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CA SignatureValue HMO MP1/1GY 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/alameda 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. 

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 02/01/2022 – 01/31/2023 
 
 

 

Important Questions Answers Why This Matters: 
What is the overall 
deductible? $0 See the Common Medical Events chart below for your costs for services this plan covers. 

Are there services 
covered before you 
meet your 
deductible? 

Yes. Preventive care and primary care 
services are covered before you meet 
your deductible. 

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? 

 
No. 

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

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

For participating providers $1,500 
individual / $3,000 family. 

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. 

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

Copayments for certain services, 
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 
www.welcometouhc.com/uhcwest or 
call 1-800-624-8822 for a list of 
participating providers. 

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. 

Do you need a 
referral to see a 
specialist? 

Yes, written or oral approval is required, 
based upon medical policies. 

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. 

https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#premium
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https://www.healthcare.gov/sbc-glossary/#allowed-amount
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https://www.healthcare.gov/sbc-glossary/#cost-sharing
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Common 
Medical Event 

 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other 
Important Information Participating Provider 

(You will pay the least) 
Non-Participating Provider 

(You will pay the most) 
 
 
 
 
 
 
 
If you visit a health care 
provider’s office or 
clinic 

 
Primary care visit to treat 
an injury or illness 

$40 copay / office visit and 
$25 copay / Virtual visits by 
a designated virtual 
participating provider 

 
Not covered 

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

 
 
 
 
Specialist visit 

 
 
 
 
$40 copay / visit 

 
 
 
 
Not covered 

Member is required to obtain a 
referral to specialist or other 
licensed health care practitioner, 
except for OB/GYN Physician 
services, reproductive health care 
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. 

 
Preventive care/screening/ 
immunization 

 
No charge 

 
Not covered 

You may have to pay for services that 
aren’t preventive. Ask your provider if 
the services you need are preventive. 
Then check what your plan will pay for. 

 
If you have a test 

Diagnostic test (x-ray, 
blood work) No charge Not covered  

None 
Imaging (CT/PET scans, 
MRIs) No charge Not covered 

https://www.healthcare.gov/sbc-glossary/#PHYSICIAN-SERVICES
https://www.healthcare.gov/sbc-glossary/#PHYSICIAN-SERVICES
https://www.healthcare.gov/sbc-glossary/#screening
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
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Common 
Medical Event 

 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 
Information Participating Provider 

(You will pay the least) 
Non-Participating Provider 

(You will pay the most) 
 
 
 
 
If you need drugs to 
treat your illness or 
condition 
More information about 
prescription drug 
coverage is available at 
www.welcometouhc.com/ 
uhcwest. 

 
Tier 1 

$25 copay / prescription retail 
$50 copay / prescription mail 
order 

 
Not covered 

Participating Provider means pharmacy for 
purposes of this section. Retail: Up to a 31 
day supply. Mail-Order: Up to a 90 day 
supply. You may need to obtain certain 
drugs, including certain  specialty  drugs, 
from a pharmacy designated by us. Mail- 
Order Specialty Drugs: Up to a 31 day 
supply. All limits are unless adjusted based 
on the drug manufacture’s  packaging  size, 
or based on supply limits. Certain preventive 
medications (including certain contraceptives) 
are covered at No charge. You may be 
required to use a lower-cost drug(s) prior to 
benefits under your policy  being  available 
for certain prescribed drugs.   See the 
website listed for information on drugs 
covered by your plan. 

 
Tier 2 

$35 copay / prescription retail 
$70 copay / prescription mail 
order 

 
Not covered 

 
Tier 3 

$50 copay / prescription retail 
$100 copay / prescription mail 
order 

 
Not covered 

 
 
Tier 4 

 
 
Not applicable 

 
 
Not covered 

 
If you have outpatient 
surgery 

Facility fee (e.g., 
ambulatory surgery center) No charge Not covered  

None 
Physician/surgeon fees No charge Not covered 

 
 
If you need immediate 
medical attention 

Emergency room care $100 copay / visit $100 copay / visit Copayment waived if admitted. 
Emergency medical 
transportation No charge No charge None 

 
Urgent care 

 
$40 copay / visit 

 
$40 copay / visit 

If you receive services in addition to urgent 
care, additional copayments or coinsurance 
may apply. 

If you have a hospital 
stay 

Facility fee (e.g., hospital 
room) $500 copay / admit Not covered  

None 
Physician/surgeon fees No charge Not covered 

https://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
https://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
http://www.welcometouhc.com/
https://www.healthcare.gov/sbc-glossary/#specialty-drug
https://www.healthcare.gov/sbc-glossary/#emergency-room-care-emergency-services
https://www.healthcare.gov/sbc-glossary/#emergency-medical-transportation
https://www.healthcare.gov/sbc-glossary/#emergency-medical-transportation
https://www.healthcare.gov/sbc-glossary/#urgent-care
https://www.healthcare.gov/sbc-glossary/#copayment
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Common 
Medical Event 

 
Services You May Need 

What You Will Pay Limitations, Exceptions, & Other 
Important Information Participating Provider 

(You will pay the least) 
Non-Participating Provider 

(You will pay the most) 

If you need mental 
health, behavioral 
health, or substance 
abuse services 

 
Outpatient services 

$40 copay / office visit and 
No charge for all other 
outpatient services 

 
Not covered  

Substance abuse outpatient and inpatient 
services are covered at No charge. 

Inpatient services $500 copay / admit Not covered 

 
 
 
If you are pregnant 

Office visits No charge Not covered 
Cost sharing does not apply to certain 
preventive services. Routine pre-natal 
care and first postnatal visit is covered at 
No charge. Depending on the type of 
services, additional copayments or 
coinsurance may apply. Maternity care 
may include tests and services described 
elsewhere in the SBC (i.e. ultrasound). 

Childbirth/delivery 
professional services No charge Not covered 

Childbirth/delivery facility 
services $500 copay / admit Not covered 

 
 
 
 
If you need help 
recovering or have 
other special health 
needs 

Home health care No charge Not covered Limited to 100 visits per calendar year. 

Rehabilitation services $40 copay / visit Not covered Coverage is limited to physical, 
occupational, and speech therapy. 

Habilitative services $40 copay / visit Not covered Coverage is limited to physical, 
occupational, and speech therapy. 

Skilled nursing care $500 copay /admit Not covered Up to 100 days per benefit period. 

Durable medical 
equipment No charge Not covered None 

Hospice services No charge Not covered If inpatient admission, subject to inpatient 
copayments or coinsurance. 

 
If your child needs 
dental or eye care 

Children’s eye exam $40 copay / visit Not covered 1 exam per year. 

Children’s glasses Not covered Not covered None 

Children’s dental check-up Not covered Not covered No coverage for Dental check-ups. 

https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#home-health-care
https://www.healthcare.gov/sbc-glossary/#rehabilitation-services
https://www.healthcare.gov/sbc-glossary/#habilitation-services
https://www.healthcare.gov/sbc-glossary/#skilled-nursing-care
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#hospice-services
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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.) 
• Cosmetic surgery 
• Dental care (Adult) 
• Dental care (Child) 

• Infertility treatment 
• Long-term care 
• Non-emergency care when traveling outside the U.S. 

• Private-duty nursing 
• Routine foot care 

   

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

• Chiropractic care 
• Hearing aids 

• Routine eye care (Adult) 
• Weight loss programs – Real Appeal 

https://www.healthcare.gov/sbc-glossary/#excluded-services
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To see examples of how this plan might cover costs for a sample medical situation, see the next section. 

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 9th Street Suite #500, Sacramento, CA 95814-4275 at 1-888-466-2219 or www.dmhc.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 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, 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 9th Street 
Suite #500, Sacramento, CA 95814-4275 at 1-888-466-2219 or www.dmhc.ca.gov. 

 

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. 

 
 

Language Access Services: 
Spanish (Español): Para obtener asistencia en Español, llame al 1-800-624-8822. 
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-624-8822. 
Chinese (中文): 如果需要中文的帮助，请拨打这个号码1-800-624-8822. 
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-624-8822. 

 

https://www.healthcare.gov/sbc-glossary/#plan
http://www.dmhc.ca.gov/
http://www.dol.gov/ebsa/healthreform
https://www.healthcare.gov/sbc-glossary/#marketplace
http://www.healthcare.gov/
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#appeal
http://www.dol.gov/ebsa/healthreform
http://www.dmhc.ca.gov/
https://www.healthcare.gov/sbc-glossary/#minimum-essential-coverage
https://www.healthcare.gov/sbc-glossary/#premium-tax-credits
https://www.healthcare.gov/sbc-glossary/#minimum-value-standard
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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. 

About these Coverage Examples: 

 
 

   
 
 The plan’s overall deductible $0 
 Specialist copayment $40 
 Hospital (facility) copayment $500 
 Other coinsurance 0% 

 
This EXAMPLE event includes services like: 
Specialist office visits (pre-natal care) 
Childbirth/Delivery Professional Services 
Childbirth/Delivery Facility Services 
Diagnostic tests (ultrasounds and blood work) 
Specialist visit (anesthesia) 

 
Total Example Cost $12,700 

 
In this example, Peg would pay: 

 The plan’s overall deductible $0 
 Specialist copayment $40 
 Hospital (facility) copayment $500 
 Other coinsurance 0% 

 
This EXAMPLE event includes services like: 
Primary care physician office visit 
(including disease education) 
Diagnostic tests (blood work) 
Prescription drugs 
Durable medical equipment (glucose meter) 

 
Total Example Cost $5,600 

 
In this example, Joe would pay: 

 The plan’s overall deductible $0 
 Specialist copayment $40 
 Hospital (facility) copayment $500 
 Other coinsurance 0% 

 
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 $2,800 

 
In this example, Mia would pay: 

   
 

Cost Sharing 
Deductibles $0 
Copayments $300 
Coinsurance $0 

What isn’t covered 
Limits or exclusions $0 
The total Mia would pay is $300 

 

Cost Sharing 
Deductibles $0 
Copayments $1,300 
Coinsurance $0 

What isn’t covered 
Limits or exclusions $0 
The total Joe would pay is $1,300 

 

Cost Sharing 
Deductibles $0 
Copayments $500 
Coinsurance $0 

What isn’t covered 
Limits or exclusions $60 
The total Peg would pay is $560 

 

Mia’s Simple Fracture 
(participating provider emergency room visit and 

follow up care) 

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

a well-controlled condition) 

Peg is Having a Baby 
(9 months of participating provider pre-natal care 

and a hospital delivery) 

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. 

https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#primary-care-physician
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English 
IMPORTANT LANGUAGE INFORMATION: 
You may be entitled to the rights and services below. You can get an  interpreter  or  translation 
services at no charge. Written information  may also be  available in  some  languages  at no charge. 
To get help in your language, please call your healith plan at UnitedHeaJthcare of California 1-800-624-
8822 I T T Y : 7 1 1 . If you need more help, call DMHC Help Line at 1-888-466-2219. 
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de UnitedHealthcare of California al 1-800--624-8822 / TTY: 711. Si necesita mas ayuda, llame a 
la Linea de Ayuda de la DMHC al 1-888-466-2219. 

 

  

d- - - · -$ - 
UnitedHealthcare of California  1-800-624  -8 8 2 2  / lf!jJgg = JJ N.Q (TTY) : 711 " tl!l*1re··• 

t  Ji;tJ •   m DMHC fflJ)jJ ti 1 - 8 8 8 - 4 6 6 - 2 2 1 9 ° 

Arabic 
::i.a..Ul(:F- ..::.La_,1- 

..>J   .('.Y-"J uJ.ii   fl ...::.,l..Ll,i.  _,I <.J;  -'9 fa  J    I .U.ll I _, \ J ¼_;.., ufo ..> 
: I J,L..-:i JJ &.ll:;.l........ J   _,  - f' .Y-"J    cu.ii  wW  i; _;&.JI   w  l..o_,1...JI   I p 

,   s.l<:. t.........11 ..)A j,J I t  . _J  .1-800-624-8822 / TTY: 711 ,J   I UnitedHealthcare  of   California 
.1-888-466-2219 .)1 :D M H C _j W s.i.::.l...=n cJ\.-:i    I 

 

Armenian 
l.ttlf'u<U1.f' LbQ Utt Sb'l..btJDPfct-aOr-'L' 
2.tu q tul nul1w h  1::, np .Qhq hlllulUhbtp  wtthh hl:n.nhjlllL llflllltlnLhpltb.p.u nt. o wn U1Jfll.   jflLUUUJ1J!: 
l.Jwpn.q hp ummum1 pmhmLlnJl fitWJlqLfwu,tli qunf fitLUflqt.fmltnt. JuiU mhq6'.wp nunutJilLfitJULulthp: 2.lm 
tp.wqnp 1::.  n11 up 2wflP 1hqnthhp_n4. ltmh wnl1u1 U1lt)1 wu4o'wJ1 (lfllutlnJ1 mh.qhl1n q a-Jn 1.ti: .Qhp 
Lhqtlntl oqlrn. f<lJ tu uuHUUlULnt hua£LU11 l\1l qp.nu.f t,p qwhquthtup.ht hr utnn 1_2tuu1 tuhtu4utu 
bpwq}lp' UnitedHealthcare of California 1-800-624-8822 I TTY. 711 hw uwpml: t.u14.tuu1t 
oqunlJ&JlUU ltutp}1p}1 qhuu;:m u, qUtuquihu.ip.hp D M H C - }). Oqltn f<lJUi.h hhnw}unu.lllqjl.o 
1 -8 88 -466 - 22 19 hw u tu rm tl : 

C_,.a...mbodian 
nmna N8121-u1m ruu 
fn,lo2tl'tfl atU mm: 2½:!lt Ntlts1mt,t'[f'i)a,1  tfi"iHlr.rn  ru nunttv !Jittitlrnrunitw u:hw   nitn,t 
i;irn:n::mHum::iHunn.11 niflcrs   l:fl2wirn t\mtmo   s i wi wr., r,   mijt tli'1   t£:JtTJ9    ru(jij wtllmnn mfuij'l"l   H 
rnJQ19inlfltl 2rnmUNijl"l t2i UnitedHealthcare of California 1-800-624-8822 I T T Y : 711 '1 ,uru-2 1"1 

mtrmti UJtut:JmJr, ttflit 1C\J ljUJ DM HC fllBUU8 1-888-466-2219'1 

Chjnese 
aiUlhs •1R : 

-- T 
0 



 

rau rau koj ntawm: UnitedHeaithcare of  California  1: -8  0 0-  6 2 4-  8 82  2   I TTY   :  7 1 1 . Yog koj xav tau 
kev pab n tx i v, hu rau DMHC Help Line ntawm tus xov tooj 1-888-466-2219. 

Japanese 
iiifi::ii:81 - t:A I::-:,LY'C 13 '=' 1:t : 

IH  i¥ ?-'=::; k < t:!_ t.'\ : U nitedHealthcare of Caiifomi a 1-800-624-8822 I TT Y : 711 o 

 
 :d,.I.) J.;..,,a ..;.> c1+A 1,p':',\l:,J. 
,)A> ..:.i.a.l.> 0 IJ _,.:l \.,! u-At.a.!. y.,. l,,..,.>.:ia. l_,l u-4. l/ .l..,il J ,>.+j  l,,..,.>.:ia.  .J J_,aa,. 0  1.>? I i. .. s, 

I_;J   ...s:.....s. ..:.:..iiy     ,.> 1.>1  . 4 .> _,.,. 1.A  ..:iliJ  Y. "..i.:!Y. I.> .:.u  , 0>--- 1 - '-,u.> 
U"w 1-800..6 24- 8822/ TTY : 711 °.;L,,.,S, '\..:? U n i,te  d H e alt  h c a re   of   C  a lifo  rn  i a  : ;si  t.....;.} "'-'>Ly 4 ti.hi u Ll.> u    . J 

..;L....& DMHC -.s:!L..l.i.l _;    ., _;.}   ..b.. .l,l _;I  .>    .J½>   <..SJ·- t 1 : t....a1,_;    ., '½    ,.fl . ,¥, 

 

H in d i 
3fl1n-  lltl<"d q..c.. /j  .:ifl-tcfil.f'I: 

- 1 ·  8  8   8    4   6  6  -  2   2 19 

,3ffq' .J..o.-tn>lnlct  31T gcf>C:1,t,  I  ;R" 't:'cf> m 
.:,.Waj,qlG mro 3q(46-i( JlT  .fiq;c:fi  g-1 3=fl"iJT3il  R!Ji-1 3flcA<$1t't it'   3q(46> 

-Eict,Jl I 3il1STr -Ht.;1'4<11 c);- fi;ro-, cf;)" 
: UnitedHealthcare of California 1-800-624-8822 / TTY: 711 9",l,"I 

-Ht;14c1i  4ihc1i . FITDMHC Help Line <il)" 1 - 8 8 8 - 4 6 6 - 2 2 19 <R'I 
 

Hmong 
NCAUJ LUS TSEEM CEEB TXOG KEV TXUAS LUS: 
Tej zaum koj yuav tsim nyog tau cov cai thiab kev pab cuam hauv qab no. Koj yuav tau ib tug kws 
txhais lus los sis txhais ntawv pub dawb. Yuav puav ieej txhais tau cov ntaub ntawv ua qee horn 
lus  pub  dawb.  Korn tau  kev  pab  rau  koj  horn,  1 u  s  ,  thov hu  rau qhov  chaw  pab them  nqi kho  mob 

a,-- 
13 tif= let ""F(}) J:: -3 t:i-fl Jtl,a;, L-J ie:, f,$.-tj-- t::A :: Jlfl t.'\f::_ t=. l't"tE. o :fi.tltet 
iffiaRa:  t :: letl:IURO)""T-t: A - flJPF)l,  '\f ::.t •-t *  T  o i!s!ii= J:-::>t let,   )Z: it tt.t::ffiffl 

- '31-"'C:  l:1JPFJ--c:=--QJa€i=t ai:, LJ *  T  o #;en©    !il::.J:  tiUtt.1  #;c:J'J©:151 .   ck>   © 

:::. <J)ftg<J)-+j-,fe- t-- fJ , :ta €i t=.(, DMHC  Help Line{:: 1-888-466-2219 1:t: }JfhE] t, '\€i;btt < 
f:!_ (, '\o 

 

Korean 
2 ot .!i!: 

-,Jsl  or:::  Or  .2      lc'-1 Ai ttl6 c'-1 A. .A- LI C:1- . l t>t ::: Q:f s>       Q:f A-f t:11 -6. 
I .a 61   Etcai 01 Ol 5:?. -a- -<? ......L I C.L -=  <2j Oj  21 C) A1'2:! A-I !:ti EE Et- !:ii: _a t=I       'a-at 01 

Ail .5:. -"-- LI c: . ,  "O" 2 1 <2j Oj :X I Ai 1:1 I -6.:, t I- Al Ii::! ;t  i  t 2 1    7 .y otl ;;; 
H ..2..!.E. 0    1 t>t Al .2. Un ited Healthcare of Califomia 1-800-624-8822 / TTY: 711. c..-j EY' 

*  0I ,ru -uh ! DMHC -   i=.l- ( <2.!-LH -=-: 1 - 8 8 8 -46 6- 2 2 19 )£  £ "i:!:'0 1 AI 



 

"" 

T ag.   a,  l o  g 

P u n ja b i 
   et' H• ot•a'I: 

 

1..f1-S orcf <:Tl i-t ' Ecil'.JI !:I'►. I  '  c;.;i    RtJ fuor fi;dt l:fcJB" fi;-g rfcret ell Flcl'n:!3' 
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1-8 8 8 --466 22 19 I 

 
Russian 
BA)KHAS:W  s::t 3 b    lK0   B A  s:I  111H  <l>0   P  MA L.ll4 s:I : 
BaM MOrYT nonarSTbCS'I CI1eAyt01.4vie npasa VI y cn y ntt . Bbl MO>t<eTe nony4HTb Oecn.n8THytO nOMOL4b 
YCT+1oro nepeeOJJ,'-f"1Ka IAJllVI n VICb M e l-l H l:>l lii n e p e OA . n 111c 1=-M e t-U·t a VIHcf;>OpMaL1"1R MO>KEH 6b1Tb TalOKe 
AOCTynHa Ha pR,Ae 5'3bll<OB o e cn n a THO. LITOObl nony4V1Tb nOMOL4b Ha aaweM R3b 1Ke , n o >Ka n y iii c T a , 
n03BOH111Te  no HOMepy sawero nn aHa:  UnitedHe,a lt h c a r e  of  C  a li f o r n i a  1 - 8 0 0...6 2 4 - 8 8 22   /  n111HV15' 
TT  Y :  7 1 1 .  Ecnvt  eaM  ace  eu.ie  pe6yeTCS'I  nOMOLI4b,  no3BOHIATe   e   cny>K6y   nOAAeP>Kl<"1 
DMHC no Ten eq::>o Hy 1 - 8 8 8 --46 6- 2 2 1 9 . 

 
M A H A L A G A N G I MP O R M A S Y O N SA W IK A : 
Maaaring kwalipikado ka sa mga karapatan at serbisyo sa  ibaba.  Maaari  kang  kumuha  ng 
interpreter o mga serbisyo sa pagsasalin nang walang bayad . Maaaring may available ding libreng  
nakasulat  na  impormasyon  sa  ilang  wika.  Upang makatanggap  ng  tulong  sa iyong  wika,. 
mangyaring   tumawag   sa,   iy   o  n  g     planong   pangkalusugan   sa:   UnitedHealthcare   of   California 
1-8 00 --6 2 4 - 88 22 / TTY: 711. Kung kailangan mo ng higit pang tulong, tumawag sa DMHC 
Help Line sa 1-888-466-2219. 
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VieS'amese 
TH NG TIN Q U A N TR ON G vt:. NG6N NGO: 
Quy Vi c6 th dU'Q'C hL¥o>ng cac quy n vadich V dLt&i da y. Quy V! c6 th y u cau dU'Q'C cung cAp 
m9t thong d\ch vien hoi;tc cac dich v1e1 d!Ch thu1;1t mi n phi. Thong tin b ng vanbancung c6 the§ 
s n c6 & m¢t s6 ngon ngGP mien phi. E>i nh n trq giup b ng ngon ngll' cua quy vi, vui long gc;>i 
cho chvO'ng trinh bao hic§m y t cua  quy  vi t  i: U n it e d H ea lt hc a re of C a lifo rnia 1 -8 0 0 - 6 2 4- 8 822 / 
TT Y:  711 .  N&u   quy   vj  can   trq   giup  them,  xin  gQi £>u •6'n   g   day  hO   trq   OMHC  theo  so  1-888-
4 66 -2 2 1 9 . 
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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 

mailto:UHC_Civil_Rights@uhc.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
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