HMSA Plan: High Option

Summary of Benefits and Coverage
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Coverage Period: 01/01/2017-12/31/2017

Coverage for: Self Only, Self Plus One or Self and Family | Plan Type: HMO with POS

This is only a summary. Please read the FEHB Plan brochure (RT 73-010) that contains the complete terms of this plan. All benefits are
subject to the definitions, limitations, and exclusions set forth in the FEHB Plan brochure. Benefits may vary if you have other coverage, such

as Medicare. You can get the FEHB Plan brochure at www.hmsa.com/federalplan/ or by calling 1-800-776-4672.

Important Questions Why this Matters:

What is the overall deductible?

Are there other

deductibles for specific services?

Is there an out—of-pocket limit on
my expenses?

What is not included in

the out—of-pocket limit?

Is there an overall annual limit on
what the plan pays?

Does this plan use a network of
providers?

Do I need a referral to see a
specialist?

Are there services this plan
doesn’t cover?

Questions: Call 1-800-776-4672 ot visit us at www.hmsa.com/federalplan.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary.

$ 0/Self only
$ 0/ Self plus one
$ 0/Self and Family

No.

Yes.

$3,000 Self only

$6,000 Self Plus One

($3,000 per covered individual)

$9,000 Self and Family ($3,000 per
covered individual)

Premiums, balance-billed charges, and
health care this plan doesn’t cover

No.

Yes. For a list of Plan providers, see

www.hmsa.com/federalplan/ or call 1-
800-776-4672.

No.

Yes.

You can view the Glossary at www.hmsa.com/federalplan
or call 1-800-776-4672 to request a copy.

See the chart starting on page 2 for your costs for services this plan covers.

You don’t have to meet deductibles for specific services, but see the chart
starting on page 2 for other costs for services this plan covers.

The out-of-pocket limit, or catastrophic maximum, is the most you could pay
during the year for your share of the cost of covered services. This limit helps
you plan for health care expenses. The “per covered individual” amount is the
most that any one member would have to pay, regardless of whether the
individual is enrolled in Self Plus One, or Self and Family.

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

The chart starting on page 2 describes any limits on what the plan will pay for
specific covered services, such as office visits.

If you use an in-network doctor or other health care provider, this plan will pay
some or all of the costs of covered services. Be aware, your in-network doctor
or hospital may use an out-of-network provider for some services. We use the
term Plan provider for providers in our network. See the chart starting on
page 2 for how this plan pays different kinds of providers.

You can see the specialist you choose without permission from this plan.

Some of the services this plan doesn’t cover are listed on page 5. See this plan’s
FEHB brochure for additional information about excluded services.
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HMSA Plan: High Option

Summary of Benefits and Coverage

Coverage Period: 01/01/2017-12/31/2017
Coverage for: Self Only, Self Plus One or Self and Family | Plan Type: HMO with POS

I’r ﬁ ® Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

® Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if the
plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if you
haven’t met your deductible.

® The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the allowed
amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and the allowed
amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

® This plan may encourage you to use Plan providers by charging you lower deductibles, copayments and coinsurance amounts.

Your Cost If You Use Your Cost If You _Use
a Non- Plan Provider

Services You May Need a Plan
(plus you may be

Figieer balance billed)

Common
Medical Event

Limitations & Exceptions

Prl'rnary care VISI o treat an injury $15 copay/visit 30% coinsurance ---none---
or illness
If you visit a health Specialist visit $15 copay/visit 30% coinsurance ---none---
care provider’s office
or clinic Other practitioner office visit $15 copay/visit 30% coinsurance ---none---
.PrevenFlve.care /screening / No charge 30% coinsurance Physma'l exams/ Marpmggraphy
immunization (screening) / Immunizations
X-1ay -
. . 20% coinsurance o)
Diagnostic test (x-ray, blood work) 30% coinsurance ---none---
If you have a test blood work -
No charge
Imaging (CT/PET scans, MRIs) 20% coinsurance 30% coinsurance Services may require prior approval.

Questions: Call 1-800-776-4672 ot visit us at www.hmsa.com/federalplan.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary.
You can view the Glossary at www.hmsa.com/federalplan

+
ot call 1-800-776-4672 to request a copy. —
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HMSA Plan: High Option

Summary of Benefits and Coverage

Coverage Period: 01/01/2017-12/31/2017

Coverage for: Self Only, Self Plus One or Self and Family | Plan Type: HMO with POS

Common
Medical Event

If you need drugs to
treat your illness or
condition

More information

about prescription
drug coverage is

available at

www.hmsa.com/porta
1/fedplan87/.

Services You May Need

Generic drugs

Your Cost If You Use

a Plan
Provider

$7 copay/ presctiption
(retail)

$0 copay/ prescription
(mail order)

| Your Cost If You Use

a Non- Plan Provider
(plus you may be
balance billed)

$7 copay plus 20%
coinsurance/ presctiption
(retail)

Limitations & Exceptions

Retail benefits limited to a 30-day
Mail Order benefits limited to a 90-day

supply

Preferred brand drugs

$35 copay/ prescription
(retail)

$75 copay/ presctiption
(mail order)

$35 copay plus 20%

coinsurance/ prescription
(retail)

Retail benefits limited to a 30-day
Mail Order benetfits limited to a 90-day

supply

Non-preferred brand drugs

$70 copay/ presctiption
(retail)

$185 copay/ presctiption
(mail order)

$70 copay plus 20%
coinsurance/ presctiption

(retail)

Retail benefits limited to a 30-day
Mail Order benetfits limited to a 90-day

supply

Specialty drugs

Preferred Specialty Drug
$80 copay/ prescription
(specialty pharmacy)
Non-Preferred Specialty
Drug

$200 copay/presctiption
(specialty pharmacy)

Not covered

Covers up to a 30-day supply at a
participating specialty pharmacy

If you have
outpatient surgery

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

No charge

30% coinsurance

---none---

Physician/surgeon fees

Physician

$15 copay/visit
Surgeon fees
No charge

30% coinsurance

---none---

Questions: Call 1-800-776-4672 ot visit us at www.hmsa.com/federalplan.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary.

You can view the Glossary at www.hmsa.com/federalplan

or call 1-800-776-4672 to request a copy.

+
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HMSA Plan: High Option

Summary of Benefits and Coverage

Coverage Period: 01/01/2017-12/31/2017

Coverage for: Self Only, Self Plus One or Self and Family | Plan Type: HMO with POS

Common

Medical Event

If you need
immediate medical
attention

Your Cost If You Use

| Your Cost If You Use
a Non- Plan Provider

Services You May Need a Plan Limitations & Exceptions
Provider (plus you may o€
balance billed)

Emergency Room Facility | Emergency Room Facility
Emergency room services 20% .C(')insurance 20% 'C(')insurance none.

Physician Physician

20% coinsurance/ visit 20% coinsurance/ visit
Emergency medical transportation ljn?bi};:i%;(gmund ljncl)bﬁ;{;%z)(ground ---none---
Urgent care $15 copay/visit 30% coinsurance ---none---

If you have a
hospital stay

Facility fee (e.g., hospital room)

$200 per admission

30% coinsurance

The allowed amount is based on semi-
private room rate

Physician
$15 copay/visit

If you have mental
health, behavioral
health, or substance
abuse needs

Physician/surgeon fee 30% coinsurance ---none---
Surgeon fees
No charge

Mental/Behavioral health $15 copay/visit 30% coinsurance ---none---

outpatient services

Mental/Behavioral health inpatient
services

$200 per admission

30% coinsurance

The allowed amount is based on semi-
private room rate

Substance use disorder outpatient
services

$15 copay/visit

30% coinsurance

---none---

Substance use disorder inpatient

The allowed amount is based on semi-

. $200 per admission 30% coinsurance .

services private room rate

Prenatal and postnatal care No charge 30% coinsurance ---none---
Delive . .

Y Inpatient Services — The allowed
If you are pregnant . . , , No charge . . o

Delivery and all inpatient services . . 30% coinsurance amount is based on semi-private room
Inpatient services cate
$200 per admission

Questions: Call 1-800-776-4672 ot visit us at www.hmsa.com/federalplan.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary.
You can view the Glossary at www.hmsa.com/federalplan

or call 1-800-776-4672 to request a copy.

+
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HMSA Plan: High Option

Summary of Benefits and Coverage

Coverage Period: 01/01/2017-12/31/2017

Coverage for: Self Only, Self Plus One or Self and Family | Plan Type: HMO with POS

Common
Medical Event

If you need help
recovering or have
other special health
needs

Services You May Need

Home health care

Your Cost If You Use

a Plan

Provider

20% coinsurance

(plus you m
balance bi

30% coinsurance

| Your Cost If You Use
a Non- Plan Provider

Limitations & Exceptions
ay be

)

Covers up to 150 visits per calendar
year

Rehabilitation services

20% coinsurance

30% coinsurance

Services may require prior approval

Habilitation services

20% coinsurance

30% coinsurance

Services may require prior approval

Skilled nursing care

No charge

30% coinsurance

Covers up to 100 days per calendar year

Durable medical equipment

20% coinsurance

30% coinsurance

Services may require prior approval

Hospice service

No charge

Not covered

---none---

If your child needs
dental or eye care

Eye exam

20% coinsurance

30% coinsurance

Limited to one exam per year

Glasses

Not covered

Not covered

Dental check-up

No charge

30% coinsurance

Limited to one exam per year

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check this plan’s FEHB brochure for other excluded setvices.)

e Acupuncture e Cosmetic Surgery

e Cardiac Rehabilitation (except as offered e Glasses (except for certain medical
through an HMSA program) conditions)

e Long-term Care
e Private Duty Nursing

e Chiropractic Care e Weight loss programs not offered through HMSA

Other Covered Services (This isn’t a complete list. Check this plan's FEHB brochure for other covered setvices and your costs for these
services.)

Bariatric S ili
e Dariatric Surgery e Infertility Treatment . . Routine Eye Care (Adult
e Dental Care (Adult) e Non-emergency care when traveling outside .
. . Routine Foot Care
e Hearing Aids the U. S.

Questions: Call 1-800-776-4672 ot visit us at www.hmsa.com/federalplan.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary.
You can view the Glossary at www.hmsa.com/federalplan

+ 50f9
ot call 1-800-776-4672 to request a copy. —




HMSA Plan: High Option Coverage Period: 01/01/2017-12/31/2017
Summary of Benefits and Coverage Coverage for: Self Only, Self Plus One or Self and Family | Plan Type: HMO with POS

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending on the circumstances, you may be eligible for a 31-day free extension of coverage, to convert to an
individual policy, and to receive temporary continuation of coverage (TCC). Your TCC rights will be limited in duration and will require you to pay a premium,
which may be significantly higher than the premium you pay while covered under the plan. An individual policy may also provide different benefits than you
had while covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, see the FEHB Plan brochure, contact your HR office/retirement system, contact your plan at 1-800-
776-4672 or visit www.opm.gov.insure/health.

Questions: Call 1-800-776-4672 ot visit us at www.hmsa.com/federalplan.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. I S 6 of 9
You can view the Glossary at www.hmsa.com/federalplan = -

or call 1-800-776-4672 to request a copy. —



HMSA Plan: High Option Coverage Period: 01/01/2017-12/31/2017
Summary of Benefits and Coverage Coverage for: Self Only, Self Plus One or Self and Family | Plan Type: HMO with POS

Your Appeal Rights:

If you are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal. For information about your appeal rights please see
Section 3, “How you get care,” and Section 8 “The disputed claims process,” in your plan's FEHB brochure. If you need assistance, you can contact: HMSA,
Member Advocacy and Appeals, P. O. Box 1958, Honolulu, Hawaii 96805-1958 or call us at 808-948-5090 or toll free at 1-800-462-2085.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” Coverage under this plan
qualifies as minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). The health
coverage of this plan does meet the minimum value standard for the benefits the plan provides.

Language Access Services:
[Spanish (Espafiol): Para obtener asistencia en Espafol, llame al 1-800-776-4672. |

[Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-776-4672. |
[Chinese (F130): ANAFEZEF SCAERE), WEIKITIX NS 1-800-776-4672. |
[Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-776-4672.]

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

Questions: Call 1-800-776-4672 ot visit us at www.hmsa.com/federalplan.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. I S 70f9
You can view the Glossary at www.hmsa.com/federalplan = -

or call 1-800-776-4672 to request a copy. —



HMSA Plan: High Option Coverage Period: 01/01/2017-12/31/2017

Coverage Examples Coverage for: Self Only -or- Self and Family | PlanType: HMO with POS
About these Coverage Having a baby Managing type 2 diabetes
Exam p I es: (normal delivery) (routine rr_1a1ntenanc<? 9t
a well-controlled condition)
These examples show how this plan might cover | W Amount owed to providers: $7,540 B Amount owed to providers: $5,400
medical care in given situations. Use these B Plan pays $7,140 B Plan pays $4,640
examples to see, in general, how much financial B Patient pays $400 M Patient pays $760
protection a sample patient might get if they are
covered under different plans. Sample care costs: Sample care costs:
Hospital charges (mother) $2,700 Prescriptions $2,900
Routine obstetric care $2,100 Medical Equipment and Supplies $1,300
& This is Hospital charges (baby) $900 Office Visits and Procedures $700
¢ Anesthesia $900 Education $300
u nOt_ a cost Laboratory tests $500 Laboratory tests $100
estimator. Prescriptions $200 Vaccines, other preventive $100
Don’t use these examples to Radiology $200 Total $5,400
estimate your actual costs Vaccines, other preventive $40 _
under this plan. The actual Total $7,540 | Patient pays:
care you receive will be Deductibles $0
different from these Patient pays: Copays $430
examples, and the cost of Deductibles $0 Coinsurance $250
that care will also be Copays $210 | Limits or exclusions $80
different. Coinsurance $40 Total $760
See the next page for Limits or exclusions $150
Total $400

important information about
these examples.

Questions: Call 1-800-776-4672 ot visit us at www.hmsa.com/federalplan.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. I S

You can view the Glossary at www.hmsa.com/federalplan = -

or call 1-800-776-4672 to request a copy. — 8of 9



HMSA Plan: High Option

Coverage Examples

Coverage Period: 01/01/2017-12/31/2017

Coverage for: Self Only -or- Self and Family | PlanType: HMO with POS

Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

e Costs don’t include premiums.

e Sample care costs are based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a
particular geographic area or health plan.

e The patient’s condition was not an
excluded or preexisting condition.

o All services and treatments started and
ended in the same coverage period.

e There are no other medical expenses for
any member covered under this plan.

e  Out-of-pocket expenses are based only
on treating the condition in the example.

e The patient received all care from in-
network providers. If the patient had
received care from out-of-network
providers, costs would have been higher.

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn’t covered or payment is limited.

Does the Coverage Example
predict my own care needs?

No. Treatments shown are just examples.
The care you would receive for this
condition could be different based on your
doctor’s advice, your age, how serious your
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your
own costs will be different depending on
the care you receive, the prices your
providers charge, and the reimbursement
your health plan allows.

Questions: Call 1-800-776-4672 ot visit us at www.hmsa.com/federalplan.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary.
You can view the Glossary at www.hmsa.com/federalplan

or call 1-800-776-4672 to request a copy.

Can | use Coverage Examples
to compare plans?

Yes. When you look at the Summary of
Benefits and Coverage for other plans,
you’ll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays” box in each example. The
smaller that number, the more coverage
the plan provides.

Are there other costs | should
consider when comparing
plans?

Yes. An important cost is the premium
you pay. Generally, the lower your
premium, the more you’ll pay in out-of-
pocket costs, such as copayments,
deductibles, and coinsurance. You
should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements
(FSAs) or health reimbursement accounts
(HRAS) that help you pay out-of-pocket

expenses.

+
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Important Information About Your Health Plan

HMSA doesn’t discriminate

We comply with applicable federal civil rights laws. We don’t discrimi-
nate, exclude people, or treat people differently because of:

¢ Race.

e Color.

¢ National origin.

e Age.

e Disability.

® Sex.

Services that HMSA provides

To better communicate with people who have disabilities or whose
primary language isn’t English, HMSA provides free services such as:
e Language services and translations.
e Text Relay Services.
¢ Information written in other languages.
e Information in other formats, such as large print, audio, and acces-
sible digital formats.

If you need these services, please call 1 (800) 776-4672 toll-free.

How to file a grievance or complaint

If you believe that we’ve failed to provide these services or discrimi-
nated in another way, you can file a grievance in any of the following
ways:

e Phone: 1 (800) 776-4672 toll-free

e Email: Compliance_Ethics@hmsa.com

e Fax: (808) 948-6414 on Oahu

¢ Mail: 818 Keeaumoku St., Honolulu, HI 96814

You can also file a civil rights complaint with the U.S. Department of
Health and Human Services, Office for Civil Rights, in any of the fol-
lowing ways:
e Online: ocrportal.hhs.gov/ocr/portal/lobby.jsf
e Phone: 1 (800) 368-1019 toll-free; TDD users, call 1 (800) 537-
7697 toll-free
e Mail: U.S. Department of Health and Human Services, 200 Inde-
pendence Ave. S.W., Room 509F, HHH Building, Washington, DC
20201

For complaint forms, please go to hhs.gov/ocr/office/file/index.html.

hmsa

An Independent Licensee of the Blue Cross and Blue Shield Association

H3832_4036_2025_1157_v2 Accepted

1000-6317A 9.16 LE




English: This notice has important information about your HMSA
application or plan benefits. It may also include key dates. You may
need to take action by certain dates to keep your health plan or to get
help with costs.

If you or someone you’re helping has questions about HMSA, you have
the right to get this notice and other help in your language at no cost.
To talk to an interpreter, please call 1 (800) 776-4672 toll-free.

llocano: Daytoy a pakaammo ket naglaon iti napateg nga impormasion
maipanggep iti aplikasionyo iti HMSA wenno kadagiti benepisioyo iti
plano. Mabalin nga adda pay nairaman a petsa. Mabalin a masapulyo
ti mangaramid iti addang agpatingga kadagiti partikular a petsa tapno
agtalinaed kayo iti plano wenno makaala kayo iti tulong kadagiti gastos.

No addaan kayo wenno addaan ti maysa a tao a tultulonganyo iti salud-
sod maipanggep iti HMSA, karbenganyo a maala daytoy a pakaammo
ken dadduma pay a tulong iti bukodyo a pagsasao nga awan ti bayadna.
Tapno makapatang ti maysa a mangipatarus ti pagsasao, tumawag kay
koma iti 1 (800) 776-4672 toll-free.

Tagalog: Ang abiso na ito ay naglalaman ng mahalagang impormasyon
tungkol sa inyong aplikasyon sa HMSA o mga benepisyo sa plano. Maaari
ding kasama dito ang mga petsa. Maaaring kailangan ninyong gumawa
ng hakbang bago sumapit ang mga partikular na petsa upang mapanatili
ninyo ang inyong planong pangkalusugan o makakuha ng tulong sa mga
gastos.

Kung kayo o isang taong tinutulungan ninyo ay may mga tanong tungkol
sa HMSA, may karapatan kayong makuha ang abiso na ito at iba pang
tulong sa inyong wika nang walang bayad. Upang makipag-usap sa isang
tagapagsalin ng wika, mangyaring tumawag sa 1 (800) 776-4672
toll-free.

Japanese: A BHNE(Z(X. HMSANDHECERBMICETIEE
HIERY BfAREIATHEY, EERIERZFALEZY. &
BIZDWTHR—FE#ZF5I2IE. KBEHMEIZH >THEOBf
[ZFFHEELTLESLY,

BEIA, FTEEFMERVDDASHMSAICDONWTERBAH SH15E
X, BEFECHEMTEMER ITE Y, DY R—+EZITD
AN HYEST, BREFLTSHESIE. T4 VLD ) —FE
1(800) 776-4672 & ZFAA K =& LY,

Chinese: @ &5 A S BN IRA HMSA BEEEEHEIERIMEEZEE A,
ARt R SR A, EreREEERE T BIAEHRIITE), LU
HFEHEEST SIS EERERER,

RSB IEEEBIME AN E HMSA FETEEERM,
CRERBNABERHEMER, wmEHE
EHEEE 1(800) 776-4672,

Korean: O] S XIAl0l= HMSA A E N &
o‘_|- I—II:! I, O_i OIOD:I %O—} I_FRI.DI.
CtH oHC* D-IDI-l:icHE g XotAHL
St Jlst LHOl =XIE F ot OF & LICH

CHREREES
u% E nﬁ nﬁﬁﬁ*Tﬁ

SEI 20 = =010 =52 = I HMSAN Ul =

=t AHE0l RU2H 2 SAAE 21 028 S 25 80| 2

=0= EP% S 2= = USLIL SSAIE 0lSotd S =24
At S & &3t 1(800) 776-467221 2 2 H=toll =AlJ| BHELICH.

Spanish: Este aviso contiene informacién importante sobre su solicitud a
HMSA o beneficios del plan. También puede incluir fechas clave. Pueda
gue tenga que tomar medidas antes de determinadas fechas a fin de
mantener su plan de salud u obtener ayuda con los gastos.

Si usted o alguien a quien le preste ayuda tiene preguntas respecto a
HMSA, usted tiene el derecho de recibir este aviso y otra ayuda en su
idioma, sin ningun costo. Para hablar con un intérprete, llame al nUmero
gratuito 1 (800) 776-4672.

Vietnamese: Thdng bdo nay cé théng tin quan trong vé don dang ky
HMSA hodc phuc loi chwong trinh ca quy vi. Théng béo cling cé thé
bao gdbm nhirng ngay quan trong. Quy vi ¢ thé can hanh dong trudc
mot s6 ngay dé duy tri chwong trinh bdo hiém sirc khoe cda minh hoac
duorc giup d& coé tinh phi.

Néu quy vi hodc ngudi quy vi dang gitip d& cé thac mac vé HMSA, quy vi
co quyen nhan thong bdo nay va tro gitp khac bang ngén ngit clia minh
mién phi. D& néi chuyén véi mot théng dich vién, vui long goi s6 mién
cwdc 1 (800) 776-4672.

Samoan - Fa’asamoa: O lenei fa’aliga taua e fa’atatau i lau tusi talosaga
ma fa’amanuiaga ‘e te ono agava’a ai, pe’a fa'amanuiaina ‘oe i le polo-

kalame o le HMSA. E aofia ai fo’i i lalo o lenei fa’aliga ia aso taua. E ono
mana’omia ‘oe e fa’atinoina ni galuega e fa’atonuina ai ‘oe i totonu o le
taimi fa’atulagaina, ina ‘ia e agava’a ai pea mo fa’amanuiaga i le poloka-




lame soifua maloloina ‘ua fa’ata’atia po’o se fesoasoani fo’i mo le toto-
gi'ina.

Afai e iai ni fesili e fa’atatau i le HMSA, e iai lou aiatatau e te talosaga ai
e maua lenei fa’aliga i lau gagana e aunoa ma se totogi. A mana’omia le
feasoasoani a se fa‘aliliu ‘upu, fa'amolemole fa’afeso’ota’i le numera

1 (800) 776-4672 e leai se totogi o lenei ‘au’aunaga.

Marshallese: Kojella in ej boktok jet melele ko reaurok kin application ak
jipan ko jen HMSA bwilan ne am. Emaron bar kwalok jet raan ko reaurok
bwe kwon jela. Komaron aikiuj kommane jet bunten ne ko mokta jen
detlain ko aer bwe kwon jab tum jen health bwilan en am ak bok jipan
kin wonaan takto.

Ne ewor kajjitok kin HMSA, jen kwe ak juon eo kwoj jipane, ewor am
jimwe im maron nan am ba ren ukot kojjella in kab melele ko kin jipan ko
jet nan kajin ne am ilo ejjelok wonaan. Bwe kwon kenono ippan juon
ri-ukok, jouj im calle 1 (800) 776-4672 tollfree, enaj ejjelok wonaan.

Trukese: Ei esinesin a kawor auchean porausen omw HMSA apilikeison
me/ika omw kewe plan benefit. A pwan pachanong porausen ekoch ran
mei auchea ngeni omw ei plan Ina epwe pwan auchea omw kopwe fori
ekoch fofor me mwen ekei ran (mei pachanong) pwe omw health plan
esap kouno, are/ika ren omw kopwe angei aninisin monien omw ei plan.

Ika a wor omw kapas eis usun HMSA, ka tongeni tungoren aninis, iwe
ka pwan tongeni tungoren ar repwe ngonuk eche kapin ei taropwe mei
translatini non kapasen fonuom, ese kamo. lka ka mwochen kapas
ngeni emon chon chiakku, kosemochen kopwe kori 1 (800) 776-4672,
ese kamo.

Hawaiian: He ‘ike ko‘iko‘i ko kéia ho‘olaha pili i kou ‘inikua a i ‘ole
palapala noi ‘inikua HMSA. Aia paha he mau la ko‘iko‘i ma kéia ho‘olaha.
Pono paha ‘oe e hana i kekahi mea ma mua o kekahi Ia no ka ho‘omau i
kou ‘inikua a i ‘ole ka ‘imi kokua me ka uku.

Ina he mau ninau kou no HMSA, he kuleana ko makou no ka ha‘awi
manuabhi i kéia ho‘olaha a me na kokua ‘é a‘e ma kou ‘Olelo pono‘.
No ke kama‘ilio me kekahi mea unuhi, e kelepona manuahi ia

1 (800) 776-4672.

Micronesian - Pohnpeian: Kisin likou en pakair wet audaudki ire kes-
empwal me pid sapwelimwomwi aplikasin en HMSA de koasoandihn
sawas en kapai kan. E pil kak audaudki rahn me pahn kesemwpwal ieng

komwi. Komw pahn kakete anahne wia kemwekid ni rahn akan me
koasoandi kan pwe komwi en kak kolokol sawas en roson mwahu de pil
ale pweinen sawas pwukat.

Ma komwi de emen aramas tohrohr me komw sewese ahniki kalelapak
me pid duwen HMSA, komw ahniki pwuhng en ale pakair wet oh sawas
teikan ni sapwelimwomwi mahsen ni soh isepe. Ma komw men mahse-
nieng souhn kawehwe, menlau eker telepohn 1 (800) 776-4672 ni soh
isepe.

Bisayan - Visayan: Kini nga pahibalo adunay importanteng impormasyon
mahitungod sa imong aplikasyon sa HMSA o mga benepisyo sa plano.
Mahimo sab nga aduna kini mga importanteng petsa. Mahimong kina-
hanglan kang magbuhat og aksyon sa mga partikular nga petsa aron
mapabilin ang imong plano sa panglawas o aron mangayo og tabang sa
mga gastos.

Kung ikaw o ang usa ka tawo nga imong gitabangan adunay mga pang-
utana mahitungod sa HMSA, aduna kay katungod nga kuhaon kini nga
pahibalo ug ang uban pang tabang sa imong lengguwahe nga walay
bayad. Aron makig-istorya sa usa ka tighubad, palihug tawag

sa 1(800) 776-4672 nga walay toll.

Tongan - Fakatonga: Ko e fakatokanga mahu’inga eni fekau’aki mo ho’o
kole ki he HMSA pe palani penefiti. ‘E malava ke ha ai ha ngaahi ‘aho
‘oku mahu’inga. ‘E i ai e ngaahi ‘aho pau ‘e fiema’u ke ke fai e ‘G me’a
‘uhia ko ho’o palani mo’ui lelei pe ko ho’o ma’u ha tokoni fekau’aki mo e
totongi.

Kapau ‘oku ‘i ai ha’o fehu’i pe ha fehu’i ha’a taha ‘oku ke tokonia
fekau’aki mo e HMSA, ‘oku totonu ke ke ma’u e fakatokanga ko eni pe
ha toe tokoni pé ‘i ho'o lea faka-fonud ta’e totongi. Ke talanoa ki ha taha
fakatonulea, kataki ta ta’etotongi ki he 1 (800) 776-4672.

Laotian: CC99NIVTELYLL2VPNTIOVNIONUNIVTLLN HM;
SA29917D MIC@VEPRUL YOO FIN HMSA, DIQL2)VNJONVOV
VNSO, VIVDIONBNQOICLLNIVLLROVYOTVICWDSNTICC
WVI2TWIV2DIUNIV ISLUNIVFOOCVIDNISNI.

TUINYIL B)EYNIVYOELMDLOITIVNIONY HMSA, WILLTO |
1RHOSVEAINIVTFOLY CCIFNIVROBCTDDVICUVWITIZOI
2DI0OVOBYCIVN. CWSLNMIVIVCCVWITI, NEIPNUNU

1 (800) 776-4672 L0®ULCIONM.




