T

ARVARD UNIVERSITY

tudent Health Program

I R B
@ : g

MASSACHUSETTS

%]

LEARN ABOUT
YOUR HEALTH CARE
COVERAGE

Discover the difference between the

Harvard University Student Health Fee and
your Blue Cross Blue Shield of Massachusetts
Student Health Insurance Plan for the 2026-
2027 academic year. See what's covered,
and where to get care.
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HOW YOUR COVERAGE WORKS

The Harvard University Student Health Program (HUSHP) has two parts that work together to offer
comprehensive medical coverage: the Student Health Fee and the Blue Cross Student Health
Insurance Plan (SHIP). The Student Health Fee covers most care at Harvard University Health
Services (HUHS). The SHIP covers certain care nationwide and abroad. Find out what's covered
by each, and where to get care when you're sick or injured. Scan the QR code to watch our video
on how HUSHP works, what's covered by each part of the health program, and where to get care
when you're sick or injured.

Questions?

If you have any questions about the Harvard University Student Health Program,
call 1-617-495-2008 or email mservices@huhs.harvard.edu.

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



@ SERVICES COVERED BY THE STUDENT HEALTH FEE

The Student Health Fee is required for all registered students who are enrolled
as more than half-time at Harvard. Most of the care, including telemedicine
visits, is covered at no cost when administered by HUHS, meaning you won't
have to pay a copay, co-insurance, or deductible (see page 3 for more
information). Coverage includes services related to:

e Allergies and asthma e Physical therapy

e Counseling and mental health e Podiatry

e Dermatology e Primary care

e Gastroenterology e Surgery consultations
e Neurology e Urgent care

e Nutrition e X-ray/ultrasound

¢ Eye care center (medical) e Urology

e Orthopedics

Learn more about the HUHS Clinic. Visit huhs.harvard.edu.

SERVICES AT HUHS THAT ARE NOT COVERED BY THE STUDENT HEALTH FEE

The services below are available at HUHS, but will be billed directly to you or your private health insurance plan if you've waived the
SHIP. You should confirm coverage of these services with your private insurance plan.

X . Billed to student’s
Type of service Billed to student . .
private insurance plan

Allergy serum v
Immunizations v
Routine eye exam v

Ambulance transport

Laboratory services (Quest or other)

OB/GYN services with on-site OB/GYN group

Prescription medications

Services for care received outside of HUHS,
even when referred by an HUHS provider*

CHCCKS

*HUHS cannot process referrals for private health insurance plans.

DID YOU KNOW?

Students who waive the SHIP still have coverage for many services at HUHS.




UNDERSTANDING YOUR BLUE CROSS PLAN

When you get care anywhere other than HUHS, your coverage will be determined by your SHIP.
This plan covers hospital visits, specialty care, and prescription medications, nationwide and abroad.
Before you get care, it's important to understand the difference between in-network and out-of-network care,
when you'll have to pay for care, what services are covered, and if you have any visit limitations (see pages 5-6).

You have a PPO plan Important terms to know
With this plan: Copayment — Also called a copay, this is the fixed
+ You can visit any doctor or hospital for covered amount you pay at the time of service.

services.

Co-insurance — The percentage of the cost you're
responsible for paying for covered services out of
network, usually after the deductible has been met.
* You don't need a referral to see a specialist. Your plan pays the rest, excluding balance billing!

* In-network care will typically cost less than
out-of-network care.

, . X Deductible — The amount you pay for out-of-network
What's the difference between in-network health care services before your plan covers eligible
and out-of-network care? expenses. Each plan year, your deductible resets on

When you get care from an in-network doctor AUREIE ] EIRE| LIRS #ATELED Ul £l

or hospital, you'll pay less for care because these
providers have agreed to participate in your network. You don't pay for preventive care

If you see an out-of-network doctor or provider, you'll
pay the most out-of-pocket costs because these
providers don't participate in your network, and will
charge you their full fee for services.

Getting preventive care is one of the most important
steps you can take to stay healthy. An adult preventive
exam is covered at no cost to you only when seeing
an in-network provider. Other screenings, such as
mammograms and colonoscopies, are completely
covered by your SHIP, which means you won’t have

to pay any out-of-pocket costs. Preventive vaccines

Certain services and medications must be approved are only covered at HUHS or through a participating
as medically necessary before coverage begins. This Walgreens or Rite-Aid Pharmacy.

ensures that you don’t pay more than you have to for
unnecessary care. If a service or medication requires
prior authorization, your doctor must request it before You pay for diagnostic care
the service is performed or before the medication
is prescribed.

What is prior authorization?

Diagnostic care includes services you receive when
you're experiencing symptoms or are monitoring a

Some services that require prior authorization include specific condition. You're responsible for paying any
sleep management programs, hospital stays, MRIs, CT out-of-pocket costs associated with the service, such
scans, genetic testing, and certain medications. as a copayment, co-insurance, or deductible.

1. Balance billing occurs when an out-of-network provider sends a bill for the difference between their cost of service and the amount that your Student Health Insurance Plan pays
for that service.

All students are automatically assigned a primary care provider (PCP) at HUHS in August.

You can learn who your PCP is by visiting the “Profile” section of the HUHS Patient Portal.
https://huhs.harvard.edu/patients-and-visitors/patient-portal/




When you choose preferred providers

You receive the highest level of benefits under your health care
plan when you get covered services from preferred providers.
These are called your in-network benefits.

This plan has two levels of hospital benefits for preferred providers.
You'll pay more when you receive certain services at or from higher-
cost-share hospitals, including inpatient admissions, outpatient day
surgery, and some other hospital outpatient services. See the charts
on pages 5-6 for what you'll pay.

Note: If a preferred provider refers you to another provider for covered services (such as
a specialist), make sure the provider is a preferred provider so you can receive benefits at
the in-network level. If the provider you're referred to isn't a preferred provider, you're still
covered, but your benefits, in most situations, will be covered at the out-of-network

level — even if the preferred provider refers you. It's also important to check whether the
provider you're referred to is affiliated with one of the higher-cost-share hospitals listed

below. Your cost will be greater when you receive certain services at or from these hospitals,
even if your preferred provider refers you.

Higher-cost-share hospitals
Your cost will be higher at the hospitals listed below. Blue Cross will
let you know if this list changes.

» Dana-Farber Cancer Institute

* Fairview Hospital

* Massachusetts General Hospital
* UMass Memorial Medical Center

» Baystate Medical Center

* Boston Children’s Hospital

* Brigham and Women'’s Hospital
» Cape Cod Hospital

Note: Some of the general hospitals listed above may have facilities in more than
one location. At certain locations, the lowest cost-sharing level may apply.

To find a preferred provider:

* Look up a provider in the Provider Directory. If you need a copy
of the directory or help choosing a provider, call the Blue Cross
Member Service number on your ID card.

« Visit the Blue Cross Blue Shield of Massachusetts website at
bluecrossma.com/findadoctor. Select PPO OR EPO WITH
HOSPITAL CHOICE COST SHARE FEATURE as the network.

When you choose non-preferred providers

You can also obtain covered services from non-preferred providers,
but your out-of-pocket costs are higher. These are called your
out-of-network benefits. You must pay a plan-year deductible before
you can receive coverage for most out-of-network benefits under
this plan. A plan year means the 12-month period of time that starts
on the original effective date of the group'’s coverage under this health
plan (August 1) and continues for 12 consecutive months. A new plan
year begins each 12-month period thereafter. Your deductible is $250
per member (or $500 per family).

Payments for out-of-network benefits are based on the Blue Cross
Blue Shield allowed charge as defined in your benefit description.
You may be responsible for any difference between the allowed
charge and the provider's actual billed charge (this is in addition to
your deductible and/or your co-insurance). See the charts on pages
5-6 for your cost share.

Your out-of-pocket maximum

Your out-of-pocket maximum is the most that you could pay during
a plan year for deductible, copayments, and co-insurance for covered
services. Your out-of-pocket maximums for medical benefits are
$1,700 per member (or $3,400 per family) for in-network services
and $7,500 per member (or $15,000 per family) for out-of-network
services. Your out-of-pocket maximum for prescription medication
benefits is $1,300 per member (or $2,600 per family).

IMPORTANT INFORMATION

Emergency room services

In an emergency, such as a suspected heart attack, stroke, or
poisoning, you should go directly to the nearest medical facility or
call 911 (or the local emergency phone number). You pay a copayment
per visit for in-network or out-of-network emergency room services.
This copayment is waived if you're admitted to the hospital or for

an observation stay. See the chart on page 6 for what you'll pay.

Telehealth services

Telehealth services are covered when the same in-person service
would be covered by the health plan and the use of telehealth is
appropriate. Your health care provider will work with you to determine
if a telehealth visit is medically appropriate for your health care needs
or if an in-person visit is required. For a list of telehealth providers,
visit the Blue Cross website at bluecrossma.org, consult Find a Doctor,
or call the Blue Cross Member Service number on your ID card.

Utilization review requirements

Certain services require prior authorization through Blue Cross for
you to have benefit coverage. This includes non-emergency and
non-maternity hospitalization and may include certain outpatient
services, therapies, procedures, and medications. You should work
with your health care provider to determine if prior authorization is
required for any service they recommend. If your provider, or you,
don’t get prior authorization when it's required, your benefits will be
denied, and you may be fully responsible for payment to the provider
of the service. Refer to your benefit description for requirements
and the process you should follow for utilization review, including
pre-admission review, pre-service approval, concurrent review and
discharge planning, and individual case management.

Dependent benefits

This plan covers dependents until the end of the calendar month
in which they turn age 26, regardless of their financial dependency,
student status, or employment status. See your benefit description
(and riders, if any) for exact coverage details. For more information,
call HUSHP Member Services at 1-617-495-2008.

Pediatric essential dental benefits

Your medical plan coverage includes a separate dental policy that
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 per member (no more than $150 for
three or more members enrolled under the same family membership).

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

(no more than $700 for two or more members enrolled under

the same family membership).

To find participating dentists, visit bluecrossma.com/findadoctor
or call the Blue Cross Member Service number on your ID card.

Coordination of benefits

This health plan is almost always the secondary payor when another
hospital, medical, dental, health or other plan provides benefits for
health care services. This means that no benefits will be provided by
this health plan until after the primary payor determines its share, if
any, of the liability.

You'll need to present both insurance cards (for your primary plan
and the Student Health Insurance Plan) whenever you visit a doctor’s
office, clinic, hospital, or other health care provider.



MEDICAL BENEFITS SUMMARY

AUGUST 1, 2026 - JULY 31, 2027
Academic year 2026-2027

Plan specifics

Student health fee
(What you pay)

Student health insurance plan: Blue Cross Blue Shield PPO

Your cost in network

Your cost out of network

. $250 per member/
Plan-year deductible $0 $0 $500 per family
$7,500 per member/
) $3,000 per member/ $15,000 per family
Out-of-pocket maximum $0 $6,000 per family You may also be responsible for any

(Combined medical and prescription)

difference between the allowed charge and
the provider's actual charge.

Routine care

Immunizations
no coverage for travel-related vaccines or
those required by another party

Your out-of-pocket cost (What you pay)

Student health fee

At Harvard University
Health Services (HUHS)

Available, covered by SHIP

Student health insurance plan: Blue Cross Blue Shield PPO

In PPO network

Preventive immunizations covered
at HUHS or Walgreens®” or Rite Aid
Pharmacy

Out of network
(After deductible is met)

Not covered

Routine pediatric care
including immunizations through age 17

Not available

$0 copayment

30% co-insurance
Visit limits apply — see Handbook

Routine adult physical exams
18 and older

Covered in full

Covered in full

Not covered

Routine vision exams
(one per plan year)

Available, covered by SHIP

$0 copayment at HUHS
$35 copayment at other providers

30% co-insurance

One routine eye exam covered per plan year

Medical benefits

Your out-of-pocket cost (What you pay)

Student health fee

At Harvard University
Health Services (HUHs)

Student health insurance plan: Blue Cross Blue Shield PPO

In PPO network

Out of network
(After deductible is met)

Acupuncture

Available at the University’s
Center for Wellness and
Health Promotion, covered
by SHIP

$35 copayment

$35 copayment

12-visit limit (combined in- and out-of-network)

Chiropractic care

Not available

$35 copayment

30% co-insurance

Clinic and doctors’ office visits
diagnostic/specialist/sick—
through age 17

Not available

$0 copayment with Atrius providers
$35 copayment with other
in-network providers

30% co-insurance

Clinic and doctors’ office visits
diagnostic/specialist/sick—
18 and older

Covered in full

$35 copayment

30% co-insurance

Dermatology

Covered in full

$35 copayment

30% co-insurance

Diagnostic lab tests

Available, covered by SHIP

Covered in full

30% co-insurance

Diagnostic outpatient
high-tech radiology

CT scans, MR, PET scans, and nuclear
cardiac imaging

Not available

$50 copayment at lower-cost-share
hospitals or other facilities®

$125 copayment at higher-cost-share
hospitals?

30% co-insurance

Durable medical equipment

Covered in full

Covered in full

30% co-insurance

Short-term rehabilitation therapy
Occupational therapy (OT)

Physical therapy (PT)

Speech therapy (ST)

OT: Not available
PT: Covered in full
ST: Not available

$35 copayment

30% co-insurance

60-visit limit

(Combined in- and out-of-network. No visit limit for autism, Down syndrome, or ST.)

Surgery (outpatient)

Not available

$75 copayment at lower-cost-share
hospitals or other facilities?

$250 copayment at higher-cost-share

hospitals?

30% co-insurance

X-ray services

Covered in full

Covered in full

30% co-insurance

2. Hospital Choice Cost Sharing will group Massachusetts acute care hospitals into two categories for inpatient admissions, outpatient day surgery, and outpatient diagnostic high-tech
radiology testing. Members can control their out-of-pocket costs based on the hospital they choose for care.

(Continued)



pocket cost (What you pay)

Medical benefits Student health fee Student Health Insurance Plan: Blue Cross Blue Shield PPO

At Harvard University In PPO network Out of network

Health Services (HUHS) (after deductible is met)

Inpatient care

$100 copayment per admission at
lower-cost-share hospitals?
$500 copayment per admission at
higher-cost-share hospitals?

Inpatient medical and surgical carein a

5 30% co-insurance
general hospital

Not available

Inpatient care in a skilled nursing facility
or rehabilitation hospital

Mental health

Not available Covered in full 30% co-insurance

Inpatient admission in a psychiatric

. e o
hospital or substance-use facility Not available $100 copayment per admission 30% co-insurance

$0 copayment (visits 1-8)
$35 copayment (visits 9+)

Outpatient visits for mental health

o
therapy and psychopharmacology 30% co-insurance

As medically necessary

Mental health wellness exams

(at least one per plan year) Available at CAMHS Covered in full Covered in full (no deductible)

Reproductive health

Consultations

. . o
Birth control covered at HUHS Covered in full 30% co-insurance
Gynecology Available, covered by SHIP Covered in full 30% co-insurance
Infertility services—outpatient A . . o
T e Limited services available $35 copayment 30% co-insurance
Maternity care office visits Available, covered by SHIP Covered in full 30% co-insurance
Benefit available via Student
Health Fee. ) )
Voluntary termination of pregnancy Schedule an appointment with an Covered in full Covered in full

HUHS primary care provider at
1-617-495-5711 to use this benefit.

Urgent/emergency care

Ambulance services Not available Covered in full Covered in full (no deductible)

. . $100 copayment $100 copayment (no deductible)
Hospital emergency room Not available (waived if admitted) (waived if admitted)
Urgent care Covered in full $35 copayment 30% co-insurance

. Only SHIP benefits are available; all covered services are considered out of network,
Traveling out of the country Y o! cir ’
excluding emergency room visits.
2. Hospital Choice Cost Sharing will group Massachusetts acute-care hospitals into two categories for inpatient admissions, outpatient day surgery, and outpatient diagnostic high-tech
radiology testing. Members can control their out-of-pocket costs based on the hospital they choose for care.

Prescription drug benefits® Your cost in network Your cost out of network

. . . 17 for Tier 1
At designated retail pharmacies 2402; :‘I;r )

up to a 60-day formulary supply for each prescription or refill)*
(e v WY B 2 b $55 for Tier 3

Not covered

Through the designated $51 for Tier 1
mail service pharmacy $120 for Tier 2 Not covered
(up to a 90-day® formulary supply for each prescription or refill)* $165 for Tier 3

3. Generally, Tier 1refers to generic drugs; Tier 2 refers to preferred brand-name drugs; Tier 3 refers to non-preferred brand-name drugs.
4. Cost share may be waived for certain covered drugs and supplies.
5. Certain medications limited to 30-day supply.

Pediatric essential dental benefits® T
(for members until the end of the month they turn age 19)

Group 1— Preventive and diagnostic services: oral exams, X-rays, and routine dental care $0, no deductible

Group 2 — Basic restorative services: fillings, root canals, stainless steel crowns, periodontal care,

- ; 25% co-insurance after deductible
oral surgery, and dental prosthetic maintenance

Group 3 — Major restorative services: tooth replacement, resin crowns, and occlusal guards 50% co-insurance after deductible

Orthodontic services: medically necessary orthodontic care pre-authorized for a qualified member 50% co-insurance, no deductible

6. 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.
7. There are no out-of-network benefits for dental services.

Disclaimer: All benefits are subject to medical-necessity criteria. The benefit description defines the terms and conditions of your coverage, and will
govern if questions arise. HUHS services are limited in scope and subject to change.

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.



GET A PERSONALIZED
VIEW OF YOUR PLAN

MyBlue is your member account that gives you instant
access to your plan benefits from any device. MyBlue
can help you:

@ Track and

manage claims

Access member
ID cards

View plan and

@ Find in-network
coverage details

doctors

Plan Information

Q
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Member Service

MEMBER INFORMATION

Member ID

Group No

PRESCRIPTION INFORMATION
RxBIN
RxGRP

RePCN

COPAYS & COSTS
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Plans See all plans

@ Medical

Your Individual Deductible
L]
$312.50 Spent

Preferred Blue PPO!

$827.50 Remaining

Family Deductible
L}
$165000 Spent

$850.00 Remaining
Usage & Benefits >

Fitness & Weight-loss reimbursement >

Dental Blue PPO

o Dental

Details & Benefits >
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Plans Claims  FindGare  Account
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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, disabillity,
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 20201; 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/Espafiol: ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos
de asistencia con el idioma. Llame al numero de Servicio al Cliente que figura en su tarjeta de
identificacion (TTY: 711).

Portuguese/Portugués: ATENCAO: Se fala portugués, sdo-Ine disponibilizados gratuitamente
senvicos de assisténcia de idiomas. Telefone para os Servicos aos Membros, através do ndmero no
seu cartao ID (TTY: 711).

Chinese/f /3 5 MREHF, HAIAEERFRHESHIIMS . HZITE D £ L8
SWEARSARSE (TTY 5463 711)
Haitian Creole/Kreyol Ayisyen: ATANSYON: Siou pale kreyol ayisyen, sevis asistans nan lang

disponib pou ou gratis. Rele nimewo Sevis Manm nan ki sou kat Idantititkasyon w lan (Sevis pou
Malantandan TTY: 711).

Vietnamese/Tiéng Viét: LUU Y: Néu quy vi ndi Tiéng Viét, cac dich vu hé trg ngdn nglr duoc cung cdp cho
quy vi mién phi. Goi cho Dich vu Héi vién theo s6 trén thé ID clia quy vi (TTY: 711).

Russian/Pyccknin: BHUMAHWE: ecnu Bbl roBopuTe No-pyccKiu, Bbl MOXeTe BOCMOb30BaTLCA OeCnnaTHbIMU
ycnyramm nepesoguvika. [Mo3soHuTe B o1AeN 0OCNYKMBaHWA KNVEHTOB MO HOMEPY, YKa3zaHHOMY B Baluen
NnaeHTMOUKaLUMOHHON KapTe (Tenetann: 711).

Arabic/ ::
Clyl Slaz) dush Bl e sszsll 631 (e clas¥l Sloasy Jail & Ll Blowe dysalll duslukl Oloss 3513 oyl dalll Gruaos &S 13) solasl
(711 TTY (SUls gall ol
Mon-Khmer, Cambodian/igs: Migj8 i Anis (g siSgASunwman 1g:
UNSSWMaNEaARIYE AMGInMSINTHAT yugissgIFigaunumtamyIng
IS G AN U NG RIBRSHA (1TY: 711)1
French/Francais: ATTENTION : si vous parlez francais, des services d'assistance linguistique sont

disponibles gratuitement. Appelez le Service adhérents au numeéro indiqué sur votre carte d'assuré
(TTY : 711).

Italian/Italiano: AT TENZIONE: 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/g8t=01: =2|. St =0{E At8stAl= 4%, 0| X[ MHIAE FEZ 0|5t
USHCE #ste] D ZH=0 U= MESHSTTY: 711)E AFESHo 213 A A0 M3tetd
Greek/ENANVIKG: TPOXOXH: Eav pihate EAANVIKE, SiatiBevtal yia oac unnpeoiec YAwooikng BoriBelag,

dwpedv. Kahéote tnv Ymnpeoia E¢umnpétnong Mehwv otov aplBud tne kaptag pédoug oag (ID Card)
(TTY:711).

4
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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 mogg bezptatnie skorzysta¢ z pomocy
jezykowej. Nalezy zadzwoni¢ do Dziatu obstugi ubezpieczonych pod numer podany na identyfikatorze
(TTY:711).

Hindi/f&e: & & afe 3ma Redr diaa &, aF #1WT H§gdr ¥4, 39 & fov &:ees
IqSY & TETT QAT FY IS NE.D. FE W U 30 A6t W AT HY @L.A.as.: 711).

Gujarati/aserldl: 2l 2L oxl dH syl olddl G, dl dHed AL Asidl Aol [ 4l Guaoy .
dn1zL 2USL 515 U2 BUTAL 4512 42 Member Service - s1d 531 (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 1D Card (TTY: 711).

Japanese/BAEE: PSS  HABEPELUICGEDAITERDEEVARZV AT —ERET
FRAAWRITE Y, DA—RICEEDEEESEFER LAY/ \——EXAXTHEETZETL
(TTY: 711) 6

German/Deutsch: ACHTUNG: Wenn Sie Deutsche sprechen, stent Ihnen kostenlos fremdsprachliche
UnterstUtzung zur VerfUigung. Rufen Sie den Mitgliederdienst unter der Nummer auf Ihrer ID-Karte an

(TTY: 711).

Persian/glw\y:

St S g0y 2 e R Lat U 35S el Lak e 80D Sige 0 5 SeS Dleas ol () et 505 S g
LTTY: 711) 2,80 eles cliac) Sleasr (29 b 3gs

L.ao/w7139970: 280V la: 112c89FIWIFIDI0LT, TNIWLINIWFoBcToGIWWIT B0

VIO, ?mmﬁwv@i)nmuszm:;r:nmmv@con?mnzsuq?vuoaagmw (TTY: 711).

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

t’aajiik’e bee nika’a’doowoltgo €i na’ahoot’i’. Dii bee anitahigi ninaaltsoos bine’dé¢’ noomba 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)



