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

U UnitedHealthcare

A5

CA SignatureValue HMO EDO

Coverage Period: 10/01/2018 - 09/30/2019
Coverage for: Individual + Family | Plan Type: HMO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.welcometouhc.com/uhcwest or
by calling 1-800-624-8822. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or
other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary/ or call 1-800-624-8822 to request a copy.

specific services?
What is the out-of-

pocket limit for this
plan?

What is not included

in the out-of-pocket
limit?

For participating providers $800
individual / $1,600 family.

Copayments for certain services,
premiums, balance-billing charges,
and health care this plan doesn’t
cover.

Important Questions Why This Matters:
\é\ggﬁé;tflr;e?overall $0 See the Common Medical Events chart below for your costs for services this plan covers.
Are there services Yes. Preventive care and primary This plan covers somel|tems and services even if you haven t yet met the deductllble amount.
covered before you care services are covered before vou But a copayment or coinsurance may apply. For example, this plan covers certain preventive
meet your , y services without cost-sharing and before you meet your deductible. See a list of covered

) meet your deductible. : . : . .
deductible? E— preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.
Are there other
deductibles for No. You don’t have to meet deductibles for specific services.

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.

Will you pay less if
you use a network
provider?

Do you need a
referral to see a

specialist?

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

Yes, written or oral approval is

required, based upon medical policies.

This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
You will pay the most if you use a non-participating provider, and you might receive a bill from a
provider for the difference between the provider's charge and what your plan pays (balance
billing). Be aware, your participating provider might use a non-participating provider for some
services (such as lab work). Check with your provider before you get services.

This plan will pay some or all of the costs to see a specialist for covered services but only if you
have a referral before you see the specialist.
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Common What You Will Pay Limitations, Exceptions, & Other

Medical Event Services You May Need Part|C|pat|ng Provider Non-Part!C|pat|ng Provider Important Information
(You will pay the least) (You will pay the most)

$10 copay / office visit and i . ces in addi
Primary care visit to treat $10 copay / Virtual visits by a YOUTECEIVE SETVICes In a I
. . . . I Not covered office visit, additional copayments or
an injury or illness designated virtual participating coinsurance mav anpl
provider coinsurance may apply.

Member is required to obtain a
referral to specialist or other
licensed health care practitioner,

If you visit a health care except for OB/GYN Physician

provider’s office or services, reproductive health care
clinic Specialist visit $10 copay / visit Not covered services within the Participating

Medical Group and Emergency /
Urgently needed services.

If you receive services in addition to
office visit, additional copayments or
coinsurance may apply.

You may have to pay for services that
aren't preventive. Ask your provider if

Preventive care/screening/

immunization KO NoLEBEE the services you need are preventive.
Then check what your plan will pay for.
Diagnostic fest (x-ay, No charge Not covered
blood work)
If you have a test None
:\r/lnRagl)ng (IR Seetis No charge Not covered
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What You Will Pay

Common Services You May Need T P oA T e Limitations, Exceptions, & Other
. icipati Vi -Participati Vi :
HlleE BB (You will pay the least) (You will pay the most) I e e
Tier 1 — Generic drugs Not covered Not covered
Tier 2 — Preferred Brand
If you need drugs to drugs Not covered Not covered
treat your illness or
condition
More information about  Tier 3 — Non-Preferred Refer to your pharmacy plan for
prescription drug Brand drugs Not covered Not covered coverage details.
coverage is available at
www.welcometouhc.com/
uhcwest.
Tier 4 - Specialty drugs Not covered Not covered
Facility fee (e.g.,
If you have outpatient ~ ambulatory surgery center) No charge Not covered None
surger
b/ Physician/surgeon fees No charge Not covered
Emergency room care $35 copay / visit $35 copay / visit Copayment waived if admitted.
) ) Emergency medical
If you need immediate  yansportation No charge No charge None
medical attention If you receive services in addition to
Urgent care $10 copay / visit $35 copay / visit urgent care, additional copayments or
coinsurance may apply.
Facility fee (e.g., hospital
If you have a hospital room)y (€9, hosp No charge Not covered N
stay Physician/surgeon fees No charge Not covered
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Common
Medical Event

Services You May Need

What You Will Pay

Participating Provider

Non-Participating Provider

Limitations, Exceptions, & Other
Important Information

(You will pay the least)

(You will pay the most)

i q I $10 copay / office visit and
younee m_enta Outpatient services No charge for all other Not covered : ,
health, behavioral : : Substance abuse outpatient services
outpatient services
health, or substance are covered at No charge.
abuse services Inpatient services No charge Not covered
Cost sharing does not apply to certain
Office visits No charge Not covered preventive services. Routine pre-natal
care and first postnatal visit is covered
Childbirth/delivery at No charge.
If you are pregnant professional services No charge Not covered Depending on the type of services,
additional copayments or coinsurance
Childbirth/delivery facility may apply. Maternity care may include
Services No charge Not covered tests and services described elsewhere
in the SBC (i.e. ultrasound).
Home health care No charge Not covered I);lerglrted 0 100 visits per calendar
I . . Coverage is limited to physical,
If you n(_aed help Rehabilitation services $10 copay / visit Not covered occupational, and speech therapy.
recovering or have Habilitative services Not covered Not covered No coverage for Habilitative services.
other special health
needs Skilled nursing care No charge Not covered Up to 100 days per benefit period.
w No charge Not covered None
equipment
Hospice services No charge Not covered None
Children’s eye exam $10 copay / visit Not covered 1 exam per year.
If your child needs I
dental or eye care Children’s glasses Not covered Not covered None
Children’s dental check-up ~ Not covered Not covered No coverage for Dental check-ups.
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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 Acupuncture e Dental care (Child) e Non-emergency care when traveling outside the U.S.
e Chiropractic care e Habilitative services e Private-duty nursing

e Cosmetic surgery e Infertility treatment e Routine foot care

e Dental care (Adult) e |Long-term care e Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Bariatric surgery e Hearing aids e Routine eye care (Adult)
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies
are: Department of Managed Health Care California Help Center, 980 9t street Suite #500, Sacramento, CA 95814-4275 at 1-888-466-2219 or
http://www.healthhelp.ca.gov., or Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or http://www.dol.gov/ebsa/healthreform.
Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace.

For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: your human resource department, and the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
http://www.dol.gov/ebsa/healthreform.

Additionally, a consumer assistance program may help you file your appeal. Contact Department of Managed Health Care California Help Center, 980 9t street
Suite #500, Sacramento, CA 95814-4275 at 1-888-466-2219 or http://www.healthhelp.ca.gov.

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 the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-624-8822.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-624-8822.
Chinese (F130): AN RFEZE T SCRYAE D), HIR $T1X N5 151-800-624-8822.

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

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

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

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

Peg is Having a Baby

(9 months of participating provider pre-natal care

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

and a hospital delivery)

a well-controlled condition)

Mia’s Simple Fracture

(participating provider emergency room visit and
follow up care)

M The plan’s overall deductible $0 m The plan’s overall deductible $0 m The plan’s overall deductible $0
M Specialist copayment $10 m Specialist copayment $10 m Specialist copayment $10
B Hospital (facility) copayment $0 m Hospital (facility) copayment $0 m Hospital (facility) copayment $0
B Other coinsurance 0% ® Other coinsurance 0% M Other coinsurance 0%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits Emergency room care (including medical supplies)
Childbirth/Delivery Professional Services (including disease education) Diagnostic test (x-ray)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Durable medical equipment (crutches)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Rehabilitation services (physical therapy)
Specialist visit (anesthesia) Durable medical equipment (glucose meter)

Total Example Cost \ $12,800 Total Example Cost \ $7,400 Total Example Cost \ $1,900
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 $0 Deductibles $0 Deductibles $0

Copayments $0 Copayments $70 Copayments $90

Coinsurance $0 Coinsurance $0 Coinsurance $0

What isn't covered What isn't covered What isn't covered
Limits or exclusions $100 Limits or exclusions $6,000 Limits or exclusions $0
The total Peg would pay is $100 The total Joe would pay is $6,070 The total Mia would pay is $90
Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program,
you may be able to reduce your costs. For more information about the wellness program, please contact: 1-800-624-8822.
The plan would be responsible for the other costs of these EXAMPLE covered services. 70f7
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The company does not treat members differently because of sex, age, race, color, disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a complaint to the Civil
Rights Coordinator.

0 Online: UHC_Civil_Rights@uhc.com

o Mail: Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box30608, Salt Lake City, UT 84130

You must send the complaint within 60 days of when you found out about it. A decision will be sent to you within 30 days. If you disagree
with the decision, you have 15 days to ask us to look at it again. If you need help with your complaint, please call the member toll-free
phone number listed on your ID card.

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

o Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

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

We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or, you can ask for an
interpreter. To ask for help, please call the member toll-free phone number listed on your ID card.

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a su disposicion. Llame al nimero de teléfono
gratuito que aparece en su tarjeta de identificacion.

s/ER ¢ ANRIBERASL (Chinese) * FMIRBHEIEHES BREIRT - FEHTE B FAIINRA
B TERG -

XIN LUU Y: Néu quy vi néi tiéng Viét (Vietnamese), quy vi sé dwoc cung cap dich vu tro' gilip vé ngdn ngdr mién phi. Vui long goi s6
dién thoai mién phi & mat sau thé hoéi vién cta quy vi.
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el g0l (Korean) & AF&SHAIE A9 Aol A9l Al 2E Fa @ ol 45hd & Atk FIste] W8S bzl /A T 34
Ashis 2 Folalal A S

PAUNAWA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng tulong sa wika. Pakitawagan ang
toll-free na numero ng telepono na nasa iyong identification card.

BHUMAHMUE: GecratHble ycnyru IepeBoaa JOCTYITHBI ISl JTFOJICH, Y€l pOJHOI s3bIK sBisiercs pycckum (Russian). [To3Bonure mo
OecruraTHOMY HOMepY TenedoHa, yKa3aHHOMY Ha Balllel uaeHTU(PUKAIMOHHOM KapTe.

il 5 e JLait) ela ) 8l dslia Alaall 2360l sacbadd) Clars (s <(Ar@DIG) dsaall Ciass 1 13] -4
Ay gmall Gen e 25mpall ol

ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab benefisye sevis ki gratis pou ede w nan lang pa w. Tanpri rele nimewo gratis
ki sou kat idantifikasyon w.

ATTENTION : Si vous parlez frangais (French), des services d’aide linguistique vous sont proposés gratuitement. Veuillez appeler le
numéro de téléphone gratuit figurant sur votre carte d’identification.

UWAGA: Jezeli méwisz po polsku (Polish), udostepnilismy darmowe ustugi ttumacza. Prosimy zadzwoni¢ pod bezptatny numer telefonu
podany na karcie identyfikacyjne;.

ATENCAO: Se vocé fala portugués (Portuguese), contate o servico de assisténcia de idiomas gratuito. Ligue gratuitamente para o
numero encontrado no seu cartao de identificacao.

ATTENZIONE: in caso la lingua parlata sia I’italiano (ltalian), sono disponibili servizi di assistenza linguistica gratuiti. Per favore chiamate
il numero di telefono verde indicato sulla vostra tessera identificativa.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfliigung. Bitte rufen Sie
die gebuhrenfreie Rufnummer auf der Rickseite lhres Mitgliedsausweises an.

FEESIHE . HAGE (Japanese) it s VD6, MEIOSFEXEY —E XA &2 ZHHW 72T
F9, FEERGECRH SN TNWDE 7 U —F A Y LICEBEELS 20,

B Gl s Jlad Lkl adl e el ldal o 805 sk 4 U alae) Glexd «Casl (Farsi) @ Ll L) S aa g
280 (el sad a8 Lad Ll IS (g5 5 48



€T & i 39 fEEY (Hindi) STeld &, 3MTeh! $1TST HeTddl AT, o¥:¢fesh 3ueisty g1 o
HYel TEdlel I W FASE Tel-5hT BleT el W shiel |

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu rau tus xov tooj hu deb dawb uas teev
muaj nyob rau ntawm koj daim yuaj cim ghia tus kheej.

GﬂfﬂUi—ﬂi’Hﬂﬂ iUﬁJSHﬁS[‘iﬂ[Uﬁ]ﬁﬂiBI (Khmer) Iﬁjﬂﬁgmmﬁﬂiﬁﬁjﬁﬁﬁﬁiﬁ ﬁ‘B’ISﬁJ’ﬂUHﬁ"]
fUHQiﬁJ’E]‘I@'ﬁEUBnﬁﬁﬁTﬁ [{x{1815) SI@imﬁﬁﬁijﬂﬂUMIUﬁj HAY

PAKDAAR: Nu saritaem ti llocano (llocano), ti serbisyo para ti baddang ti lengguahe nga awanan bayadna, ket sidadaan para kenyam.
Maidawat nga awagan iti toll-free a numero ti telepono nga nakalista ayan iti identification card mo.

Dil BAA’AKONINIZIN: Diné (Navajo) bizaad bee yanitti'go, saad bee aka’anida’awo’igii, t'aa jiik’eh, bee na’ahoot’i’. T'aa shoodi
ninaaltsoos nitfizi bee nééhozinigii bine’'déé’ t'aa jiik’'ehgo béésh bee hane’i bika’igii bee hodiilnih.

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada lugadda, oo bilaash ah, ayaad heli kartaa. Fadlan wac
lambarka telefonka khadka bilaashka ee ku yaalla kaarkaaga aqoonsiga.
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English
IMPORTANT LANGUAGE INFORMATION:

You may be entitled to the rights and services below. These rights apply only under California law. However, these rights do
not apply to all California residents. These rights do not apply to all languages.
You can get an interpreter to help you talk with your doctor or health plan. To get help in your language, please call your health plan at:

UnitedHealthcare of California 1-800-624-8822 / TTY: 711

Language services are at no cost to the enrollee. Written information may be available in some languages. If you need more help, call HMO
Help Line at 1-888-466-2219.

Spanish
INFORMACION IMPORTANTE SOBRE EL IDIOMA:

Es posible que tenga derecho a los derechos y servicios que se indican a continuacion. Estos derechos se aplican sélo conforme a la ley de
California. No obstante, estos derechos no se aplican a todos los residentes de California. Estos derechos no se aplican a todos los idiomas.
Puede obtener la ayuda de un intérprete para hablar con su médico o plan de salud. Para obtener ayuda en su idioma, llame a su plan de salud al:

UnitedHealthcare of California 1-800-730-7270/TTY: 711

Los servicios en otros idiomas son gratuitos para el afiliado. Es posible que haya informacion impresa disponible en otros idiomas. Si necesita
mas ayuda, llame a la Linea de Ayuda de la HMO al 1-888-466-2219.

Chinese

,U\EJﬁEﬁE%ﬁTEUE*UjEEY S THIRG, ELBERER California EZEREMEA.
ERERIN R BARFTA California BR. ELXER YT ERARFERES.
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UnitedHealthcare of California 1-800-938-2300/TTY: 711
FFESMERELINESREER. BIrESHESTHEA. ELFTEEZHE , FBIT HVO #BhE#R 1-888-466-2219,



XIN LUU Y: Néu quy vi néi tiéng Vigt (Vietnamese), quy vi s& duoc cung cap dich vu trg gitip vé ngon ngir mién phi. Vui 1ng goi s6 dién thoai
mién phi & mat sau thé hoi vién ctaa quy vi.
22l 8=20{(Korean)E 2 0| Eota &= JUASLIC

AtEotAl= 8 A0 K& MBIASE 2
ot AMIE2S HE0 JITHE ) &

22 3R HaHER 22514

+J

PAUNAWA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng tulong sa wika. Pakitawagan ang toll-free na
numero ng telepono na nasa iyong identification card.

BHUMAHMUE: 6ecrutatHbie yCIIyTH IepeBo/ia TOCTYIIHBI IS JTFOIEH, Yei pOaHOM s3bIK sBisicTcs pycekum (Russian). TTo3BonuTe mo 6ecriiiaTHoMy

HOMeEpY TeedoHa, yKa3aHHOMY Ha Balleil HIeHTU(UKAUOHHON KapTe.

Sl cailgd a8, e JuaiVl ela ) el dalie dlaall 45 sll) sacluall Clada ld ((Arabic) dsadl Coaaii CuS 13 s
‘\_\}.aﬂl u_o:):_nu_k‘. 2 = gall

EEEE : BAEapanese) ZEESNHI5E. BRHOEEIEY—ERZ AW T
T, BERKRIEICEHEINTNSE ) —FALVILICEBEC S,

S palie Jlad Lilakal adly e lad Hlaal 5o o801 ek 4 L) dlael leas ccasd (Farsi) o=@ s L) R aa g
A Galal 02 a8 Lk lulid IS (55548

e &: afe 3ma & (Hindi) st & oY 3moeh ToIT $11T FeTaralr Qe fo1:Qoeh 3Uerstr § | 9 319
ggdlel 99 W fU SIel-hT Blel e 9T el Y |

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu rau tus xov tooj hu deb dawb uas teev muaj
nyob rau ntawm koj daim yuaj cim ghia tus kheej.

SamuUrIg: 100 SHASUNWManigd SKhmer-Cambodian) NS SWAMMENWSSASIY SeSunULs
wysinishiessasiy iBumsishitasummanUonunigs-



NhCUNERESNARL Gpk huybpkl (Armenian) bp inunid. widdwn (kquljui oqunipjut
sSwnwynipniuutp o huuiunud QbEq: Mungpdnud E qutquhwpl) wnddwp hinwjuinuwhwdwpnd,
nnp w2yb) £ bEp dwbwsnnuljui pupnh Jpu:

fimrs fe€: 7 AT UAST (Punjabi) 58T J, 37 3972 S8 FTH AJTE3T Ao 9858 HeE3 Sussg
Iol faeurgga v ugsdza 33 TR I S S I TS I3

Tdsansu: Mnaanan1E e (Thai) dusaisadnuiatmidasiua e lvinAnalaan
aatllisavidamAldaaunad19la TusaTnsanvidonunaaainswsnatuuiinsilsyirarnasaa



Nondiscrimination Notice and Access to Communication Services

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

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

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

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

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

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

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