Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage Period: 7 / 01 / 2017 -6 / 30 / 2018

Stark County Schools Council of Governments: PPO Plan Coverage for: Individual/Family | Plan Type: PPO
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

ﬂ share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call AultCare at 1-800-344-8858 /
www.aultcare.com, or Medical Mutual at 800-228-6472 / www.medmutual.com. For general definitions of common terms, such as allowed amount, balance billing,
coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at www.aultcas.com/aultcare/login.aspx or
www.medmutual.com or by calling AultCare 1-800-344-8858 or Medical Mutual 1-800-228-6472 to request a copy.

Important Questions m Why This Matters:

For network providers Generally, you must pay all of the costs from providers up to the deductible amount before this
What is_ the overall $250 Individual / $500 Family; plan begins to pay. If you have other family members on the plan, each family member must meet
deductible? For out-of-network providers their own individual deductible until the total amount of deductible expenses paid by all family

$500 Individual / $1,000 Family members meets the overall family deductible.
This plan covers some items and services even if you haven't yet met the deductible amount. But

Are there services Yes. Certain Preventive care . . . : , :

. coinsurance may apply. For example, this plan covers certain preventive services without cost-
OB B R WIER: | EEIEES i EotEied i e et sharing and before you meet your deductible. See a list of covered preventive services at
your deductible? meet your deductible. y y ' e

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

Are there other
deductibles for specific No.
services?

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

For network providers
What is the out-of-pocket | g1 000 Individual /$2,000 Family
limit for this plan? For out-of-network providers
$2,000 Individual /$4,000 Family
Penalties, premiums, balance-billing

What is not included in | charges, and health care this plan

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.

This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
: : e . You will pay the most if you use an out-of-network provider, and you might receive a bill from a
Will less if roviders: AultCare: see ) ) :
usle )a,‘:\l:et?n?grl? ifc:vi)azl:., Waultcare com or call 330- provider for the difference between the provider’s charge and what your plan pays (balance
" 363-6360 or 1-800-344-8858: billing). Be aware, your network provider might use an out-of-network provider for some services
’ (such as lab work). Check with your provider before you get services.

Yes. For a list of network

Medical Mutual: See
www.medmutual.com or call 1-

800-228-6472
Do you need a referral to
see a specialist? No You can see the specialist you choose without a referral.
OMB Control Numbers 1545-2229, 1210-0147, and 0938-1146 Integrated MOOP / Embedded Deductibles & Out of Pocket

Released April 6, 2016
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ey All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Sl ot T e What You Will Pa Limitations, Exceptions, & Other Important
Medical Event y _Network Provider (You Out-o_f-Network : Information
will pay the least Provider (You will

Primary care visit to treat an

I you visit a health e s 10% coinsurance 20% coinsurance None

care provider’s office | Specialist visit 10% coinsurance 20% coinsurance None

or clinic Preventive care/screening/ No ch 20% col You may have to pay for services that aren’t

immunization 0 Charge o coinsurance preventive. Ask your provider if the services

needed are preventive. Then check what your
plan will pay for. Coverage for routine
mammograms, prostate screening or pap test is
limited to one per calendar year. Routine
physicals are limited to one per calendar year.
Routine gynecological exams are limited to two
per calendar year.

e A V?l?rk?OSt'c test (x-ray, blood 10% coinsurance 20% coinsurance None

Imaging (CT/PET scans, MRIs) | 10% coinsurance 20% coinsurance Preauthorization may be required for certain

imaging services.

If you need drugs to Mandatory generic drugs where available

treat your illness or (unless doctor specifies dispense as written).

condition Mail order is required for long term

More information about ~ Generic drugs / Brand drugs | 20% coinsurance Not covered prescription drugs, limited to 1stfill and one

prescrlptlc_m er_IQ refill at retail pharmacy. All subsequent

coverage is available at prescription drugs must be filled by mail.

www.caremark.com or
contact a Customer
Care Representative at
1-888-202-1654.

If you have outpatient Facility fee (e.g., ambulatory | 400, coinsurance 20% coinsurance Preauthorization may be required for certain
surgery surgery center) surgery services.

Physician/surgeon fees 10% coinsurance 20% coinsurance None

Emergency room care 10% coinsurance 10% coinsurance Network deductible will apply.
::lzgit:::f:t‘:(;mir:ﬁdlate E;r:}irqsrr:gzor:edlcal 20% coinsurance 20% coinsurance Network deductible will apply.

Urgent care 10% coinsurance 20% coinsurance None
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What You Will Pay Limitations, Exceptions, & Other Important

Network Provider Out-of-Network Provider :
(You will pay the least) | (You will pay the most) Information

Common
Medical Event

Services You May Need

If you have a hospital
stay

Facility fee (e.g., hospital room)

10% coinsurance

20% coinsurance

Preauthorization is required. Penalty of $200
may apply for failure to get preauthorization.

Physician/surgeon fees

10% coinsurance

20% coinsurance

None

If you are pregnant

10% coinsurance

20% coinsurance

If you need mental Outpatient services 10% coinsurance 20% coinsurance None
deat s o Preauthorization is required. Penalty of $200
health, or substance | Inpatient services 10% coinsurance 20% coinsurance may apply for failure ?0 getp reauthgrization.
abuse services

Office visits Cost sharing does not apply to certain preventive

services. Depending on the type of service,
coinsurance or deductible may apply. Maternity

care may include tests and services described
elsewhere in the SBC (ie: ultrasound).

Childbirth/delivery professional
services

10% coinsurance

20% coinsurance

None

Childbirth/delivery facility
services

10% coinsurance

20% coinsurance

Preauthorization is required. Penalty of $200
may apply for failure to get preauthorization.

If you need help
recovering or have other
special health needs

Home health care

10% coinsurance

20% coinsurance

Preauthorization is required.

Rehabilitation services

10% coinsurance

20% coinsurance

Preauthorization may be required for ongoing
services.

Habilitation services

Not covered

Not covered

Skilled nursing care

10% coinsurance

20% coinsurance

Preauthorization is required.

Durable medical equipment

10% coinsurance

20% coinsurance

None

Hospice services

10% coinsurance

20% coinsurance

Preauthorization is required.

If your child needs
dental or eye care

Children’s eye exam

Children’s glasses

Children’s dental check-up

No charge

Not covered

Not covered

20% coinsurance

Not covered

Not covered

Eye exam coverage through age 20.
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Excluded Services & Other Covered Services:

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

e Abortion (except in cases of rape, incest, or e Dental Care (adult) o Non-Emergency care when traveling outside the U.S.
when the life of the mother is endangered) e Habilitation Services e Routine Eye Care (Adult)

* Acupuncture * Hearing Aids e Routine Foot Care

e Bariatric Surgery e Long Term Care

e \Weight Loss Programs
e Cosmetic Surgery

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

e Chiropractic Care o Infertility Treatment e Private Duty Nursing

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: for non-federal governmental group health plans, contact Department of Health and Human Services, Center for Consumer Information and Insurance
Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. If the coverage is insured, individuals should contact their State insurance regulator regarding their
possible rights to continuation coverage under State law. 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 tomplete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or
assistance, contact: for non-federal governmentatgroup health plans, contact AultCare at 1-800-344-8858, Medical Mutual at 1-800-228-6472 or call the Ohio
Department of Insurance 1-800- 686-1526.

Does this plan provide Minimum Essential Coverage? Yes.
If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this plan meet 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 330-363-6360 / 1-800-344-8858

Tagalog (Tagalo Kun kailan a ninyo an Tagalog tumawag sa 300-363-6360 / 1-800-344-8858
[Ch?nesge%qj%t gﬁ %ﬁ%%% SEHIN QL%%E}%@ @E 330- 36396360/1 -800-344-8858

[Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 330-363-6360 / 1-800-344-8858
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:

-
A 0 1
‘.u)

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

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

Peg is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

Mia’s Simple Fracture
(in-network emergency room visit and follow up

B The plan’s overalldeductible $250
B Specialist coinsurance 10%
M Hospital (facility) coinsurance 10%
B Other coinsurance 10%

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

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

Total Example Cost $12,800
In this example, Peg would pay:
Cost Sharing

Deductibles $250

Copayments $0

Coinsurance $750

What isn’t covered
Limits or exclusions $20
The total Peg would pay is $1,020

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

B The plan’s overalldeductible $250
M Specialist coinsurance 10%
M Hospital (facility)coinsurance 10%
B Othercoinsurance 10%
This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)
Total Example Cost $7,400
In this example, Joe would pay:
Cost Sharing
Deductibles $250
Copayments $0
Coinsurance $750
What isn’t covered
Limits or exclusions $60
The total Joe would pay is $1,060

care)

B The plan’s overall deductible $250
M Specialist coinsurance 10%
M Hospital (facility) coinsurance 10%
M Other coinsurance 10%
This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $1,900
In this example, Mia would pay:

Cost Sharing

Deductibles $250

Copayments $0

Coinsurance $390

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $640
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Endlish AultCare/Aultra Notice Tag Lines for the State of Ohio

nglis

This Notice has Important Information. This notice has important information about your application or coverage through AultCare
/Aultra. Look for key dates in this notice. You may need to take action by certain deadlines to keep your health coverage or help with
costs. You have the right to get this information and help in your language at no cost. Call Local: 330.363.6360 Outside Stark County:
1.800.344.8858 TTY Local: 330.363.2393 Outside Stark County: 1.866.633.4752

Spanish

Espafiol

Este Aviso contiene informacidn importante. Este aviso contiene informacion importante acerca de su solicitud o cobertura a través
AultCare/Aultra. Preste atencidn a las fechas clave que contiene este aviso. Es posible que deba tomar alguna medida antes de
determinadas fechas para mantener su cobertura médica o ayuda con los costos. Usted tiene derecho a recibir esta informacion y ayuda en
su idioma sin costo alguno. Llame al Local : 330.363.6360 Fuera del condado de Stark : 1.800.344.8858 TTY Local : 330.363.2393
Fuera del condado de Stark : 1.866.633.4752

Chinese
H 3
AEAAEEEIHE ° ﬁ;@%ﬂﬁ%ﬁ_ﬁé@u_ AultCare/Aultra %B&&‘J FEACHY HAE W%W’@%‘ﬂ B - BB ERE
Elﬁﬂ o JEMTRE T BAE L H B RIBEEUTE) > DRI R (R o & F s - ,_\ﬁ%ﬂﬁﬁéuuﬁﬁl HELIPNEVAE )
SEECEESE AH ¢ 330.363.6360 HTEETEEAYP ¢ 1.800.344.8858 TTY &5 At : 330.363.2393 B 5044 ¢ 1.866.633.4752 «

German
Deutsche
Diese Benachrichtigung enthélt wichtige Informationen. Diese Benachrichtigung enthélt wichtige Informationen beziiglich lhres Antrags
auf Krankenversicherungsschutz durch AultCare/Aultra. Suchen Sie nach wichtigen Terminen in dieser Benachrichtigung. Sie kdnnten
bis zu bestimmten Stichtagen handeln missen, um lhren Krankenversicherungsschutz oder Hilfe mit den Kosten zu behalten. Sie haben
das Recht, kostenlose Hilfe und Informatlonen in lhrer Sprache zu erhalten. Rufen Sie an unter Local 330.363.6360 Aulzerhalb von

k :1.800.344, Local: . A hal k :1.866.633.

Arabic
) g 3
6 szl Jralas) s 75 130N E 5 draila s poBagat s suabl Selrd s wlp ety o I Ui 3d Jlagy AultCare/Aultra
\g._aCC &L.JJ‘MJJ;'& J\e’éa';.i 83l d\uit.‘) ¥ JG 'J\C'.E il C“‘)Lﬁ“ &}J\ét efich ._\r' N 6Jt‘-‘ﬁ‘kd"i U@m 4y \Jjﬁ{\w?gi g JSMU}J. 4 JtéJJ JU‘CJIJ qu‘&
TTY< b o spkli o 718932.363.033 1) ¢oll b¢l 1.800.344.8858: &1 skl ¢ ) Upata s s oll g 8¢k oy 353 L2842, iga)-330.363.6360
1.866.633.4752:

Pennsylvania Dutch

Deitsch

Die Bekanntmaching gebt wichdichi Auskunft. Die Bekanntmaching gebt wichdichi Auskunft baut dei Application oder Coverage mit
AultCare/Aultra. Geb Acht fer wichdiche Daadem in die Bekanntmachung. Es iss meeglich, ass du ebbes duh muscht, an beschtimmde
Deadlines, so ass du dei Health Coverage bhalde kannscht, odder bezaahle helfe kannscht. Du hoscht es Recht fer die Information un Hilf
in deinre eegne Schprooch griege, un die Hilf koschtet nix Local: 330.363.6360 Aul3erhalb von Stark County : 1.800.344.8858 TTY —
Linie Local: 330.363.2393 Aul3erhalb von Stark County : 1.866.633.4752.

Russian

pyccKuii

Hacrosiee yBeoMieHHe COACPIKUT BAKHYIO HHPOPMAIHIO. DTO YBEAOMIICHUE COJCPKUT BAXKHYIO HH(POPMALIHMIO O BallleM 3asBICHUN
WIH CTPaxoBOM MOKpbITUH uepe3 CrpaxoBas komnanus AultCare/Aultra. [TocmoTpuTe Ha KIIl04YeBbIE AAThl B HACTOSLIEM
yBenoMiIeHHH. Bam, BO3MOKHO, TOTpeOyeTCs MPUHSATE MEPHI K ONpEeeTICHHBIM MIPEACIbHBIM CPOKaM JUISl COXPAHEHHsI CTPaXOBOTO
TIOKPBITHS MJIM TIOMOIIM ¢ pacxofaMu. Bel uMeeTe npaBo Ha OecruiaTHOE MOTydeHHE 3TOH HHPOPMAIMK U TIOMOIIb Ha BaIlleM SI3BIKE.
3Bonute no tenepony Mectnblii: 330.363.6360 Bue Crapka County : 1.800.344.8858 TTY nunust Mectusrii: 330.363.2393 Bue
Crapka County : 1.866.633.4752.

French

Francais

Cet avis a d'importantes informations. Cet avis a d'importantes informations sur votre demande ou la couverture par l'intermédiaire de
Compagnie d'Assurance AultCare/Aultra. Rechercher les dates clés dans le présent avis. Vous devrez peut-étre prendre des mesures
par certains délais pour maintenir votre couverture de santé ou d'aide avec les codts. VVous avez le droit d'obtenir cette information et de
1’aide dans votre langue a aucun cotlt. Appelez Locale: 330.363.6360 En dehors du comté de Stark : 1.800.344.8858 ligne ATS Local:
330.363.2393 En dehors du comté de Stark :1.866.633.4752

Vietnamese

Viét Nam ; . . .

Thong bao nay cung cap thdng tin quan trong. Thong bao nay c6 thong tin quan trong ban ve don nop hodc hop dong bao hiém qua chuong
trinh Céng ty Bao hlem AultCare/Aultra. Xin xem ngay then chét trong thong bao nay. Quy vi co thé phai thuc hién theo thong béo
dung trong thoi han dé duy tri bao hiém sirc khoe hodc dugc trg trip thém vé chi phi. Quy Vi ¢6 quyén duoc biét thong tin nay va dugc trg
gilip bang ngdn ngir caa minh mién phi. Xin goi s6 Dia phweng: 330.363.6360 Bén ngoai cia Stark County : 1.800.344.8858 TTY
duong day Pia phuong: 330.363.2393 Bén ng oai cia Stark County : 1.866.633.4752.
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Cushite-Oromo

Beeksisni kun odeeffannoo barbaachisaa gaba. Beeksisti kun sagantaa yookan karaa AultCare/Aultra tiin tajaajila keessan ilaalchisee

odeeffannoo barbaachisaa gaba. Guyyaawwan murteessaa ta’an beeksisa kana keessatti ilaalaa. Tarii kaffaltiidhaan deeggaramuuf yookan

tajaajila fayyaa keessaniif guyyaa dhumaa irratti wanti raawwattan jiraachuu danda’a. Kaffaltii irraa bilisa haala

ta’een afaan keessaniin odeeffannoo argachuu fi deeggarsa argachuuf mirga ni gabaattu. Lakkoofsa bilbilaa Local: 330.363.63600utside
tark nty: 1.800.344, TTY Line Local: .363.2 tside of Stark nty: 1 A752 tii bilbil

Korean

gatol

2SHAlE S8t BB S0 ASLICEH = 0| SXIM= Aot A0 2ot0d 12| 1) AultCare/Aultra 2.3 3|AI A& =
N T e e S I4 A 20200 o =S RoFAe Aots LLER,
HHZKNE HE RAGH AL BlE= E2ot)] floid & st Or2 2K AX = —?IﬁFO?B 2 AZS = ASL %l i
Olcdsr 328 == Aotel 0= Hlg 80 85 = Rl= A Jf YSLICH X Y : 330,363.6360 2B} 7}-+-E] 9 o] & .
1.800.342.8858 TTY 2kl X[ :330.363.2393 ZEF T FFEE] o] &3~ 1.866.633.4752 2 & 5ol & AL,

Italian

Italiano

Questo avviso contiene informazioni importanti sulla tua domanda o copertura attraverso AultCare/Aultra. Cerca le date chiave inquesto

avviso. Potrebbe essere necessario un tuo intervento entro una scadenza determinata per consentirti di mantenere la tua copertura o )

sovvenzione. Hai il diritto di ottenere queste informazionie assistenza nella tua lingua gratuitamente. Chiama Locale: 330.363.6360 Al di
ohe : A & A ot 4 ‘ f

lori g ark Coun 800,344,8858 nea L.oca 0.36 Al di fuo :

Japanese

HAsH

COBHICFEELERNEENTLET ., COBEHICIE AultCare/Aultra {RIEE DBBEE-ITHEREICET 2EELE
BASENTVFET, COBMICERMSNTVWSBRGAMZCHER LIV, BRERIRCEHYN—FZHBTHICE. HED
BRI TICAPHEMoBTMEL O BVGEEAHY FT, CHEDERICIHFERETRN— PAERTRESNET,

3;(().?5;.8360 Ry — & DHh: 1.800.344.8858 TTY 74 > O—A)L : 330.363.2393 R ¥ — 7 ERDHf : 1.866.633.4752 £ THE
E i \0

Dutch

Nederlands

Deze mededeling heeft belangrijke informatie. Deze mededeling heeft belangrijke informatie over uw aanvraag of dekking via AultCare
/Aultra. Kijk naar belangrijke datums in deze mededeling. Het kan nodig zijn om actie te ondernemen binnen bepaalde termijnen om uw
zorgverzekering te behouden of hulp met kosten te krijgen. U heeft het recht op deze informatie en hulp in uw taal zonder kosten. Bel
Local : 330.363.6360 Buiten Stark County : 1.800.344.8858 TTY Line Local : 330.363.2393 Buiten Stark County : 1.866.633.4752.

Ukrainian

YKpalHChbKUI

Ile MOBIAOMIICHHS MiCTUTh BaXJIUBY iH(pOpMaIlifo. 1le moBiIOMIICHHS MICTHTh BAXKIUBY iH(pOpMaIito mpo Baiiie 3BepHEHHS 110,10
CTpaxyBallbHOT'O OKPHUTTs Yepe3 CTpaxona kommaHiss AultCare/Aultra. 3BepHiTh yBary Ha KIIOUOBI JaTH, BKa3aHi y IbOMY
noBizomieHHi. [cHye iMOBipHiCTB TOTO, 1110 BaM Tpeba Oyze 3aiHCHUTH IEBHI KPOKH Y KOHKPETHI KiHIIEBI CTPOKH ISl TOTO, 10030eperTu
Bame MmeamuHe cTpaxyBaHHS a00 oTpuMaTH (iHAHCOBY AomoMory. Y Bac € mpaBo Ha oTpuMaHH Hi€l iHGopMaIii Ta JomoMoru
6e3komToBHO Ha Barriii pigHiii MoBi. J[3BoHITE 3a HOMepoM Tenedony Micuepuii : 330.363.6360 ITo3a Crapka County :

1.800.344. TTY ainisg Micuepwnii : 330.363.2393 I1o3za Crapka County :1.866.633.4752,

Romanian

Romana

Prezenta notificare contine informatii importante. Aceasta notificare contine informatii importante privind cererea sau acoperirea asigurarii
dumneavoastre de sanatate prin Compania de Asigurari AultCare/Aultra. Cautati datele cheie din aceasta notificare. Este posibil sa fie
nevoie sd actionati pand la anumite termene limita pentru a va mentine acoperirea asigurarii de sanatate sau asistenta privitoare la costuri.
Aveti dreptul de a obtine gratuit aceste informatii si ajutor in limba dumneavoastra. Sunati la Locale : 330.363.6360 In afara Stark Judet
:1.800.344.8858 TTY linie Locale : 330.363.2393 In afara Stark Judet : 1.866.633.4752.

Non-Discrimination Notice:
AultCare/Aultra complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin,
age, disability, or sex. AultCare/Aultra does not exclude people or treat them differently because of race, color, national origin, age,
disability, or sex. AultCare/Aultra provides free aids and services to people with disabilities to communicate effectively with us, such as:
Qualified sign language interpreters and written information in other formats (large print, audio, accessible electronic formats, other
formats). AultCare/Aultra provides free language services to people whose primary language is not English, such as: Qualified interpreters
and information written in other languages.

If you need these services, or if you believe that AultCare/Aultra has failed to provide these services or discriminated in another way on
the basis of race, color, national origin, age, disability, or sex, you can contact or file a grievance with the: AultCare/Aultra Civil Rights
Coordinator, 2600 6" St. S.W. Canton, OH 44710, 330-363-7456, CivilRightsCoordinator@aultcare.com. You can file a grievance in
person or by mail, fax, or email. If you need help filing a grievance, our Civil Rights staff is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights electronically
through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:
U.S. Department of Health and Human Services 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C. 20201
1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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Multi-Language Interpreter Services

& Nondiscrimination Notice

7KLV GRFXPHQI QRIL¢HV LQGLYLGXDIV Rl KRZ IR VHHN DVVIVIDQFH

Spanish

$7(1&,T1: 6L KDEID HVSDXRI, IIHQH D VX GLVSRVLFLlyQ
VHUYLFLRV JUDIXIIRV GH DVIVIHQFLD (.QJe tVILFD. Z(DPH DI

1-800-382-5729 (77<:711).

Chinese
Fkkm OO~ wil %m0V B g Lig
Longzmhé 1-800-382-5729 (77<: 711)0T

German

$&+781*: ZHQQ 6LH 'HXWVFK VSUHFKHQ, VWHKHQ
KQHQ NRVWHQORV VSUDFKOLFKH +LOIVGLHQVWOHLVWXQJHQ XU
9HUI* IXQJ. SXIQXPPHU: 1-800-382-5729 (77<: 711).

Arabic

¢ oy 000 10 § v OO0 g b YT 9 g 10 ooy Tod 00005 gl 3 Do
(7119 yiHlg ¢ 10 [0 {11-800-382-5729g {ne d ¢ .1} Oy

Pennsylvania Dutch

= DQQ GX ™ HIVFK VFKZHITVFKI, NDQQVFKI GX PUDXV - RVFKIH
HEEHU JUFNH, DW GKU KHIlll PUF GIH HQJILVFK 6FKSIRRFK. 5XI
VHIL 2XPPHU XII: &Dl) 1-800-382-5729 (77<: 71 ).

Russian

¢E2EAérs: styc 3e i3itciy o I|Hyvih ugery,
+i 30-h gt Lhe ejtwyathey [Hylze y1l3ice.
?3ifety 1-800-382-5729 (Hypteyi: 711).

French

$77(17,21: 6L YRXV SDUH] 1UDQoDLV, GHV VHUYLFHV
GYDLGH OLQJXLVWLTXH YRXV VRQW SURSRVpV JUDWXLWHPHQW.
$SSHOH] OH 1-800-382-5729 ($76: 711).

Vietnamese

&+0 é: 15X EHQ Qyt 7150 9Y), Fy FiF GIFK Ye K3 6 QI{Q QI

PIHQ SKt GjQK FKR EHQ. 4. Ve 1-800-382-5729 (77<: 71 ).

Navajo

'ttEDD DNy QtQ{JLQ: 'ttVDDG EHH \iQtAWLY JR 'LQp
%L]DDG, VDDG EHH iNifiQtGDTiZRIGE &S, Wi MLLNJHK, pt
Qi KA, WAz KuGttoalk 1-800-382-5729 (77< 711 .
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LI fKH\ VSHDN D (DQJIXDJH RIKHU IKDQ (QJIVK.

Oromo
1, <<(())$11$$: $IDDQ GXEEDWWX 2URRPLIID,

WDMDDMLOD JDUJDDUVD DIDDQLL, NDQIDOWLLGKDDQ DOD, QL
DUJDPD. %LOELODD 1-800-382-5729 (77<: 711).

Korean
“,Jb? HREEy OZ “éZ'% [!Lx, ¥ 9z OOy
. ZHE] &2 1-800-382-5729 (77<:

Italian

$77(1=,21(: ,Q FDVR (D (lQIXD SDUDID VLD (fDIDQR,
VRQR GLVSRQLELL VHUYL]L GL DVVIVIHQ]D (LQIXIVILFD JUDIXLIL.
&KIDPDUH 10 QXPHUR 1-800-382-5729 (77<: 711).

Japanese

PRkmOIE SrEkEr+ BEo oo € DoHiEE Wsritsr
4, O € ¥ 0 (- 1 0N1-800-382-5729 (77<: 711) (-
¢o01c MIE OO0 ML o 6 u om

Dutch

$$1'$8+7:$0V X QHGHUODQGV VSUHHNW, NXQW X JUDWLV
JHEUXLNPDNHQ YDQ GH WDDONXQGLJH GLHQVWHQ. %HO
1-800-382-5729 (77<: 711).

Ukrainian

FZALA! o¥ni 36 Tigh#3yuarty [rIeshtevid hizid, 36
hidyty g3grhldcta a¥ eygrintishir tyldec hishir
yetrchye. Ryyyz3#hlyts ge hhyri#h 1-800-382-5729
(hyyteyu 711).

Romanian
$7(17,(: 'DFa YRUEL|L OLPED URPkQ&, Ya VWDX 0D

GLVSRILYLH VHUYLFLL GH DVLVWHQI& OLQJYLVWLFa, JUDWXLW.
6XQDIL 00 1-800-382-5729 (77<: 711).

Tagalog
3$81$:-$: . XQJ QDJIVDVDIID ND QJ 7DJDIRJ, PDDDUL

NDQJ JXPDPLI QJ PJD VHUELVAR QJ IXIRQJ VD ZIND QDQJ
ZDIDQJ ED\DG. 7XPDZDJ VD 1-800-382-5729 (77<: 71 ).



QUESTIONS ABOUT YOUR BENEFITS OR OTHER INQUIRIES ABOUT YOUR HEALTH INSURANCE
SHOULD BE DIRECTEDTO MEDICAL MUTUAL’S CUSTOMER CARE DEPARTMENT AT 1-800-382-
5729.

Nondiscrimination Notice

Medical Mutual of Ohio complies with applicable federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability or sex in its operation of health programs and activities.
Medical Mutual does not exclude people or treat them differently because of race, color, national origin, age,
disability or sex in its operation of health programs and activities.

@ Medical Mutual provides free aids and services to people with disabilities to communicate effectively with
us, such as quali)ed sign language interpreters, and written information in other formats (large print, audio,
accessible electronic formats, etc.).

@ Medical Mutual provides free language services to people whose primary language is not English, such as
qguali)ed interpreters and information written in other languages.

If you need these services or if you believe Medical Mutual failed to provide these services or discriminated
in another way on the basis of race, color, national origin, age, disability or sex, with respect to your health
care bene.ts or services, you can submit a written complaint to the person listed below. Please include
as much detail as possible in your written complaint to allow us to effectively research and respond.

Civil Rights
Coordinator Medical
Mutual of Ohio 2060 East
Ninth Street Cleveland, OH
44115-1355

MZ: 01-10-1900

Email: CivilRightsCoordinator@MedMutual.com

You can also )le a civil rights complaint with the U.S. Department of Health and Human Services, Of)ce for Civil Rights.

QElectronically through the Of)ce for Civil Rights Complaint Portal available at:
ocrportal.hhs.gov/ocr/portal/lobby.jsf
Q By mail at:
U.S. Department of Health and Human Services
200 Independence Avenue, SW Room 509F
HHH Building
Washington, DC 20201-0004
Q@ By phone at:
(800) 368-1019 (TDD: (800) 537-7697)

@ Complaint forms are available at:
hhs.gov/ocr/of)ce/)le/index.html

Products marketed by Medical Mutual may be underwritten by one of its subsidiaries, such as Medical
Health Insuring Corporation of Ohio or Consumers Life Insurance Company.
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