Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

!:I:L UnitedHealthcare CA SignatureValue HMO Gold T7J

Southern California Drug Benefit Fund

Coverage Period: 06/01/2024 - 05/31/2025
Coverage for: Individual + Family | Plan Type: HMO

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, visit www.welcometouhc.com/uhcwest or by
calling 1-800-624-8822. 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/sbc-glossary/ or call 1-800-624-8822 to request a copy.

Important Questions

What is the overall

Answers

$300/individual or $600/family.

Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must

deductible? meet their own individual deductible until the total amount of deductible expenses paid by all
family members meets the overall family deductible.
Are there services Yes. Preventive care, primary care, This plan covers some items and services even if you haven’t yet met the deductible amount.

covered before you meet
your deductible?

specialist visits and testing services are
covered before you meet your deductible.

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 https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for
specific services?

No.

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

What is the out-of-pocket
limit for this plan?

What is not included in
the out-of-pocket limit?

For participating providers $2,000
individual / $4,000 family.

For prescription drugs from participating
pharmacies: For the 2024 calendar year:
$7,100 individual / $14,200 family;
Effective 1/1/25, for the 2025 calendar
year: $7,450/individual / $14,900/family.

Medical out-of-pocket limit (for
participating providers): Copayments
for certain services, premiums, balance-
billing charges, and health care this plan
doesn’t cover.

Prescription Drug Out-of-Pocket
Limit (applicable to prescription
drugs from network pharmacies):
Premiums, balance-billing charges, and
health care this plan doesn'’t cover.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, they have to meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

Even though you pay these expenses, they don't count toward the out-of—pocket limit.
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Will you pay less if you
use a network provider?

Do you need a referral to
see a specialist?

Yes. See
www.welcometouhc.com/uhcwest or call
1-800-624-8822 for a list of participating
providers.

Yes, written or oral approval is required,
based upon medical policies.

This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
You will pay the most if you use a non-participating provider, and you might receive a bill from a
provider for the difference between the provider’s charge and what your plan pays

(balance billing). Be aware, your participating provider might use a non-participating provider
for some services (such as lab work). Check with your provider before you get services.

This plan will pay some or all of the costs to see a specialist for covered services but only if you
have a referral before you see the specialist.
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A4 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

Services You May Need

What You Will Pay

Participating Provider

Non-Participating Provider

Limitations, Exceptions, & Other
Important Information

Primary care visit to treat an

- $35 copay / office visitand |
$25 copay / Virtual visits by a |

~ If you receive services in addition to

iniury or liness designated virtual participating  Not covered office visit, additional copayments,
jury provider; deductibles or coinsurance may apply.
deductible does not apply
Member is required to obtain a referral
to specialist or other licensed health
care practitioner, except for OB/GYN
If you visit a health Physician services, reproductive health
care provider’s office s $35 copay / visit; care services within the Participating
or clinic Specialist visi deductible does not apply Not covered Medical Group and Emergency /
Urgently needed services. If you
receive services in addition to office
visit, additional copayments,
deductibles or coinsurance may apply.
You may have to pay for services that
Preventive care/screening/ No charge; Not covered arenl’t preventive. Ask your M if the
immunization deductible does not apply _sl_irwces ycl>(u nt:aetd are plreveq|t||ve. f
en check what your plan will pay for.
Diagnostic test (x-ray, blood No charge;
work) deductible does not apply Not covered
If you have a test None
Imaging (CT/PET scans, MRIs) l(;l: dﬂ;?ﬁg; does not apply Not covered
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Common
Medical Event

Services You May Need

Participating Provider

(You will pay the least)
$12 copay / prescription;

What You Will Pay

Non-Participating Provider
(You will pay the most)

Limitations, Exceptions, & Other
Important Information

You must use a Participating Pharmacy listed on the

Generic deductible does not apply Not covered UFCW Participating Pharmacy Directory of the Southern
Formulary brand drugs $30 copay / prescription; Not covered California Drug Benefit Fund or no coverage. Limited to a
(Preferred) deductible does not apply 30-day supply (90-day supply for maintenance drugs in
certain therapeutic classifications). If you purchase a
brand drug when a generic drug is available, you pay the
brand drug copay plus the difference in cost between the
Non-Formulary brand $50 copay / prescription; Not covered brand drug and the generic drug unless your provider
drugs (Non-Preferred) deductible does not apply indicates “dispense as written.” Mail order only available
outside California. See the website listed or call 1-800-
788-7871 for information on drugs covered by your plan.
Not all drugs are covered.
If you need drugs to You must use a Participating Pharmacy listed in the
treat your illness or UFCW Participating Pharmacy Directory of the Southern
condition California Drug Benefit Fund or no coverage. You must
More information about have a prescription or no coverage. Coverage is for
prescription drug generic drugs only (or brand name if a generic drug is
coverage is available at = Preventive Care Drugs No charge: unavailable or medically inappropriate). Preventive Care
www.optumrx.com (including FDA approved de ductitgle’ does not appl Not covered Drugs are limited to aspirin, fluoride supplementation,
or call 1-800-788-7871. | Contraceptives) I y folic acid, colon cancer screening prep products, tobacco
cessation medications, statin preventive medication,
breast cancer preventive medication (e.g., Tamoxifene),
FDA-approved female contraceptives, and pre-exposure
prophylaxis (PrEP) for persons at increased risk of HIV
acquisition. Age and frequency limits apply.
Preauthorization from Optum Rx is required or no
coverage. Injectables prescribed by UHC physicians and
: : o i . provided by UHC are covered at 100% by UHC and are
:;_iﬁ;; able (Specialty) gg&%& apply Not covered not covered under the Prescription Drug Plan. If
e injectable drugs are administered in a UHC physician’s
office, office visit Copayment/Coinsurance may also
apply.
Facility fee (e.g.,
o i
Ifyou have outpatient ig}t{glﬁtory surgery 25% coinsurance Not covered e
surgery - No charge;
Physician/surgeon fees deductible does not apply Not covered
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Common
Medical Event

Services You May Need

What You Will Pay

Participating Provider

Non-Participating Provider

Limitations, Exceptions, & Other
Important Information

(You will pay the least)

(You will pay the most) |

$150 copay / visit; - $150 copay / visit; N .
S e deductible does not apply deductible does not apply Comapmen e et ek
: : Emergency medical No charge; No charge;
If you need immediate ) )
mdical attention | r2nsportation deductible does not apply  deductible does not apply :"”e T
- - you receive services in addition to urgent care,
Urgent care 322 ﬁ%éggt’not aool gggﬁ%é;&'thot a00| additional copayments, deductibles or
—_— PPly —_— PPl coinsurance may apply.
) Facility fee (e.g., hospital 25% coinsurance Not covered
If you have a hospital | room) None
stay Physician/surgeon fees MO GHEIEE: Not covered
deductible does not apply
$35 copay / office visit and
LB GEEE me izl , , No charge for all other
health, behavioral Outpatient services outpatient services; Not covered
:gzlsﬂ;,sc;rns’iucl:sstance deductible does not apply None
Inpatient services 27t CRITEITETGE: Not covered
P deductible does not apply
L No charge; Cost sharing does not apply to certain preventive
Office visits deductible does not apply Not covered services. Routine pre-natal care and first postnatal
Childbirth/delivery $35 copay / visit; Not covered visit is covered at No charge. Depending on the
If you are pregnant professional services deductible does not apply type of services, additional copayments,
I : . deductibles or coinsurance may apply. Maternity
Childbirth/delivery facility 25% coinsurance Not covered care may include tests and services described

services

elsewhere in the SBC (i.e. ultrasound).
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Common
Medical Event

What You Will Pay

Limitations, Exceptions, & Other

If you need help
recovering or have
other special health
needs

If your child needs

dental or eye care Children’s glasses

UHC: Not covered

Fund: You pay all charges over the Fund’s allowance;

deductible does not apply.

Services You May Need Participating Provider ~ Non-Participating Provider Imoortant Information
(You will pay the least) (You will pay the most) porta orfmatio
Home health care glgdzr(]:?irbglg;does not apply Not covered Limited to 100 visits per calendar year.
I , $35 copay / visit; Coverage is limited to physical, occupational,
Rehabilitation services deductible does not apply Not covered and speech therapy.
I , $35 copay / visit; Coverage is limited to physical, occupational,
Habilitative services deductible does not apply Vot covered and speech therapy.
Skilled nursing care 25% coinsurance Not covered Up to 100 days per benefit period.
Durable medical No charge; Not red Non
equipment deductible does not apply ot covere one
Hospi , No charge; Not q If inpatient admission, subject to inpatient
OSPICE SETVICES deductible does not apply otcovere copayments, deductibles or coinsurance.
UHC: No charge UHC: Not covered UHC: None
Children’s eye exam Fund: No charge; Fund: No charge; F d" Maxi benefit of $135
deductible does not apply  deductible does not apply und. Maximum benetit o per exam

Fund: Allowed amount of $135 per year is
reduced by the cost of the eye exam(s) paid by
the Fund. Pediatric vision benefits are for

children up to 19 years. Unused vision
benefits from 2023 roll over for use in 2024.

Children’s dental check-up

UHC: Not covered

Fund: You may elect coverage from the Indemnity Dental

Plan or the United Concordia Dental HMO Plan.

Your dental coverage is not subject to health
care reform.

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 Acupuncture o
e Chiropractic care .
e Cosmetic surgery .

Infertility treatment
Long-term care
Non-emergency care when traveling outside the U.S.

Private-duty nursing
Routine foot care (Fund provides limited benefit
of up to $120 per calendar year)

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

e Bariatric surgery o
e Dental care (Adult) - (available under
separate Indemnity Dental Plan or United
Concordia Dental HMO)

Hearing aids — (Benefit is provided
separately through the Trust Fund.
Maximum benefit of $750 for each
ear in a 12-month period).

Routine eye care (Adult) - (Coverage for
glasses and contacts is limited to Fund provided
benefit of $135/year for exam, frame and
Lenses).

Weight loss programs
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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
are: Department of Managed Health Care California Help Center, 980 9t Street Suite #500, Sacramento, CA 95814-4275 at 1-888-466-2219 or www.dmhc.ca.gov., or
Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or http://www.dol.gov/ebsa/healthreform. 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 on how 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: your human resource department, and the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
http://www.dol.gov/ebsa/healthreform.

Additionally, a consumer assistance program may help you file your appeal. Contact Department of Managed Health Care California Help Center, 980 9t Street
Suite #500, Sacramento, CA 95814-4275 at 1-888-466-2219 or www.dmhc.ca.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 (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-624-8822.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-624-8822.
Chinese (A X): IR FZEFXHIFERN, 16 TITIX A 5191-800-624-8822.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-624-8822.

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

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

Fy

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 participating provider pre-natal care

Managing Joe’s Type 2 Diabetes
(a year of routine participating provider care of

Mia’s Simple Fracture
(participating provider emergency room visit and

and a hospital delivery)

a well-controlled condition)

follow up care)

M The plan’s overall deductible $300 m The plan’s overall deductible $300 ® The plan’s overall deductible $300
W Specialist copayment $35 m Specialist copayment $35 m Specialist copayment $35
B Hospital (facility) coinsurance 25% ™ Hospital (facility) coinsurance 25% M Hospital (facility) coinsurance 25%
M Other coinsurance 20% ® Other coinsurance 20% m Other coinsurance 20%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (pre-natal care) Primary care physician office visit Emergency room care (including medical
Childbirth/Delivery Professional Services (including disease education) supplies)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)
Diagnostic tests (ulrasounds and blood work) Prescription drugs Durable medical equipment (crutches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)

Total Example Cost  $12,700  Total Example Cost  $5600  Total Example Cost - $2,800
In this example, Peq would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost Sharing Cost Sharing Cost Sharing

Deductibles $300 Deductibles $0 Deductibles $0

Copayments $40 Copayments $1,100 Copayments $400

Coinsurance $1,700 Coinsurance $0 Coinsurance $40

What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $0 Limits or exclusions $0
The total Peg would pay is $2,100  The total Joe would pay is $1,100  The total Mia would pay is $440
Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program,
you may be able to reduce your costs. For more information about the wellness program, please contact: 1-800-624-8822.
The plan would be responsible for the other costs of these EXAMPLE covered services. Page 8 of 8
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English

IMPORTANT LANGUAGE INFORMATION:

You may be entitled to the rights and services below. You can get an interpreter or translation
services at no charge. Written information may also be available in some languages at no charge.
To get help in your language, please call your health plan at UnitedHealthcare of California
1-800-624-8822 / TTY: 711. If you need more help, call DMHC Help Line at 1-888-466-2219.

Spanish
INFORMACION IMPORTANTE SOBRE IDIOMAS:

Es probable que usted disponga de los derechos y servicios a continuacion. Puede pedir un
interprete o servicios de traduccion sin cargo. Es posible que tenga disponible documentacion
impresa en algunos idiomas sin cargo. Para recibir ayuda en su idioma, llame a su plan de salud
de UnitedHealthcare of California al 1-800-624-8822 / TTY: ¥11. Si necesita mas ayuda, llame a
la Linea de Ayuda de la DMHC al 1-888-468-2219.

Chinese

EEESEEM

BRI HER EREESR T I F 1L ENTS ‘F?Hﬂﬁﬁ o R LU IR EN (5% S s @R AR #5 - 8093 RA S U
EEdEEEIN - 0#8LLEAEE S LIS ’ﬁﬂl‘l SR T O EEE B R AT 2R ET EERAS -
UnitedHealthcare of California 1-800-624-8822 / BB )iEE FEfEARFEDRFE (TTY) - 711 - ZNREE

B =780 - 5518F] DMHC #BE) S #5 1-888-468-2219 =

Arabic
sdadll e daga Cilaplna
Loz s pgmes o das il cllaas gl 5598 pn e o (Jpmall BliSad slial cdeaaliy Baall o ) genall Do e 555 Layy
role Aamaall ofily Jaai¥l s il Soobue o Jeeanlly aguy (39 wodil Samy &y gi€all cilagleall Wmal 8 gm
lifay chosluwll fo s pel Cedial 3y 1-8B00-624-8822 /) TTY: 711 i3 = UnitedHealthcare of California
.1-BBB-466-2219 A ) e DMHC 3 adlill oc bl dad ¢ flaaiy |

Armenian

UGN LEQLUUUL SEGUNRE3NEL

Zuwuwiiwluwi &, np 2hg hwwwib b (hkh hbnlbywg hpoudoobpbbph oo swouwgnopnoibbpn:
Ywnnn hkp minwbw) pwbwynp pupgdwish jud pupgdwbnpyub win]dwp swuouynmepynoabibn:
Zuwpuwnp E op dp swpp (bgndabpng wlb woljpuw (hth wbddwn gpuodnp mbnblnogonoi: 2hp
thqyny oglnipynih vinwbuwne hwdwp pungpood Bup quiqubwpl) 2Lp wenngwupubwljub
spuwghp UnitedHealtheare of California 1-800-624-8822 / TTY 711 hwdwpm]: Zunbpug

ogunipiwi Quiphph gy pnod, quiguwhbwpbp DMHG-h Oglunopiui hinwinuwghd
1-888-466-2219 huwniwpn:

Cambodian

ARENSAINSHNMAN:

HAFMGEUMSAIG Gim:ai§ ShinnigieniyY §RMGe gIugRumiy Washmismin ehusaanigy
AFESIS M8 AT AMNGSHMSMMANEILGES WNWWRGAMGINY 1048 gruGgwmhman UATHR Ay
GIFIOISTRNBAISMNIUAIHT 1812 UnitedHealthcare of California 1-800-624-8822 / TTY: 7111 1UfISH
pirIG gt wig)e wriggiaintgts DMHC muiies 1-888-466-2219¢



Farsi
1D A 3 ags Dle Bl
4y A Ibi'-"-_);‘-{_j_’."-_i I3 ‘-q:_nj"_jhﬁ.&hﬁ,;\a-_)iqkﬂll.qh 2l g3 s I.‘g.n..’u"_l.h;lﬁ ambg gy ladd 5 Bsas sl @ Tal feas Lal
Ay pfiadal g g oSl il pa ) B dge ge L Ol LS e Ao A 3 AN gt il fiaa ad 08 CUle Tlal | oS Dl o
el 1-800-824-8822/TTY: 711 = 4 UnitedHealthcare of California ;e 2 4l 5 L Lkl (b ga ol
ailal 4 DMHC Glaisly 5 SaS il e a Lo ooaggla L8 s ida  dlaial; 5 oSS o4y B E
e afl ol 1-888-466-2219

Hindi

HTT-Hael Agcagol A=HH:

9 ArAfaf@e 3T=rT 3T s’ & ghaT 87 Tahd &1 39! HW%T H U gufie=ar ar
egare FaTd IS FUE ST Fhol &1 F& 9w F RA@T =18 off Fra 7 3qereyr
HUE ST HHl &1 AT AT FH HTaar aied H=d & AU, F9a1 309 Fareey ool ST Tgh
@il &1 UnitedHealthcare of California 1-800-624-8822 / TTY: 711 9¥| afe 3ru=pr 3fE=s
HETTAT T JERAFAT &, af DMHC Help Line &r 1-888-466-2219 9T shied il

Hmong
NCAUJ LUS TSEEM CEEB TXOG KEV TXUAS LUS:

Tej zaum koj yuav tsim nyog tau cov cai thiab kev pab cuam hauv gab no. Koj yuav tau ib tug kws
txhais lus los sis txhais ntawv pub dawb. Yuav puav legj txhais tau cov ntaub ntawv ua gee hom
lus pub dawb. Kom tau kev pab rau koj hom lus, thov hu rau ghov chaw pab them ngi kho mob
rau rau koj ntawm: UnitedHealthcare of California 1-800-624-8822 / TTY: 711. Yog koj xav tau
kev pab nixiv, hu rau DMHC Help Line ntawm tus xov tooj 1-BB8-466-2218.

Jaganese

EREFEHY—FRIZDIVTOEELBSHNSHE -

BEFEICIE. LTFTOESWGEFLHY., EBELOY—EXEZSFRALEITET . BEHFIL.
BIRELIEEHROY—EREBECRRAWW=EITET. SEBIZE-TIE. XBEEh/-15%
*EBETCHRATELSIBELHAYET. CHFREDSEBITLDERMEFECHFEDORIE. BEHOD
Ef{EE TS o IhERE { £ E Ly - UnitedHealtheare of California 1-800-624-8822 / TTY: 711,
C DD YR — FAURELFSIZIE. DMHC Help Line [T 1-888-466-2219 [T T HBLvEHH <
T2 &Ly,

Korean

=g olof &

Fst= olafel e el W MUIAS FElA 4 AGLCH AstE £ F2 H MH|AS
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BAMHAA AZbLIKOBAA MHDOPMALLMA:

Bam moryT nonarateca cnegyiowme Npasda 1M yonyri. Bel momxeTe Nnony4dnTe SeCcnnaTtHy o NoMoLlb
YCTHOMSo NepaeoiHYiKka UNv NMcEMaHHEIM nepesol. NuckEMeHHaa MHQOopMaU A MOoXET OkLITE TakKHe
ACCTYNHaE Ha pROe A3kIKOB GecnnatHo. YTobel nonydMTeE NOMOLLE Ha3 BAWeM AZbIKE, I'IG}KEnyfICTE.,
NO3BOHWTE NO HOMERY Bawero nnada: UnitedHealthcare of California 1-800-624-8822 / nvMHKMA
TTY: ¥11. Ecrn pam Bce eWwe TpebyveTcs MOMOLWE, MNO3IBOHWTES B CchyxDy Nogoepsii
DMHC no tenaedoHy 1-B88-486-2219.

Tagalog
MAHALAGAMNG IMPORMASYOMN SA WIKA:

Maaaring kwalipikado ka sa mga karapatan at serbisyo sa ibaba, Maaari kang kumuha ng
interpreter o mga serbisyo sa pagsasalin nang walang bayad. Maaaring may available ding
libreng nakasulat na impormasyon sa ilang wika. Upang makatanggap ng tulong sa ivong wika,
mangyaring tumawag sa iyvong planong pangkalusugan sa: UnitedHealthcare of California
1-800-624-8822 / TTY: ¥11. Kung kailangan mo ng higit pang tulong, tumawag sa DMHC
Help Line sa 1-888-466-2219.
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THgNG TIN QUAN TROMNG VE NGON NGUF:

Quy vi cé thé duoc hudmng cac quyén va dich vu dwdi day. Quy vi cd thé yéu ciu duoc cung cap
mét théng dich vién hodc cac dich vu dich thuét mign phi. Théng tin bang va&n ban clng cd thé
s8N co & mot sé& ngdn naldr mién phi. & nhan tro gidp bang ngdn nalr cda quy vi, vui ldng goi
cho chureng trinh bao hiém y t& cla quy vi tai: UnitedHealthcare of California 1-800-624-8822 /
TTY: 711. Néu guy vi can trg gidp thém, xin goi Buwdng day hd troo DMHC theo s
1-888-466-2219,
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Nondiscrimination Notice and Access to Communication Services

UnitedHealthcare does not exclude, deny Covered Health Care Benefits to, or otherwise discriminate against any Member on the ground of race,
color, national origin, ancestry, religion, sex, marital status, gender, gender identity, sexual orientation, age, or disability for participation in, or
receipt of the Covered Health Care Services under, any of its Health Plans, whether carried out by UnitedHealthcare directly or through a Network
Medical Group or any other entity with which UnitedHealthcare arranges to carry out Covered Health Care Services under any of its Health Plans.

Free services are available to help you communicate with us such as letters in other languages, or in other formats like large print. Or, you can ask for
an interpreter at no charge. To ask for help, please call the toll-free number listed on your health plan ID card.

If you think you weren’t treated fairly because of your sex, age, race, color, national origin, or disability, you can send a complaint to:

Online: UHC Civil Rights@uhc.com
Mail: Civil Rights Coordinator
UnitedHealthcare Civil Rights Grievance
P.O. Box 30608 Salt Lake City, UTAH 84130

Y ou must send the complaint within 60 days of when you found out about it. A decision will be sent to you within 30 days. If you disagree with the
decision, you have 15 days to ask us to look at it again. If you need help with your complaint, please call the toll-free phone number listed on your
health plan ID card, Monday through Friday, 8 a.m. to 8 p.m.

You can also file a complaint with the U.S. Dept. of Health and Human Services.

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)
Mail: U.S. Dept. of Health and Human Services
200 Independence Avenue, SW Room 509F, HHH Building
Washington, D.C. 20201



mailto:UHC_Civil_Rights@uhc.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html



