group. This plan is underwritten by
UnitedHealthcare Insurance Company and is based on policy 2025-203591-1. For further details of the coverage including costs, benefits, exclusions, any
reductions or limitations and the terms under which the coverage may be continued in force, please refer to uhcsr.com. NOTE: The information contained
herein is a summary of certain benefits which are offered under a student health insurance Policy issued by UnitedHealthcare. This document is a summary
only and does not contain a full or complete recitation of the benefits and restrictions/exclusions associated with the relevant Policy of insurance. This
document is not an insurance Policy document and your receipt of this document does not constitute the issuance or delivery of a Policy of insurance.
Neither you nor UnitedHealthcare has any rights or responsibilities associated with your receipt of this document. Changes in federal, state or other
applicable legislation or regulation or changes in Plan design required by the applicable state regulatory authority may result in differences between this
summary and the actual Policy of insurance. Benefits and rates described herein are subject to regulatory approval and may change.
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NOTICE OF AVAILABILITY OF LANGUAGE ASSISTANCE SERVICES AND ALTERNATE FORMATS

ATTENTION: You can get an interpreter to talk to your doctor at the time of your appointment or with
us. If you speak English, free language assistance services and free communications in other formats,
such as large print, are available to you. Call 1-866-260-2723 for Medical Plans, 1-800-638-3120 for
Vision Plans, 1-877-816-3596 for Dental Plans, or call the toll-free phone number listed on your ID card.
(TTY: 711).

M- APnCP L OLI° NAG IC AP DANICP IC ARG AVTHCATL. TI1TTT S AN A7ICE (Amharic) £91.574
nwrrE 19 2R L06 AMINCINCRT AG 19 ATTIRT AL TAP vtart Qi AdeT PCAPT AACAP 2150 AUNIPS 6P&TF f, 1-
866-260-2723¢ AhL.J 0PL&T L 1-800-638-31207 ATCH 0P&T L 1-877-816-3596 LLI- MLI° NANA avFDde
NCeP AR ML FHLHLD 19 PhAh B TC LM (TTY: 711)=

L) A3l Gt S 13) Lima gl e sl JDIA il ae aaill b cliae lual (5 558 an jia o Jgeanl) iy 1ol 2
e deail 35S Cayaly deldall Jie o AT ol dplaal) cidlul el 5 dpilaall 4 sall) saclual) cileaa &l d g3 (Arabic)

sl dylall Lalall 1-866-260-2723

L dilay ez jaall el Calgd) 8y Joail 5l (i) Jaladl 1-877-816-3596 i « sad! djle kil 1-800-638-3120
(TTY: 711) .k Aalill somall

AT AT QT SN WAATTBINCGI TN WHNNF SIS S FAT IAR G
TN SN T IAT TN AN JFGH (AT (TS AEN | AN T JISHT (Bengali) & T
e, OIRCE RN O SRITOT AR I8 S [RATerra [fon @omnsy «afs, T
G YA, SANE T3 SNl AHFCR | (NGTHA AN OGNy FA FPA 1-866-260-2723 NH(F, fo*F
NG Gi«1Y ] <P 1-800-638-3120 VH(J, C‘\'T"BF“T NG G oY ] P 1-877-816-3596 VI (J,
ST AN ST W3G FIE (BTA-ZF (PN VTR Bl I (TTY: 711)

San: RIS HAUMTU I8 SRS SHEMUWEINSIugs iIshinunmsgu
ysSunwhgwitbkss iG0sSgmSuNWwMANIST (Cambodian Mon-Khmer) BNS 1NN S AN
INWSSASIYE MISSIHSSHIMNUSSASIE SHSEHINIS])S SOMHANS SN UHAS
VEIUTISIURN1ST 1-866-260-2723 (UENUSIENHUIRAN[AI 1-800-638-3120 AIENUSIENRISSIISS 1-
877-816-3596 U[ENUSIENRISSIISIM YuTgiaunisius giaumsnwssSSsig

BT SGERUMNENRAIUILST (TTY: 711)

ATENSHUN: Kunka me liye ayu yo interprete para ughul maghal na dokto ya eppunghi me guahu. Gare kapetal
Faluwasch (Carolinian), ye toore paliuwal kapetal Faluwasch lane bwe me sew format, ta tipel lane, bwe bwale
tepangiyom. Kali 1-866-260-2723 para ughul Lalap ni ughul tipiye, 1-800-638-3120 para ughul Lalap ni tipiye nu
mata, 1-877-816-3596 para ughul Lalap ni tipiye nu apapa, o kali ewe kali rerekkepal ni Nuumur ni telepon yeeg
listed me ni Kaaret ni meybur ID-mu. (TTY: 711).

ATENSYON: Sifia hao humosga un intérprete para kumuentos yan i doktermu gi ora di i konsulta-mu pat yan
hame. Yanggen fifino’ hao CHamoru (Chamorro), guaha setbisio siha para hagu ni’ mandibatdi, i setbision fino’
pat lengguahi yan fina’uma’espiha gi otro na manera siha, taiguihi i para mana’dangkolo i inemprenta. Kalle 1-
866-260-2723 para Planan Mediku, 1-800-638-3120 para Planan Visidn, 1-877-816-3596 para Planan Dental, pat
kalle i nUmeru gratut na teleponu na esta pa’go gi katta ID para miembro -mu. (TTY: 711).
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HiER  ERILES—AIOES, EFERRRENEBESBETEHREMEE, MEERPX
(Chinese), FMAIAEIREEENES HERSHEEMEBERN, FIMIKFRIUT, BETEEEEL-
866-260-2723, 17 715tEI552(7E1-800-638-3120, ZFHIETEIGEEE 1-877-816-3596, TIFIT ST EF LT
TN RATE BTN, (TTY  711) 6

(Farsi) (outd 81 € ol g3 50 by SR () 5 Ly g (o) 0 2538 Sy L Cumaa () 0 o Sl S 2 50 Lai 14 65

Lo o pisd 0 e Gagya bl atile dacalld e o b)) 801 ) clead 5 Al ) S 800 ) clead (S e Cusiaa

o badi b (S iy (sWbadli y (o) it

L L <1-877-816-3596 > led Ly (Sl jilvia 7 sl (o) 5 1-800-638-3120 o lesdi L (Sl adis = 5k 6l 2 5 1-866-260-2723
Ol B il el b eyl 3l (s s SS 40 R (TTY: 711)

ATTENTION : Vous pouvez demander a un(e) interpréte de parler a votre médecin au moment de votre rendez-
Vous ou avec nous. Si vous parlez frangais (French), des services d’assistance linguistique et des communications
dans d’autres formats, notamment en gros caractéres, sont mis a votre disposition gratuitement. Appelez le 1-
866-260-2723 pour les régimes médicaux, le 1-800-638-3120 pour les régimes de soins de la vue, le
1-877-816-3596 pour les régimes de soins dentaires, ou appelez le numéro de téléphone gratuit indiqué sur
votre carte de membre. (TTY : 711).

ACHTUNG: Sie kdnnen flr Gesprache mit Ihrem Arzt bei Ihrem Termin oder mit uns einen Dolmetscher
anfordern. Falls Sie Deutsch (German) sprechen, stehen lhnen kostenlose Sprachassistenzdienste und
kostenlose Kommunikation in anderen Formaten, wie zum Beispiel groRe Schrift, zur Verfiigung. Rufen Sie 1-
866-260-2723 fiir Krankenversicherungen, 1-800-638-3120 fiir Augenversicherungen, 1-877-816-3596 fir
Zahnversicherungen oder die gebiihrenfreie Telefonnummer auf Ihrer Mitgliedskarte an. (TTY: 711).

MPOZOXH: Mmiopeite va TIAPETE €vav SLEPPNVEQ YLA VA PLANOETE HE TO yLAaTtpo oag oto pavteBou
0ag ) yLa va plkfoete padl pag. Eav piate EAAnVLKa (Greek), uttdpyouv SLabeotpeg Swpeav
UTtNPEoieq YAWOOLKNAG BorBelag kKat Swpeav TLKOLVWVIA 0 AANEG HOPYOTIOLHOELG, OTIWG PEYAAA
ypaupuata. KaAéote 0to 1-866-260-2723 yLA LATPLKA TIpOYpAUATA, 0TO 1-800-638-3120 yLa
0pBAAPOAOYLKA TIpOoYypAuaTa, 0TO 1-877-816-3596 YLa 0SOVTLATPLKA TIPOYPAPHATA 1) KAAECTE TOV
apLlOpd TNAEPWVOU XWPLE XPEWON TIOU aVaypAPETAL OTNV KAPTA PEAOUG oag. (TTY: 711).

llot UL AN AHIZl Jellsld AHA Aal ML AU dAHIRL Ss2 AU dld sall M2 geuau
Aadl sl 6l ol dA 9%l (Gujarati), GLAL O, Al HEcl ML USL2AcAL UM U Wod FHeHi
sl AR, BH ¥ W Moe, dAHRL HIZ Guaed 8. R3S Wllol HI2 1-866-260-2723, (Aol Wellol
HI2 1-800-638-3120, 302 Cllol M2 1-877-816-3596 UR SICL 5 WU AHIRL UeA WL 518 UR
YRolg A-9l ot ek UR SlA $A. (TTY: 711).

ATANSYON: Ou ka jwenn yon entéprét pou pale ak dokté ou a nan moman randevou w la oswa avek nou. Siw
pale Kreyol Ayisyen (Haitian Creole), sévis asistans lang gratis ak kominikasyon gratis nan lot foma, tankou gwo
let, disponib pou ou. Rele 1-866-260-2723 pou Plan Medikal, 1-800-638-3120 pou Plan Vizyon, 1-877-816-3596
pou Plan Dante, oswa rele nimewo telefon gratis ki endike sou kat ID manm ou a. (TTY: 711).
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CITT & 3T 3T JUISTHT & FHYT ATEAR WY AU Sirey A a1 el & TAT Ueh gHIiNar ured
R qehl &1 A 3T REY (Hindi) Serdd &, @ HFT #1971 Herarar Far? 3R 93 B S 3eg grea
# AU TR JaT 39 AU 3uersts g1 AfSehol Tollel & T 1-866-260-2723 W &icT Y, T
T & TIT 1-800-638-3120 WX, Scol Tallel & folU 1-877-816-3596 WX hicl &y, UT 3T TGET 3Sar
HE W FAGGY ce-3hT Bl Fa W et Al (TTY: 711)

CEEB TOOM: Koj tuaj yeem tau txais ib tug neeg txhais lus tham nrog koj tus kws kho mob thaum lub sijhawm
kev teem caij los sis thaum tham nrog peb. Yog tias koj hais Lus Hmoob (Hmong), yuav muaj cov kev pab cuam
txhais lus pub dawb thiab kev sib txuas lus ua lwm hom qauv, xws li luam ua tus ntawv loj rau koj. Hu rau 1-866-
260-2723 rau Cov Phiaj Xwm Kho Mob, 1-800-638-3120 rau Cov Phiaj Xwm Kho Qhov Muag, 1-877-816-3596 rau
Cov Phiaj Xwm Kho Hniav, los yog hu rau tus xov tooj hu dawb uas teev rau hauv koj daim npav ID. (TTY: 711).

ATENSION: Makaalaka iti interpreter a makisarita kadakami wenno iti doktormo iti oras ti appointment-mo. No
makasaoka iti llocano (llocano), makaalaka iti libre a tulong iti lengguahe ken libre a pannakikomunikar iti sabali
a format, kas iti dadakkel a letra. Tawagam ti 1-866-260-2723 para kadagiti Plan a Medikal, 1-800-638-3120 para
kadagiti Plan para iti Panagkita, 1-877-816-3596 para kadagiti Plan para iti Ngipen, wenno tawagam ti libre a
numero ti telepono a nailista iti ID card-mo kas miembro. (TTY: 711).

ATTENZIONE: il giorno del Suo appuntamento, puo richiedere i servizi di un interprete per parlare con il Suo
medico o con noi. Se parla italiano (Italian), sono disponibili gratuitamente servizi di assistenza linguistica e
comunicazioni in altri formati, come la stampa a caratteri grandi. Chiami il numero 1-866-260-2723 per i piani
sanitari, il numero 1-800-638-3120 per i piani oculistici e il numero 1-877-816-3596 per i piani dentistici, oppure
chiami il numero verde riportato sul Suo tesserino identificativo. (TTY: 711).

THER I IFNICHBLOBREIE RO, ERMEBEICRDT-ODBREZFRT 5 EAH
BETY, Ha7-HBAEE (Japanese) = HFEICH 2 HAE, BHOSEIXREY - EXABLIUVKREVETA
EMOFRICEZEROII 2= —YarvzIHRAICENES, BERET 7 ICD0TIE 1-866-260-
2723, BRE7'Z 12D TS 1-800-638-3120, AL 7 (2D T 1-877-816-3596 £ THEFEL /=72
e AVNRN—=—IDH—FICRHOBELENOES T THEBEFL LIV, (TTY: 711),

>

FO: T= Al 2fAret

0

eI LE RBI0t0] A8 YIS SUAL AHAS 2O M 4 9
=
o

St 0{(Korean)E A2 SHA|= B2 £ &2 Q0] X[ AMH|AQ} 2 AN S CHE A4 =| O|A & F
04 M| E O| 254 &= JSL|CE o|l7 E7Ho| A 1-866-260-2723, Ot STHO| H L

1-800-638-3120, X| 1t Z2HO| R 1-877-816-3596H 2 2 T3} 7Lt 512 3| ID 7IE0 7|X =l 2=
M3t 2 MM A2, (TTY: 711).

rE

TVIOCHO: qhD:sﬂmoéme)ccUw‘)mctT)scS‘)ﬁumuuﬁﬂucomf}‘mhuﬂcpmw 9 NLwoNcSNS.
909119009 WIFIAI0 (Lao), NIVVINIVFOBCHDAID WIFI AT nov%mvm§‘2v§uccuugug,
cqu: NILBL2rVIO LY, LBV, L1 1-866-260-2723 FISVCCWLNIVNIINIVCCWO, 1-800-638-
3120 F930CCEVNIVNIYFIOC, 1-877-816-3596 FIDSVCCGBVNIVYINCZD, O
YwmcBluwdiin:ldludouraacTosrnagnaeguon.(TTY: 711).
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SHOOH: Nanihoot’aani gone’ ne’azee’ iit'ini bich’j" yanitti" doodago nihi nihich’j" yanitti'go ata’
halne'i ta’ naayilt’eehgo biighah. Diné (Navajo) bizaad bee yanitti'to, t'aa jiik'eh saad bee
aka'e’eyeed bee dka’anida’ow’i dé6 t'aa jiik’eh ndana tahgo at'éego bee hada’'dilyaaigii bee ahit
hane’, dii nitsaago bik’e’ashchini, na daholg. Ats’iis Nanél’jjh Bee Hada'dit'éhi biniiyé kohjj’ 1-866-
260-2723 hodiilnih, Anda’ Bee Hoot'ini Bee Hada'dit'éhi biniiyé kohjj’

1-800-638-3120 hodiilnih, Awoo’ Bee Hada'dit’éhi biniiyé kohjj’ 1-877-816-3596 hodiilnih, doodago
bee nit ha'dit’éhi ninaaltsoos nitt'izi bee nééhozini ID bggh t'aa jikk’'eh namboo bee dahane’i
bika’igii bee hodiilnih. (TTY: 711).

e R dUSe A ISecHeean! FHIAT AT GEAHET AT STFCTHT FN a1 ST ToieT
AFIgo | quéﬁmaﬁ'(Nepali)Wﬂﬁ, foT:q[eeh ST FEIAT YaTe® T goll 78N SIEcl e
GATERAT fo¥:3[ech HUR HATGE AU AT 3Uclet Bel| TITRcAT TNSTellg®en! oflidl 1-866-260-2723
TSIt AreTag®enl SIaT 1-800-638-3120 Socl ATSTATER! AT 1-877-816-3596 HT el Igie, aTl
TUEHT HEHT IRATIAAT FAGEY S-S Blef AFaAT Tl Ieqgrel (TTY: 711)

WICHDICH: Du darfscht en Interpreter griege fer schwetze mit dei Dokter an dei Appointment odder mit uns.
Wann du Deitsch (Pennsylvania Dutch) schwetzscht un brauchscht Hilf fer communicat-e, kenne mer dich helfe
unni as es dich ennich eppes koschde zellt. Mir kenne differnti Sadde Schprooch-Hilf beigriege aa fer nix. Call
1-866-260-2723 fer Plans as zu duh hen mit Dokteres, 1-800-638-3120 fer Plans as zu duh hen mit Sehne, 1-877-
816-3596 fer Plans as zu duh hen mit Zaeh, odder call die Toll-Free Phone Number as uff dei ID Card is. (TTY:
711).

UWAGA: Mozesz poprosi¢ ttumacza o pomoc w rozmowie z lekarzem w czasie wizyty lub z nami.
Osoby mowigce w jezyku polskim (Polish), majg dostep do bezptatnej ustugi pomocy jezykowe;j i
bezptatnej komunikacji w innych formatach, takich jak duzy druk. Zadzwon pod numer 1-866-260-
2723 w celu uzyskania informacji o planach medycznych, 1-800-638-3120 o planach okulistycznych,
1-877-816-3596 0 planach stomatologicznych lub zadzwon pod bezptatny numer telefonu podany
na karcie cztonkowskiej. (TTY: 711).

ATENGAO: Vocé pode ter um intérprete para falar com o médico no momento da consulta ou conosco. Se vocé
fala portugués (Portuguese), ha servigos gratuitos de assisténcia linguistica e comunicagfes gratuitas em outros
formatos, como letras grandes, disponiveis para vocé. Ligue para 1-866-260-2723 para planos médicos, 1-800-
638-3120 para planos oftalmolégicos, 1-877-816-3596 para planos odontoldgicos ou ligue para o nimero de
telefone gratuito listado no seu cartao de ID de membro. (TTY: 711).

foss fe€: 3 vt wufarc ® T U@ 31acd &8 7 A3 &8 318 9d6 St e Tt Y3
I AR J1 Hd 3H UATH! (Punjabi) %% J, 3T HE3 I AU ATl %13 Jd S/gn<l feg He3 Ha™g,
fie fa <3 »iydt 39, 3073 B! Qumay I6| NSES vrs=! e 1-866-260-2723, feds Wra=! et 1-
800-638-3120, 3B WAGS! BE 1-877-816-3596 '3 IS Fa, Al MU Hed »Elst 9198 '3 oy 35-4
26 599 3B I3 (TTY: 711)
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BHMUMAHMUE! Bbl MOXXeTe BOCMNONb30BaTbCA YCyramm yCTHOro nepeBoaymnka ana obweHms ¢ Bawmm
Bpa4oM BO BpeMs npuema nnm Yepes Hawu ycnyru. Ecnm Bbl roBopuTe Ha PYCCKOM s3bike (Russian),
BaM LOCTYMNHbl 6ecnnaTHble yCnyrn 93bIKOBOW NOAAEPHKKM 1 BecnnaTHble MaTepuanbl B gpyrux
hopmartax, Hanpumep, HanevyaTaHHble KPYnHbIM WpKdTOM. No3BoHUTE No TenedtoHy 1-866-260-2723
Ona MeguUMHCKKX nnaHos, 1-800-638-3120 o149 NnaHOB NO OXpaHe 3peHus, 1-877-816-3596 415 N1aHOB
MO CTOMATONOrMYECKUM YCyraM Uin Ha NMHUI0 gnsa 6ecnnaTtHOro 3BOHKA, yKasaHHyH Ha BalLen
NOEHTU(NKALMOHHOM KapToUKe ydacTHUKA. (JTuHma TTY: 711).

FA'AALIGA: Afai e te tautala i le Faa-Samoa (Samoan), o lo‘o avanoa mo oe ‘au’aunaga fesoasoani
tau gagana e leai se totogi ma feso‘ota‘iga e leai se totogi i isi faiga, e pei o lomiga e lapopo‘a
mata’‘itusi. Vala'au 1-866-260-2723 mo Fuafuaga Fa'afoma'i, 1-800-638-3120 mo Fuafuaga Va'ai, 1-
877-816-3596 mo Fuafuaga Nifo, pe vala'au le numera telefoni e leai se totogi o lo'o lisiina i luga o
lau pepa ID tagata. (TTY: 711).

FIIRO GAAR AH: Waxaad heli kartaa turjumaan si aad ula hadasho dhakhtarkaaga wakhtiga ballanta ama
annaga. Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada lugadda bilaashka ah iyo isgaarsiino
bilaash ah oo gaabab kale ah, sida far waaweyn, ayaa diyaar kuu ah. Wac 1-866-260-2723 wixii ah Qorshayaasha
Caafimaadka, 1-800-638-3120 Qorshooyinka Aragtida, 1-877-816-3596 wixii ah Qorshooyinka llkaha, ama wac
lambarka telefoonka bilaashka ah ee ku qoran kaarka agoonsiga xubinta. (TTY: 711).

ATENCION: Puede conseguir un intérprete para hablar con nosotros o con su médico durante su cita. Si usted
habla espafiol (Spanish), tiene a su disposicion servicios gratuitos de asistencia en otros idiomas y
comunicaciones gratuitas en otros formatos, como letra grande. Llame al 1-866-260-2723 para los planes
médicos, al 1-800-638-3120 para los planes de la vista y al 1-877-816-3596 para los planes dentales, o llame al
numero de teléfono gratuito que aparece en su tarjeta de identificacion de membresia. (TTY: 711).

PAUNAWA: Maaari kang makakuha ng interpreter upang makausap ang iyong doktor sa panahon ng iyong
appointment o sa pakikipag-usap sa amin. Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga
libreng serbisyo ng tulong sa wika at libreng komunikasyon sa ibang mga format, tulad ng malalaking print.
Tumawag sa 1-866-260-2723 para sa Mga Planong Medikal, 1-800-638-3120 para sa Mga Plano para sa Paningin,
1-877-816-3596 para sa Mga Plano para sa Ngipin, o tumawag nang libre sa numero ng telepono na nakalista sa
iyong ID card ng miyembro. (TTY: 711).

. ' o & a o A o .
WNEMe. auaanInsasunanuiuwnduasgaldluamnfigudavananianuisn winguyanwenlng (Thai)
Budldvimetinmiadunmuaznisresslugduuuang 13w maRudasdanwsnaluglaglifedlddwe ns 1-866-260-2723
dmsumanaunuemaunng 1-800-638-3120 sunsunisnaunudiuiny 1-877-816-3596 swiunismsunuduiuanssy

o o >~ o o o a
wialnsludmnowalnsdwinezy Hludasdssihdmngnvasgu (TTY: 711)
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3BEPHITb YBAIY! Iig yac npunomy y nikaps abo po3amMoBM 3 HAMWN BM MAETE 3MOry CKOPUCTATMUCS
nocnyramuy yCHOro nepeknagava. 9Kkuo B po3MOBASETE YKpaiHCbKOK (Ukrainian), BU MOXeTe
6e30n1aTHO KOPUCTYBATUCS NOCAYyraMm MOBHOI MIATPMMKM, a TaKox 6e3onnaTHO OTpMMyBaTH
iH(hopMaLinHi MaTepianu B iHWKX hopmaTax, aK-oT HabpaHi BennkuM wpndtom. TenedoHynte Ha
HOoMep 1-866-260-2723 LWOAO0 NAAHIB MEOUYHOMO CTPaxyBaHHs, Ha HoMep 1-800-638-3120, w06
Li3HaTMCA OOKNaHIWe NPo NaaHM CTPAxXoBOro NOKPUTTS OhTaSIbMONOMIYHUX NOCYr, Ha HOMep 1-877-
816-3596, LW,06 Ai3HATUCA AOKNAAHIWE NPO NAaHU CTPAXOBOro NOKPUTTS CTOMATONOTIYHMX nocnyr, abo
TeneoHynTe Ha HoMep 6e3KOWTOBHOI TENEdIOHHOI NiHil, 3a3HaYEHMN Ha BaLLiM igeHTUDIKALINHIN
KapTLi yYacHUKa. (niHia TTY: 711).

30 81Oy s S sl i ) S Sl e SIS gl o gl b iy S Bl ) O iosile s aa gl
JSiSe 0p Aty S Gl dlal se i (ae Sy o 5 S e i S ) cleod sl Jld Chie 58 con s (Urdu)
LS JS 5 1-877-816-3596 ) S 3 1S (1-800-638-3120 ) S 3 )55 « »1- 866-260-2723 i S 3

TTY: 711) !

LU'U Y: Quy vi c6 thé c6 mét théng dich vién mién phi dé néi chuyén véi bac si trong budi hen
kham ctia minh hoac néi chuyén véi chiing téi. Néu quy vi n6i Tiéng Viét (Vietnamese), quy vi sé
dugc cung cap cac dich vu hé trg ngén nglr mién phi va cac phuong tién trao déi lién lac mién phi
& cac dinh dang khac, chang han nhu ban in chir I6n. Hay goi 1-866-260-2723 cho cac Chuong
trinh Y té, 1-800-638-3120 cho cac Chuong trinh Nhén khoa, 1-877-816-3596 cho cac Chuang trinh
Nha khoa, hoac goi sé dién thoai mién phi dugc ghi trén thé ID héi vién cla quy vi. (TTY: 711).
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