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City of Brownsville

Benefit Coverage Period: 10-01-2020 through 09-30-2021
Plan Type: PPO Medical Plan | Plan Description: Plan C

Summary of Benefits and Coverage (SBC)

uently Asked Questions

\What is the overall deductible?

In-Network Benefit

Individual: $1,000

QOut-of-Network Benefit

Individual: $1,400

Limitations and Exce
The Out-of-Network decuuctible will accrue to the In-Network deductible. However, the In-Network deductiole will NOT accrue to the Out-of-
Network deductible. Covered expenses incurred during any calendar year and applied toward satisfaction of a covered famiy member's
individual calendar year deductible wil be accumulated toward the Family Limit. The famiy deductble is accumulative. Once the family

Famil: $6,000

Family $2,000 Family $2,800 deductible has been satisfied, it will ot apply for any other family member's charges. The calendar year deductible will be waived for the new
calendar year for a hospital confinement spanning the end of one calendar year and the beginning of the next calendar year.
Eligible in-network preventive/wellness benefits and preferred lab benefits pay at no cost share to the covered individual.
iy gt Yes In addition to the plan’s deductible, there is also a hospital admission copay. A $100 per day copay wil apply to all Out-of-Network hospital
Are there other deductibles for specific services? No 100 ' admissions. The $100 per day copay wil not exceed a maximum of $300 per admission. This copay does not apply when the admission is
related to emergentimmediate care.
ndideat $3000 Once the deductioles and maximum Out-of-Pocket amount is satisfied per individual, the plan pays 100% of eligible charges. The family Out-
Is there an out-of-pocket limit on my expenses? oo No of-Pocket is accumulative. Once the family Qut-of-Pocket amount has been satisfied, it will not apply for any other family member's charges.

Amaounts used to satisfy the Out-of-Pocket for In-Network and Out-of-Network are separate and do not accumulate towards one another,

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

See Limitations and Exceptions

See Limitations and Exceptions

The following do not apply towards the Out-of-Pocket: Penalties for faiure to follow required Pre-authorization procedures, ineligible charges,
charges for treatment of morbid obesity, charges from a chiropractor, charges that exceed reasonable and customary, fees, and charges which
exceed the Plan’s maximum benefit Ineligible charges do not accumulate toward meeting your Deductible or Out-of-Pocket amount,

Is there a maximur out-of-pocket limit (MOOP) on all my

Individual: $6,600

» No
expenses? Family: $13200
, , Go to tmihealthbebefits.org or call (800) 282-5385 for a lst of participating providers. Your deductible, out-of-pocket expenses, and benefit
?
Does tisplan use a pevork of prviders 1es VA percentage will be different for In-Network and Out-of-Network services.
Do I need areferral to see a specialist? No No This plan does not require referrals. You have the option fo choose any provider.
The Office Visit copay includes: Physician office visits, consultations, infusions and injections. The Office Visit copay does not include
Whatis v conavmert? Offce Vit 20 A (Genetic/Genomic testing which is subject to deductiole and coinsurance. Specialty drugs administered in a clinical setting are Subject to Pre-
Y LODaImen: ' Authorization requirements and the separate prescription copay. Please refer to the Pre-Authorization Requirements section in your Medical
Book. See information below regarding Teladoc copays.
" This plan does not have an annual limit for all benefits combined. The plan does have some limits on lifefime and calendar year benefts for
Is there an overall annual limit on what the plan pays? No No S L
specific conditions andor treatments, as indicated.
o Please refer o the General Exclusions or Limitations section and the definition of Unproven Medical Procedures/Treatment in the plan
Are there services this plan does not cover? Yes Yes

document.

Questions: Call (800) 282-5385 o visit the TML Health website at tmihealthbebefits.org.
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Common Medical Event

City of Brownsville

it

Benefit Coverage Period: 10-01-2020 through 09-30-2021
Plan Type: PPO Medical Plan | Plan Description: Plan C

Limitations, Exceptions and Exclusions

The office visit copay includes charges for office visis, consultations, infusions and injections. For maternity the copay
will only apply to the initial visit. The Office Visit copay does not include Genetic/Genomic testing which is subject to

Primary care or Specialist visi o treat an 100% 60% after deductiole P . . AR : .
L - eductiole and coinsurance. Specialty drugs administered i a clinical setting are subject to Pre-Authorization
injury or illness after $20 copay deductible waived upto R&C : - o \ -
requirements and the Separate prescription copay. Please refer to the Pre-Authorization Requirements section in your
Medical Book.
Services rendered by an Out-of-Network provider are subject to out of network deductibles and out of pocket amounts
Al Physicn Sevices 0% afer deducitle 60% after deductiole  [as well as Reasonable and Customary limits on billed charges. Specialty drugs administered in a clinical setting are
Upto R&C subject to Pre-Authorization requirements and the Separate prescription copay. Please refer to the Pre-Authorization
Requirements section in your Medical Book.
Teladoc Medical Consult 100% nla
l,:':/?fgs'wﬁﬁ':m I;or Behavioral Health {00hater $2 copey 1
Teladoc Follow Up Visit for Behavioral 1o Contact Teladoc at 800-TELADOC or visit wwav.teladoc.com.
. b after $20 copay nla
Health Services
fyouvisit a healthcare orovider's offce Teladoc Psychotherapy Visit 100% after $20 copay nla
/0 DIOVerS Teladoc Dermatology Consult 100% after $20 copay nla
Clinic . . .
Preventive/Routine Care Benefit
The following will be processed for in-network reimbursement at 100% of in-network allowable. Qut-of-Network
provider eligible billings wil be subject to Reasonable and Customary (R&C) charges and are subject to the Out-of-
Network deductible and beneft percentage. To be considered as an eliible preventive/routine care beneft, the
provider's bill must designate or outling a routine diagnosis code. This benefit excludes coverage for virtual
colonoscopies. The following preventivelroutine care benefits includes but s not imited to:
. - o 6000 after deductie. " Routine Physical » Well Baby and Well Child Visits e Vision Exam (excluding refractions)  PAP Test and
Preventive carelscreening/mmunization 100% deductiole waived pOUR Offie Visit  Breast cancer annual chemoprevention for women at igh risk » Genetic Counseling for BRCA tesfing »
BRCA testing for women with or without a history of BRCA related cancer » Routine Hearing Exams ¢ Routing
Venipuncture # General Health Panel ¢ Mammograms
* Prostate Speciic Antigen (PSA)  Coronary Risk Profile (ipid panel)  Urinalysis e (TB) Tuberculosis test
o Autism Screening - eighteen (18) and twenty-four (24) months of age # Developmental Screening for Children
under age three (3) » Handling of specimen toffrom physician’s office to a laboratory # Occult Stool Test ¢
Examination for the detection of skin cancer o Chest X-Ray (front & lateral) * ECG (electrocardiogram)  Digtal
Rectal Exam ¢ Skin Cancer Counseling
Urgent Care Services billed on a UB will be processed under Urgent Care benefit. Urgent Care Services billed on a
Fyouvisitanurgent care gt care istoteatan iy o fess 0% afer deductte 60% after deductible  |HCFA will be processed under Hospital Benefit. Specialty drugs administered in a clinical setting are Subject to Pre-
Algenicere upto R&C Authorization requirements and the Separate prescription copay. Please refer to the Pre-Authorization Requirements

section in your Medical Book.

Questions: Call (800) 282-5385 o visit the TML Health website at tmihealthbebefits.org.
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Benefit Coverage Period: 10-01-2020 through 09-30-2021

Preferred Lab will be covered at 100% deductible waived In-Network and includes lab expenses from a Preferred Lab
Provider and Preferred Lab drawing site. Eligiole in-network preventivelroutine benefits and preferred lab benefits pay

0 .
Diagnostic test (x-ray, blood work) 80% after deductible e decuee at no cost share to the covered individual. If b services are not received at a Preferred Lab drawing site, any physician
uptoR&C ; — _— A RPN
If you have a test professional fees billed will be payable as a ‘physician all other service”. Genetic/Genomic testing is subject to
deductible and coinsurance.
0 :
Imaging (CTIPET scans, MRIs) 80% after deductible ot 3f;etr0dsgtéct|hle Refer to Pre-authorization Requirements.

If you need drugs to treat your ilness or
condition

More information about prescription drug

Generic drugs

Preferred Pharmacy; $5 up to thirty (30) day Supply Retall
Al ther Network Phamacies: $10 up to thirty (30)-day supply

Retall

Best Brand/Formulary List

Preferred Pharmacy*: $38 up to thirty (30 day supply Retai
Al ther Network Phamacies: $57 up to thirty (30)-day Supply

Retall

Specialty drugs aoministeredin a clinical setting are Subject to Pre-Authorization requirements and the applicable
copay. Please refer to the Pre-Authorization Requirements section in your Medical Book.

coverage s available at tmihealthbenefits.org.

Non-Best Brand/Non-Formulary List

Preferred Pharmacies: $60 up to a thirty (30) day supply Retail

All other Network Phamacies: $90 up to thirty (30)-day supply

Refer to your Prescription Schedule of Benefits for more information regarding your Prescription Drug Plan, including
copays, imitations, and exclusions.

Retal
Speciatty drugs $100 per thirty (30) day Supply
()

Facilty fee (e.g., ambulatory Surgery center) 80% after deductiole ! ?gé)&c In addition to the plan's deductible, there is a hospital admission copay. A $100 per day copay wil apply to all Out-of-
If you have outpatient surgery 0 a?ter eucioe Network hospital admissions. The $100 per day copay will not exceed a maximum of $300 per admission. This copay

Physician/sLrgeon fees 80% after deductible : DR does not apply when the admission is related to emergentimmediate care. Review the Pre-authorization Requirements.

LEJrrnzrngt)ency oo senices (Emergend 80% after deductible 80% after deductible |All emergency Room Facility charges are subject to a $200 facility copay. The ER copay applies to the Qut-of-Pocket.

Err?er ey 00 senvces (No-Eergel The Emergency Room copay is waived if admitted. The copay also applies to emergentimmediate care. Please refer to

Non-grgenyt) ! 80% after deductible 60% after deductiole  the definitions in the plan document for what s consicered emergent/immediate care,
fyouneed immediatemediclatention . . B L (Limited to a 85,000 for air and $1,500 for ground benefit per occurrence. This plan does not include benefits for

Emergency medical transportation 80% deductible waived 80% deductible waived . LV

fransportation for non-emergency medical services.
: 60% after deductiole
0
Urgent care 80% after deductible DORKC
. :

Facilty fe (e.g., hospital room) 80% after deductible o Sﬂe[(r)d;ggctlble In addtion to the plan’s deductible, there is also a hospital admission copay. A $100 per day copay will apply to all Qut
If you have a hospital stay i a?ter eiucle of-Network hospital admissions. The $100 per day copay will not exceed a maximum of $300 per admission. This copay

Physician/surgeon fees 80% after deductible : DOREC does not apply when the admission is related to emergent/immediate care.
If you have mental health, behavioral health, or . N . , 60% after deductible {In addition to the plan's deductiole, there is a hospital adrission copay. A $100 per day copay will apply to all Out-of-
substance abuse needs NentalBehaorl healh et seices ol detce Upto R&C Network hospital admissions. The $100 per day copay will not exceed a maximum of $300 per admission. This copay

Questions: Call (800) 282-5385 o visit the TML Health website at tmihealthbebefits.org.
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it [Limitations, Exceptions and Exclusions

Benefit Coverage Period: 10-01-2020 through 09-30-2021
Plan Type: PPO Medical Plan | Plan Description: Plan C

does not apply when the admission is related to emergent/immediate care. Inpatient limit fiteen (L5) days per calendar

. o , 60% after deductible  |year. Qutpatient limit to twenty-six (26) visits per calendar year. Expenses for the treatment of a Mental Health condition
MentallBehavioral health inpatient services 80% after deductiole pear. D y P Jeal. Lip
pater upto R&C are paid the same as any other ilness. Office Visits are covered the Same as any other iliness and are covered under
the copay.
, o , 60% after deductible {In addition to the plan’s deductible, there is a hospital admission copay. A $100 per day copay will apply to all Qut-of
0
Subsiance us dsder oupatent sences ol detce Upto R&C Network hospital admissions. The $100 per day copay will not exceed a maximum of $300 per admission. This copay
600 afer ecucite does not apply when the admission s related to emergent/immediate care. Limit of threg (3) Treaiment Series per
Substance use disorder inpatient services 80% after deductible Ou O RC Ifetime. Expenses for the treatment of Substance Use Disorder are paid the same as any other illness. Office Visits are
P covered the same as any other illngss and are covered under the copay.
: 60% after deductiole
0
vou a8 Dreanat Prendal and st care Bfpalter detce UptoR&C A copay will apply to the inital offce visit charge for in-network services. The remainder of the physician charges wil be
Jouaepes Deferyand al gt seices T— 60% after deductible  [subject to the deductible and covered at the appropriate benefit percentage.
upto RE&C
. :
Home Health Care 80% after deductible o Sgetrod;ggcnble Limited! to one hundred (100) visits per calendar year
Outpatient physical therapy, occupational therapy, and aquatic therapy services are limited to a combined calendar
year limit of twenty-four (24) visis. Services billed by a chiropractor are fimited to ten (10) visits per calendar year for
T . . [non-surgical treatment only. Chiropractic Services never pay at 100% and out-of-pocket expenses do not apply to any
Fg&aztl:tearﬂ? Habitaion sences 80% after deductible o6 Sﬂetgd;ggcuble out-0f-pocket maximums. Outpatient speech ervices are imited to twelve (12) visits per calendar year.
d P Anplied Behavior Analysis Therapy treatment is covered for eligible dependent children under age ten (10) with no
mayimum benefits per calendar year. Applied Behavior Analysis Therapy treatment for ligible dependent children age
" ihd 0o haveolh ten (10) and older are subject to $36,000 maximum benefits per calendar year.
spyeoclijarllieealtﬁr?er:dcgve”ng T Rehabilitation/Habilitation senices 80% after deductible G dercie Limited to thirty (30) days per calendar year
(Inpatient) upto R&C '
; :
Cardiac Rehabilitation (Outpatient) 80% after deductiole G dercie
uptoR&C
; :
Skilled nursing care 80% after deductible o6 Sgeur)d;ggcuble Limited to one hundred (100) days per calendar year
— : 60% after deductiole - . . , . .
Durable medical equipment 80% after deductiole DORKC Refer to the Pre-Authorization Requirements on the SPD or i the Medical Management section of the Medical Book.
. :
Hospice services 80% after deductible o6 Sf;eur)d;ggcnble Does not include Respite Care or Bereavement Counseling.

Questions: Call (800) 282-5385 o visit the TML Health website at tmihealthbebefits.org.
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A S Plan Type: PPO Medical Plan | Plan Description: Plan C

Common Medical Event ' . ' -0f- it [Limitations, Exceptions and Exclusions

Vision Acuty Screenings-paid as Preventive under Medical Plan-100% allowed Reasonable and Customary (R&C).
Vision screening services [for the detection of eye disease and refractive disorders and well-child visits that include

Eye exam visual acuity testing stereoacuty, cover-uncover tests, Hirschberg light reflect test, Hirschberg light reflex test,
autorefraction and photoscreening may be done starting age three (3) to atiained age of five (5) years| as required by
If your child needs dental or eye care (attained law.
age of nineteen (19)) (Classes Ingligible under Medical Plan

Dental Screenings-paid as Preventive under Medical Plan-100% allowed Reasonable and Customary (R&C).

Pediatric oral [application of fluoride varnish to the primary teeth of allinfants starting at the age of primary tooth
eruption; recommended at six (6), nine (), twelve (L2), eighteen (18), twenty-four (24), thirty (30) months, three (3) and
i (6) years].

Dental check-up

General Exclusions or Limitations - No benefits shall be payable under any part of the Plan with respect to any charges. Refer to the Medical Plan Book for a complete list of Exclusions and Limitations: Login: tmlhealthbebefits.org #Select: Find a Form #Select; Benefits #Select;
Medical #Medical Plan Book

No Benefits shall be payable under any part of this Plan with respect to any charges: 4. For expenses applied under this Plan toward satisfaction of any deductibles, copayments, benefit percentage or access charge;
1. Forwhich a Covered Person is not financially responsible or are Subitied only because medical coverage exists or for discounts for whichthe |5, In excess of reasonable and customary for senvices and supplies;

Covered Person is not responsible, including but not imited to independent and preferred provider discounts; L . . . . o .
) . , » o , This is not a complete list. Refer to the Medical Plan Book for a complete lst of Exclusions and Limitations: Login: tmihealthbebefits org
2. For senvices not performed fr the diagnoss or treatment of an ilness or injuy unless covered as part of the PreventivelRouting Care Beneft, | yeloct: Fing a Form #Select: Benefits #Select: Medical #Medical Plan Book

3. Fortreatment of any injury or ilness for which the Covered Person is not under the regular care of a physician or does not follow the attending
physician's treatment plan;

Extenuating Circumstances

If a Covered Person requires care from a specialit care provider but there is not an in-network Specialst care provider within a seventy-five (75) mile radius from the employee’s place of business, the provider will be paid at in-ngtwork benefits subject to R&C allowable amounts,

Your Rights to Continue Coverage. Federal and State laws may provide protections that allow you to continue health coverage after it would otherwise end. For more information about your rights and obligations under the plan and under federal law, you should review the plan booklet or contact TML Health,
PO Box 149190, Austin, Texas 78714-9190 or by telephone at (800) 282-5385. You may have other ptions available to you when you lose group health coverage. For example, you may be eligible to buy an individual plan through the Health Insurance Marketplace. For more information about the Marketplace,
visit vww.healthcare.gov or call (800) 318-2596.

Does this Coverage Provide Minimum Essential Coverage? The Affordable Care Act requires most people to have health care coverage that qualfies as ‘minimum essential coverage”. Yes, this plan provides 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). Yes, this plan's coverage meets the minimum value standard.

Your Grievance and Appeals Rights. If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For more information about your rights, look at the explanation of benefits you wil receive for that
medical claim. Your Medical Plan booklet also provides complete information to submit a claim appeal or a grievance for any reason. For assistance, contact TML Health, PO Box 149190, Austin, Texas 78714-9190 or by telephone (800) 282-5385. You may also contact the Department
of Health and Human Services, Center for Consumer Information and Insurance Oversight, at (877) 267-2323 X61565 o www.cclio.cms.qov.

Questions: Call (800) 282-5385 o visit the TML Health website at tmihealthbebefits.org. Page 5 | Eff 10/01/20
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A S Plan Type: PPO Medical Plan | Plan Description: Plan C

About these Coverage Examples. These examples show how this plan might cover medical care in a few situations and show how deductibles, copayments, and benefit percentage can add up. Use these examples to see, in general, how much financial protection a sample patient
might get from coverage under this plan compared to other plans by comparing the "Covered Individual Pays" section for the same example under each plan's Summary of Benefits and Coverage. This is not a cost estimator. Do not use these examples to estimate your actual costs
under this plan, Treatments show are just examples and your actual costs will be different depending on the actual care you receive, the prices your providers charge, and many other factors. Also, costs do not include premiums you pay to buy coverage under a plan.

Having a Baby Managing Type 2 Diabetes Simple Fracture

(normal delivery) (routine maintenance of a well-controlled condition) (with emergency room visit)
» Amount owed to Providers. $13772.46 | |+ Amount owed to Providers: $867352 | |+ Amount owed to Providers. $3383.56
» Plan pays: $11,247.46 | |+ Plan pays: 144118 ||+ Planpays: $225262
+ Covered Individual/Patient pays: $250000 | [+ Covered Indivicual/Patient pays. §1232.34 | v Covered IndividuallPatient pays: $1.13094

Sample Care Costs Sample Care Costs Sample Care Costs
:gzg::z: gﬂg[g: Ebm;gcf J iigggg; Prescriptions: §7138.32 Emergency Senvices: $2319.54
Routine obstetric care; $3313.16 Medical Equip. & Supplies: $208.32 Medical Equip. & Supplies. $128.10
Anesthesia: $2,200.00 Office Visits and Procedures: $858.20 Office Visits and Procedures: §598.13
Laboratory tests: $325.96 Education: $204.50 Physical Therapy. $301.74
Prescriptions $45.00 Laboratory tests: $116.54 Laboratory tests: $0.0
Radiology: $553.12 Viaccines, other preventive: $147.64 Prescriptions. $30.05
Total; $13722.46 Total: $8,673.52 Total; $3,383.56

Covered Individual/Patient Pays Covered IndividuallPatient Pays Covered IndividuallPatient Pays

Deductible: $500.0 Deductible: $170.34 Deductible; $500.00
Copayments; MedicallRx: $25.00/80.00 Copayments; MedicallRx: $150.00/$912.00 Copayments: MedicallRx: $75.00/%0.00
Coinsurance; $1,975.00 Coinsurance; $0.0 Coinsurance; $455.94
Plan/Max Plan QOP: $2500.00 Plan/Max Plan QOP: $1.232.34 Plan/Max Plan QOP: $1,030.94
Limits or Exclusions. $0.0 Limits or Exclusions: $0.0 Limits or Exclusions: $100.00
Total; $2500.00 Total: $1232.34 Total: $1,130.94

Guidance document appears at 77Fed Reg. 8668 and 8706 respectively (2-14-12). Culturally Linguistic documents are available by calling (800) 282-5385 or emailing Customer Care.

For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other hyperlinked terms, see the Glossary. You can view the Glossary at www.healthcare.qov/she-glossary or call (800) 282-
5385 to request a copy.

Non-Discrimination

TML Health complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex. TML Health does not exclude peaple or treat them differently because of race, color, national origin, age, disabilty, or sex. TML Health:

o Provides free aids and services to people with disabilities to communicate effectively with us, such as:

v Qualified signlanguage interpreters
v Writeninformation in other formats (large print, audio, accessible electronic formats, and other formats)

o Provides free language Services to peaple whose primary language is not English, such as:

v Qualfied interpreters
v Information writien in other languages

Questions: Call (800) 282-5385 o visit the TML Health website at tmihealthbebefits.org. Page 6 | Eff 10/01/20
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If you need these services, contact our Civil Rights Coordinator. If you believe that TML Health has failed to provide these senvices or discriminated in another way on the basis of race, color, national origin, age, cisabilty, or sex, you can fle a grievance with: Civil Rights Coordinator, TML Health, PO Box 149190, Austin, TX 78754-9190,
(800) 262-5385, TTY 711, Fax (512) 719-6539, CRCoordinator @imihb.0r. You can file a grievance in person or by mail, fax, or emal. If you need help fling a grievance, our Civil Rights Coordinator is available to help you. You can also file a civi rights complaint with the U.S. Depariment of Health and Human Services, Office for Civil
Rights electronically through the Office for Civil Rights Complaint Portal, available at hitps://ocrportal.hs.qoviocr /portalliobby.sf, or by mail or phone at; U.S. Department of Health and Human Semvices, 200 Independence Avenue, SW Room 509F, HHH Building, Washington, D.C. 20201, (800) 368-1019, (800) 537-7697 (TDD). Complaint
forms are avaiable at wyw.nhs qoviocrlofficeffle/index.fiml,

TTY: 711
Language Assistance

ATTENTION: If you do not speak English, language assistance services, free of charge, are available to you. Cal (800) 282-5385.

SIS e ATENCION: s i espafil, iene a su disposicion servicos gratuitos de asistencia ingistica. Llame al (800) 282-5385

VIGHnAMeSE -—rrrerrremme CHU Y: Nél i nGi Tiéng Vit o0 céic ich vy hd tro ngdin g min phf danh cho ban. Goi 53 (800) 282-5365.

Chingge -------------- AR WEREERERE T A DI EEGIE S TR - 5550 (800) 282-5385.
Korgan --eerrrrerrrmnee 9: B20E MZOHAIE 3, A0 IR HHIAS REZ 01B0H 2 USLIC (800) 262-5385 HOZ H3toh FMNIQ. -

ATabig s ) (800) 282-5385- Lo 3 o €4 g et slad gl 5y iy - i o 1

] T————— o Al ) A 5l 8 g oS S e i e . 0S (800) 282:5385 8

Tagal0g woreeererrereereereree PAUNAWA: Kuing nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa (800) 282-5385.
FINCN wrvrerrersoreneeee: ATTENTION: S vOUS palez francais, des services d'aide linguistique vous sont proposes gratuitement. Appelez le (800) 282-5385.

1 —————— T80 0 5 il § o e T T e ST 3 31 (800) 282:5385 WA Y|

PerSian (Fars) - g K1 o g J8 K 8 Sl .y (184 5k (800) 282-5385 o 24, b i K

(GEMaN orerereererrereeeenee ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstieistungen zur Verfilgung. Rufnummer. (800) 262-5385.

QU] e Yol 1A 71| el ], ] ot oML a1 Al MR M2 Gt . gl 521 (800) 282:5385

RUSSIN oreererorereeeer BHYMAHVIE: Ec Bl FOBOPHTE Ha PYCCKOM 3biKe, TO BaM AOCTYMHbI DecnnaTbie yenyrit nepesoga. 3sowure (800) 282-5385.

Japanese e FEEE : AREAECNAGE, BHOTERRE CHAVLENET, (600) 22053855 T, REECTIER(EEL,

LAQf N e 100U TI0Y U1 20, MUCS V0BTV, Towcpe, covisoulaian, lus (800) 282-5385.

Questions: Call (800) 282-5385 o visit the TML Health website at tmihealthbebefits.org. Page 7 | Eff 10/01/20
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