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MASSACHUSETTS

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Blue Care Elect Preferred 80 with Copay Student Health Plan:

Coverage Period: on or after 09/01/2026

MA Community College Coverage for: Individual only | Plan Type: PPO

an 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, see bluecrossma.org/coverage-info. 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 bluecrossma.org/shcglossary or call 1-888-753-6615 to request a copy.

What is the overall
deductible?

$350 in-network: $750 out-of-
network.

Important Questions m Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before this plan
begins to pay.

Are there services
covered before you meet
your deductible?

Yes. In-network preventive and
prenatal care, most office visits,
diagnostic tests and imaging,
therapy visits, mental health visits,
prescription drugs; emergency
room, emergency transportation.

This plan covers some items and services even if you haven't yet met the deductible amount. 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?

Yes. For pediatric essential dental,
$50. There are no other specific
deductibles.

You must pay all of the costs for these services up to the specific deductible amount before this plan
begins to pay for these services.

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

For medical benefits, $6,000 in-
network and $12,000 out-of-
network; for prescription drug
benefits, $1,000 in-network and
$2,000 out-of-network; and for
pediatric essential dental, $350.

The out-of-pocket limit is the most you could pay in a year for covered services.

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

Premiums, balance-billing charges,
and health care this plan doesn't
cover.

Even though you pay these expenses, they don't count toward the out-of-pocket limit.

Will you pay less if you
use a network provider?

Yes. See
bluecrossma.com/findadoctor or
call the Member Service number
on your ID card for a list of network

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 an out-of-network 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
network provider might use an out-of-network provider for some services (such as lab work). Check

providers.

with your provider before you get services.

Do you need a referral to
see a specialist?

No.

You can see the specialist you choose without a referral.
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44 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

In-Network Out-of-Network Limitations, Exceptions, & Other

Common Medical Event Services You May Need :
| : I o (You will pay the (You will pay the Important Information

most)

Deductible applies first for out-of-
network; family or general practitioner,
internist, OB/GYN physician,
pediatrician, geriatric specialist, nurse
midwife, multi-specialty provider
Primary care visit to treat an injury or illness $30 / visit 20% coinsurance group, or by a physician assistant or
nurse practitioner designated as
primary care; in-network cost share
waived for services at a limited
services clinic; a telehealth cost share
may be applicable

Deductible applies first for out-of-

20% coinsurance; network; includes physician assistant
If you visit a health care o .$4O [ visit; $40/ 20% coinsurar!cg / or nurse .practitione.r d.esignated as
rovider's office or clinic Specialist visit chiropractor visit; $40 chiropractor visit; specialty care; limited to 12
providers [ acupuncture visit 20% coinsurance / acupuncture visits per calendar year;
acupuncture visit a telehealth cost share may be
applicable

Deductible applies first for out-of-
network; limited to one exam per
calendar year; cost share waived for
at least one mental health wellness
exam per calendar year; a telehealth
Preventive care/screening/immunization No charge 20% coinsurance cost share may be applicable. You
may have to pay for services that
aren't preventive. Ask your provider if
the services needed are preventive.
Then check what your plan will pay
for.
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What You Will Pay

In-Network Out-of-Network Limitations, Exceptions, & Other
(You will pay the (You will pay the Important Information
least) most)

Common Medical Event Services You May Need

Deductible applies first for out-of-

$50 for x-rays and o) i network; copayment applies per
$40 for lab tests 20% coinsurance category of test / day; pre-

authorization may be required

Deductible applies first for out-of-

Imaging (CT/PET scans, MRIs) $100 20% coinsurance TR BV ap‘_’"es per
category of test / day; pre-

authorization may be required

Diagnostic test (x-ray, blood work)

If you have a test

$20 / retail supply or

Generic drugs $40 / mail service Not covered This plan uses the Blue Cross Blue
supply Shield of Massachusetts Formulary —

Focused; up to 30-day retail (90-day

$40 retail supply or mail service) supply; cost share may

Preferred brand drugs $80 / mail service Not covered be waived. reduced. o | df
If you need drugs to treat supply € wallved, reduced, or increased for
il diti ; certain covered drugs and supplies;
youriliness or condition 560/ retail supply or pre-authorization required for certain
More information about Non-preferred brand drugs $120 / mail service Not covered drugs
prescription drug coverage supply

is available at o This plan uses the Blue Cross Blue
bluecrossma.org/medicatio Shield of Massachusetts Formulary —
n R o Focused; when obtained from a
, L designated specialty pharmacy; cost
Specialty drugs (generic, preferred, Not covered share may be waived, reduced, or
non-preferred) increased for certain covered drugs
and supplies; pre-authorization

required for certain drugs
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Common Medical Event

Services You May Need

In-Network
(You will pay the

What You Will Pay

Out-of-Network
(You will pay the

Limitations, Exceptions, & Other
Important Information

If you have outpatient
surgery

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

Physician/surgeon fees

least)

20% coinsurance

20% coinsurance

most)

30% coinsurance

30% coinsurance

Deductible applies first; pre-
authorization required for certain
services

Deductible applies first; pre-

authorization required for certain
services

If you need immediate
medical attention

Emergency room care

$150 / visit;

deductible does not

apply

$150 / visit;
deductible does not
apply

Copayment waived if admitted or for
observation stay

Emergency medical transportation

20% coinsurance

20% coinsurance

None

Urgent care

$40 / visit

20% coinsurance

Deductible applies first for out-of-
network; a telehealth cost share may
be applicable

If you have a hospital stay

Facility fee (e.g., hospital room)

20% coinsurance

30% coinsurance

Deductible applies first; pre-
authorization / authorization required

for certain services

Physician/surgeon fees

20% coinsurance

30% coinsurance

Deductible applies first; pre-
authorization / authorization required

for certain services

Deductible applies first for out-of-
network; a telehealth cost share may

If you are pregnant

coinsurance for
postnatal care

. : . o i
If you need mental health, SMGEIECRIEE U 2 A TN be applicable; pre-authorization
behavioral health, or required for certain services
substance abuse services Deductible applies first; pre-
Inpatient services 20% coinsurance 30% coinsurance authorization / authorization required
for certain services
No charge for 20% coinsurance for = Deductible applies first except for in-
Office visits prenatal care; 20% prenatal care; 30% network prenatal care; cost sharing

coinsurance for
postnatal care

Childbirth/delivery professional services

Childbirth/delivery facility services

20% coinsurance

20% coinsurance

30% coinsurance

30% coinsurance

does not apply for in-network
preventive services; maternity care
may include tests and services
described elsewhere in the SBC (i.e.
ultrasound); a telehealth cost share
may be applicable
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Common Medical Event

Services You May Need

In-Network
(You will pay the

What You Will Pay

Out-of-Network
(You will pay the

Limitations, Exceptions, & Other
Important Information

If you need help recovering
or have other special health
needs

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

least)

20% coinsurance

$40 / visit for
outpatient services;
20% coinsurance for
inpatient services

$40 / visit

20% coinsurance

most)

30% coinsurance

20% coinsurance for

outpatient services;

30% coinsurance for
inpatient services

20% coinsurance

30% coinsurance

Deductible applies first; pre-
authorization required for certain
services

Deductible applies first except for in-
network outpatient services; limited to
100 outpatient visits per calendar year

(other than for autism, Down
syndrome, home health care, and
speech therapy); limited to 60 days
per calendar year for inpatient
admissions; a telehealth cost share
may be applicable; pre-authorization
required for certain services

Deductible applies first for out-of-
network; limited to 60 visits per
calendar year (other than for autism,
Down syndrome, home health care,
and speech therapy); a telehealth cost
share may be applicable; pre-
authorization may be required for
certain services
Deductible applies first; limited to 100
days per calendar year; pre-
authorization required

Durable medical equipment

Hospice services

20% coinsurance

20% coinsurance

30% coinsurance

30% coinsurance

Deductible applies first; in-network
cost share waived for one breast
pump per birth, including supplies
(20% coinsurance for out-of-network)
Deductible applies first; pre-
authorization required for certain

services
. Children’s eye exam Not covered Not covered None
Ic:ry:;; :::::Ld TEEHae 2] Children’s glasses Not covered Not covered None
Children’s dental check-up Not covered Not covered None
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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 Children’s dental check-up (covered for student only, ¢  Children’s glasses (covered for student only, under e Long-term care

under age 19) age 19) e Private-duty nursing
e Children’s eye exam (covered for student only, e Cosmetic surgery

under age 19) e Dental care (Adult)

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

e Acupuncture (12 visits per calendar year) e Infertility treatment ¢ Routine foot care (only for patients with systemic
e Bariatric surgery o Non-emergency care when traveling outside the circulatory disease)
e Chiropractic care u.S. e Weight loss programs ($150 per calendar year per
e Hearing aids ($2,000 per ear every 36 months for e  Routine eye care - adult (one exam every 24 policy)

members age 21 or younger) months)
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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 is: the
Massachusetts Division of Insurance at 1-877-563-4467 or www.mass.gov/doi. 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. For more information
about possibly buying individual coverage through the state marketplace, please contact the Massachusetts Health Connector at www.mahealthconnector.org. For more
information on your rights to continue coverage, you can contact the Member Service number listed on your ID card or call 1-800-262-BLUE (2583).

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, call
1-800-472-2689 or contact your plan sponsor. (A plan sponsor is usually the member’s employer or organization that provides group health coverage to the member.)
You may also contact The Office of Patient Protection at 1-800-436-7757 or www.mass.gov/hpc/opp.

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.

Disclaimer: This document contains only a partial description of the benefits, limitations, exclusions and other provisions of this health care plan. It is not a policy. Itis a
general overview only. It does not provide all the details of this coverage, including benefits, exclusions and policy limitations. In the event there are discrepancies between
this document and the policy, the terms and conditions of the policy will govern.

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 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 prenatal care and a
hospital delivery)

mThe plan’s overall deductible $350
mDelivery fee coinsurance 20%
mFacility fee coinsurance 20%
mDiagnostic tests copay $40

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)

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

mThe plan’s overall deductible $350
m Specialist visit copay $40
mPrimary care visit copay $30
mDiagnostic tests copay $40

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)

Mia’s Simple Fracture

(in-network emergency room visit and follow-up

care)
m The plan’s overall deductible $350
m Specialist visit copay $40
mEmergency room copay $150
m Ambulance services coinsurance 20%

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 $12,700 Total Example Cost $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost sharing Cost sharing Cost sharing
Deductibles $350 Deductibles $0 Deductibles $0
Copayments $200 Copayments $1,300 Copayments $400
Coinsurance $1,700 Coinsurance $0 Coinsurance $200

What isn’t covered What isn’t covered What isn’t covered

Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $2,310 The total Joe would pay is $1,320 The total Mia would pay is $600

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

© Registered Marks of the Blue Cross and Blue Shield Association. © 2026 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

004730689 (4/26) GSP

Page 8 of 8




* ' MCC COMPLIANCE

MASSACHUSETTS

This health plan meets Minimum Creditable Coverage Standards
for Massachusetts residents that went into effect January 1, 2014,
as part of the Massachusetts Health Care Reform Law.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2026 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
003572252 55-0647 (6/25)



¥

MASSACHUSETTS

PEDIATRIC ESSENTIAL

DENTAL BENEFITS

Your health plan coverage includes a dental policy that covers pediatric dental services as
required under the federal Patient Protection and Affordable Care Act.

This separate dental policy covers pediatric essential dental benefits for members until the
end of the calendar month in which they turn age 19 as required by federal law.

You must meet a plan-year deductible for certain covered
dental services. Your deductible is $50.

Your out-of-pocket maximum is the most that you could pay
during a plan year for deductible and coinsurance for covered
dental services. Your out-of-pocket maximum is $350.

To find participating dental providers, visit the

Blue Cross Blue Shield of Massachusetts website at
bluecrossma.com/findadoctor or call the Member Service
number on your ID card.

Pediatric Essential Dental Benefits* Your Cost In-Network**

Group 1: Preventive and Diagnostic Services: oral exams, X-rays, and routine dental care Nothing, no deductible

Group 2: Basic Restorative Services: fillings, root canals, stainless steel crowns, periodontal care, 25% coinsurance after deductible
oral surgery, and dental prosthetic maintenance

Group 3: Major Restorative Services: tooth replacement, resin crowns, and occlusal guards 50% coinsurance after deductible
Orthodontic Services: medically necessary orthodontic care pre-authorized for a qualified member 50% coinsurance, no deductible

*  All covered services are limited to members until the end of the month they turn age 19, and may be subject to an age-based schedule or frequency. For a complete list of covered

services or additional information, refer to your subscriber certificate.
**  There are no out-of-network benefits for dental services.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2026 Blue Cross and Blue Shield of Massachusetts, Inc,, or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

003575759

55-000965650 (6/25)
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MASSACHUSETTS

NONDISCRIMINATION NOTICE

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil rights
laws and does not discriminate on the basis of race, color, national origin, age, disability,
sex, sexual orientation, or gender identity. It does not exclude people or treat them
differently because of race, color, national origin, age, disability, sex, sexual orientation,

or gender identity.

BLUE CROSS BLUE SHIELD
OF MASSACHUSETTS 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 or other formats).

* 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, call Member Service
at the number on your ID card.

If you believe that Blue Cross Blue Shield
of Massachusetts has failed to provide
these services or discriminated in another
way on the basis of race, color, national
origin, age, disability, sex, sexual orientation,
or gender identity, you can file a grievance
with the Civil Rights Coordinator by mail

at Civil Rights Coordinator, Blue Cross

Blue Shield of Massachusetts,

25 Technology Place, Hingham, MA 02043;
phone at 1-800-472-2689 (TTY: 711);

fax at 1-617-246-3616; or email at
civilrightscoordinator@bcbsma.com.

If you need help filing a grievance, the Civil
Rights Coordinator 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,

online at ocrportal.hhs.gov; by mail at U.S.
Department of Health and Human Services,
200 Independence Avenue, SW Room 509F,
HHH Building, Washington, DC 2020T; by phone
at 1-800-368-1019 or 1-800-537-7697 (TDD).

Complaint forms are available at hhs.gov.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2026 Blue Cross and Blue Shield of Massachusetts, Inc,, or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

003572979

55-1487 (6/25)



* ' TRANSLATION RESOURCES
MASSACHUSETTS

PROFICIENCY OF LANGUAGE ASSISTANCE SERVICES

Spanish/Espanol: ATENCION: Si habla espariol, tiene a su disposicion servicios gratuitos

de asistencia con el idioma. Llame al nimero de Servicio al Cliente que figura en su tarjeta de
identificacion (TTY: 711).

Portuguese/Portugués: ATENCAO: Se fala portugués, séo-lhe disponibilizados gratuitamente

servicos de assisténcia de idiomas. Telefone para os Servicos aos Membros, atraves do ndmero no
seu cartao ID (TTY: 711).

Chinese/EfFH3: 5 NEEHFC, AT EERBRMES MRS, BRITE D £EH
SHERSRREE (TTY 585 711) .

Haitian Creole/Kreyol Ayisyen: ATANSYON: Si ou pale kreyol ayisyen, sevis asistans nan lang
disponib pou ou gratis. Rele nimewo Sevis Manm nan ki sou kat Idantitifkasyon w lan (Sevis pou
Malantandan TTY: 711).

Vietnamese/Tiéng Viét: LUU Y: Néu quy vi n6i Tiéng Viét, cac dich vu hd trg ngdn nglr dugc cung cap cho
quy vi mién phi. Goi cho Dich vu Hoi vién theo sé trén thé ID cla quy vi (TTY: 711).

Russian/Pyccknin: BHIMAHWE: ecnn Bbl roBopuTe no-pyccky, Bel MOXKeTe BOCMONb30BaTbCA OeCnnaTHbIMM
ycnyramu nepeBofunka. l1o3BoHnTe B OTAEN OOCNYXMBaHMA KIMEHTOB MO HOMEPY, YKa3aHHOMY B Baluen
NOeHTNPUKALMOHHON KapTe (Tenetamn: 711).

Arabic/ ::
syl Slaz) cush Bllay e 352kl 631 e clacyl Slossy Jail el Aol Bloxe &gl Baslud] Sloas ,35u8 oyl &l Sams S 13] ol
(711 5TTY SJly gall gatl
Mon-Khmer, Cambodian/igi: MitiS &N LﬁﬁjS[UH ASuntm e igi
IUNGSWwmansadaly nmﬁinmSﬁjLH‘lﬁﬁn"l £y m‘j’at fgAteuNuIiAmYInS
;m:mﬁnngmgwmgsmmsgn (TTY: 711)4

French/Francais: ATTENTION : si vous parlez frangais, des services d’'assistance linguistique sont
disponibles gratuitement. Appelez le Service adhérents au numéro indiqué sur votre carte d’assuré

(TTY : 711).

ltalian/Italiano: ATTENZIONE: se parlate italiano, sono disponibili per voi servizi gratuiti di assistenza
linguistica. Chiamate il Servizio per i membri al numero riportato sulla vostra scheda identificativa
(TTY: 711).

Korean/st=01: =2 St0{E AlSotA|l= 8%, U0 X3 MHIAE FE2 0|8ota
USLICH lste]l ID 720 e ™HSTTY: 711)E ALSsHo] 3 J Aitll/\oﬂ MetotdAl2

Greek/EAANVIKG: TTPOZOXH: E&v pindte EANvIkd, SiatiBevtal yia oag umnpeoieq YAwooIkn g Borifelag,
dwpeav. Karéote Tnv Ymnpeoia ECumnpétnong MeAwv otov aplBuod tg kapTtag péhoug oag (ID Card)
(TTY:711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.



Polish/Polski: UWAGA: Osoby postugujace sie jezykiem polskim moga bezptatnie skorzystac z pomocy
jezykowej. Nalezy zadzwonic¢ do Dziatu obstugi ubezpieczonych pod numer podany na identyfikatorze
(TTY:711).

Hindi/fger: €a1ar & afe 3mg fRedr siera §, df T Hgraar daie, 39 & fov foees
ITASY & TETT [ATHT FI NMIF IR FE W BT T Fek R Frel FL (@.8F7s.: 711).

Gujarati/osedl: 21, 201 oxl dH AsrUAl Bladl €L, dl dHed B AAdL AA1l (Al 4@l Gudss, &9
AM1zL 2SI 518 Uz BTl stz Uz Mermnber Service A siet 53 (TTY: 711),

Tagalog/Tagalog: PAUNAWA: Kung nagsasalita ka ng wikang Tagalog, mayroon kang magagamit na
mga libreng serbisyo para sa tulong sa wika. Tawagan ang Mga Serbisyo sa Miyembro sa numerong
nasa iyong ID Card (TTY: 711).

Japanese/B&EE: BHISHE  HABZHELICEAHITERDEE ) VARV AT —EX =T
MBWERITE Y, DA—FICREHEDERESEHFRL AN\ —EXTTHBRELZTL
(TTY: 711),

German/Deutsch: ACHTUNG: Wenn Sie Deutsche sprechen, steht Innen kostenlos fremdsprachliche
Unterstutzung zur Verflgung. Rufen Sie den Mitgliederdienst unter der Nummer auf Ihrer ID-Karte an

(TTY: 711).

Persian/ Ll

dhm C))S Sv » @M L}é.U)Lé.i \e ,.‘)J.:f un)\)b" \Aﬁ)%\).} O\ij“) S & ‘;"L'U' &5 Sleds el w)u (0.1 OL.?)S\ :ng
ATTY: 711) 00,80 ol <liac) leasr (2sg | 3ss

L.ao/9599990: éaovgé?az ﬁ*)cif)ciﬁwﬂmmoki DnanvdningoscisdinwIiga loninios

VIO, ?mm*)meuamvazmQnmmne)c;m?maxﬁueﬂvuoaagmm (TTY. 711),

Navajo/Diné Bizaad: BAA AKOHWIINDZIN DOOIGI: Diné k’chji yanilt’i’go saad bee yat’i’ éi

t’aajiik’e bee nikd’a’doowolgo éi na’ahoot’i’. Dii bee anitahigi ninaaltsoos bine’déé’ nbomba bika’igiiji’

béésh bee hodiilnih (TTY: 711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2026 Blue Cross and Blue Shield of Massachusetts, Inc,, or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
003574005 55-1493 (6/25)



