Individual Select Dental Plan PREMERA | &
for Adults Application
Effective January 1, 2019

Please print your answers clearly in ink so we can process your application quickly. Be sure to return all pages to us.
Omissions or incomplete answers, except for sections marked “optional,” will result in the return of your application and may
cause a delay in the effective date of your coverage.

@ My Enrollment Information

1 1am a new applicant

[J 1am a current member
My subscriber ID# is | want to » [] add my spouse or domestic partner

(see your ID card) (marriage date)

[J add my dependent child(ren)
[ change my plan

@ Am | Eligible?

You're eligible to apply for a Premera plan if you are:

o Aresident of and have a principal residence in the state of Washington and in one of the following Washington counties in our
service area: Adams, Asotin, Benton, Chelan, Clallam, Columbia, Cowlitz, Douglas, Ferry, Franklin, Garfield, Grant, Grays Harbor,
Island, Jefferson, King, Kitsap, Kittitas, Klickitat, Lewis, Lincoln, Mason, Okanogan, Pacific, Pend Oreille, Pierce, San Juan, Skagit,
Skamania, Snohomish, Spokane, Stevens, Thurston, Wahkiakum, Walla Walla, Whatcom, Whitman or Yakima

o 19 years of age or older.

o Not entitled to Medicare. If you are 65 or older but not eligible for Medicare, please submit a “Not Eligible for Medicare”
document from the Social Security Administration.

Eligible dependents that can enroll on your plan include your:
o Spouse or domestic partner (must be 19 years of age or older)
o Natural or legally adopted/placed child(ren) (must be between the ages 19 to 26)

If you are a previous Premera dental plan member who has lost dental coverage due to non-payment or because you canceled your
coverage in the past 12 months, you must wait at least 12 months from the last date of coverage and apply for an effective date during
our next add-on period. Please review “Enrollment” for more information.

028607 (12-2018) An Independent Licensee of the Blue Cross Blue Shield Association



@ | want to enroll my...

Self—over age 19 (Last, First, Middle Initial)

Social Security Number (optional)

Gender 1M [IF

Date of Birth
/ /

Legal Spouse or Domestic Partner—over age 19 (Last, First, Middle Initial)

Social Security Number (optional)

Genderr 1M [IF

Date of Birth
/ /

Dependent Child—between ages 19 — 26 only (Last, First, Middle Initial)

Social Security Number (optional)

Genderr 1M [IF

Date of Birth
/ /

Dependent Child—between ages 19 — 26 only (Last, First, Middle Initial)

Social Security Number (optional)

Genderr 1M [IF

Date of Birth
/ /

Dependent Child—between ages 19 - 26 only (Last, First, Middle Initial)

Social Security Number (optional)

Genderr 1M [IF

Date of Birth
/ /

Dependent Child—between ages 19 - 26 only (Last, First, Middle Initial)

Social Security Number (optional)

Genderr LIM [IF

Date of Birth
/ /

Home Address (not P.0.Box) required City / State / ZIP

County

Home Telephone
Number

()

Mailing Address (if different from Home Address) City / State / ZIP

County

Work Telephone
Number

()

Billing Address (if different from Mailing Address) City / State / ZIP

County

Cell Telephone
Number

()

E-mail Address of Primary Applicant
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@ Selecting my plan

| want this plan to begin on the 1st of No more than 60 days after the date of
(enter month) your application submission.

Effective dates for plan changes are on the first
of each month.

Dental Plan
Check the box of the plan you want to enroll in:

[ Select Dental Plan For Adults ($50 Deductible) or O Select Dental Plan For Adults ($75 Deductible)

@ Paying for my dental plan Don’t send payment

A government agency or any other person or organization may not sponsor or pay for your individual dental
plan, except as required by law.

Please do not include any payment with this application. You will be billed using the same method you
currently use to pay for your Premera health plan premiums.
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@ My Prior Dental Coverage

Have you had coverage in the past 9 months? *¥ Prior Coverage?
O Yes (complete the information below) [ No (move on to Section 7) Remember to attach your

. . _ _ Certificate of Creditable
Do you intend to continue this current coverage if you are accepted by Premera? Coverage or other documents
7 Yes 11 No (Once accepted by Premera, remember to cancel your current dental plan, Lhat, verifies ygur F;rigrtcovirage

including our corporate affiliates.) eginning and end dates. fou
can get it from your previous

By reporting your prior dental coverage through Premera, we may waive or credit the 12- employer or health plan carrier.
month waiting period for major services. To help us determine if you qualify, please

complete the following information.

My Prior Dental Plan Carrier was:
1 Premera Blue Cross [ Premera Blue Cross Blue Shield of Alaska [ LifeWise Health Plan of Washington
[ LifeWise Health Plan of Oregon

Name of Subscriber (contract holder) Subscriber ID # (include 3-letter prefix if applicable)

Names of All Enrollees on Prior Coverage

Date Coverage Began / / Date Coverage Ended / /

@ Basic Terms of Enrollment

1) I understand and agree that this application is not an offer of coverage, and coverage does not begin until: a) This application is
received, reviewed, and accepted by Premera and an effective date of coverage is assigned; and b) My complete and correct
payment is received. Submission of this application does not guarantee | will receive coverage.

2) lunderstand and agree that this application becomes a part of my plan and to the extent that the application is inconsistent with
the plan, the plan will govern.

3) | understand that dental coverage has a waiting period for major services of 12 months from the effective date of coverage.
This waiting period may be reduced or waived based on prior dental coverage with Premera Blue Cross, Premera Blue Cross Blue Shield
of Alaska, LifeWise Health Plan of Oregon or LifeWise Health Plan of Washington.

4) lunderstand that acceptance for coverage is dependent on: a) Persons listed on this application must be residents of the state of
Washington and reside in a county in our service area in order to apply for and maintain coverage under this plan; and b) Persons listed
on this application are under the age of 65 and meet specific age requirements. “Resident” means a person who lives in the state of
Washington and in a county in our service area, and intends to live in the state permanently or indefinitely. In no event will coverage be
extended to an applicant who resides here for the primary purpose of obtaining healthcare or dental coverage. The confinement of a
person in a nursing home, hospital or other medical institution shall not by itself be sufficient to qualify such person as a resident.
Premera may require proof of residency from time to time. Such proof shall include, but not be limited to, the street address of the
individual's residence and not a post office box.

5) |understand and agree that only Premera may: a) Make or modify the terms of the application or contract; or b) Waive any of the
Premera rights or requirements. | understand that | may receive benefits which are less than the amount billed by my provider when
treatment is not received from a contracted provider.

6) | understand and agree that this coverage is issued as individual dental coverage, is not sold or issued for use as a government, or
employer sponsored dental plan, and is not partially or fully paid for by employers, business accounts, providers, not-for-profit
agencies, government agencies or any other payer, either directly or indirectly, except as required by law.
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Notice of Information Use and Disclosure

Type of Information to be Disclosed: | (We) authorize: any physician, healthcare provider, hospital, insurance or reinsurance
company, pharmacy benefits manager or third-party benefits administrator to disclose a copy of my (our) personal health information,
including any and all diagnostic, procedural, treatment, claim, prescription or other health related information, including records
concerning alcohol and/or chemical dependency, reproductive health (including abortion), sexually transmitted diseases, HIV,
AIDS, psychiatric disorders or mental illness, to Premera or its representatives as allowed by law.

Purpose of Disclosure: | (We) understand that personal information will be used for underwriting, evaluating enroliment in the
dental plan, determining eligibility for benefits and paying claims.

Timeframe of Release: Unless | revoke it, this release will remain valid for twenty-four (24) months from the date of my signature below.

Revocation of Release: | understand that | may change my mind and revoke this release at any time. | will do this by letting
Premera know of my decision. Any change will be effective five (5) business days after Premera receives my written notice at the
address listed on this form. | understand that some or all of this information may already have been used by Premera to make
decisions, which will not be affected by its revocation.

Redisclosure: Premera Blue Cross may be required to redisclose this information to another party that is not subject to
state and federal privacy rules.

Effect of Not Authorizing: This authorization is a condition of your enroliment in our dental plan or your eligibility for benefits. If
you decide not to sign this authorization, we may decline to enroll you in our dental plan or to give you benefits.

Please note: You or your authorized representative will receive a copy of this authorization.

@ Signatures

| hereby apply for enrollment with Premera for myself and family members listed on this application for coverage under the Individual
contract indicated on this form. | understand | will have the right to examine and return the contract within 10 days of its delivery to
me. | certify that:

a) | have read this form, agree to its terms and | have supplied all of the required information on this form.

b) | have received and read a product information packet containing plan summaries and understand that a complete list of
exclusions and limitations is detailed in the contract. If there is a conflict, the terms of the contract prevail.

c) | declare that, to the best of my knowledge, all of the information on all forms necessary for enroliment is true and complete, and
that all of the persons for whom | am requesting enrollment are eligible for coverage. | understand that, if | have made false,
incomplete, or misleading statements or answers on behalf of myself or any family members, all entitlements to benefits are void
and this contract may be cancelled or modified retroactively to its effective date. | further understand that it is a crime to knowingly
provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the company. Penalties
include imprisonment, fines and denial of insurance benefits.

Approved applications postmarked or received by the last day of the month will be effective on the first day of the following month.

Important! Signatures are required for all applicants age 19 or older.

Signature of Primary Applicant (Parent/Legal Guardian) Date of Signature
X / /
Signature of Spouse/Domestic Partner Date of Signature
X |
Signature of Dependent Child (ages 19—26) Date of Signature
X / /
Signature of Dependent Child (ages 19—26) Date of Signature
X / /
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Mail completed application to:

Premera Blue Cross
PO Box 91120, MS 295
Seattle, WA 98111-9220

888-304-4755 Individual Plan Sales
WWw.premera.com

For Individual Plan Sales only. (Applicants leave this blank.)

Producer Name

Premera Producer #
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Discrimination is Against the Law

Premera Blue Cross complies with applicable Federal
civil rights laws and does not discriminate on the basis
of race, color, national origin, age, disability, or sex.
Premera does not exclude people or treat them
differently because of race, color, national origin, age,
disability or sex.

Premera:

« Provides free aids and services to people with
disabilities to communicate effectively with us, such as:
¢ Qualified sign language interpreters
o Written information in other formats (large print, audio,

accessible electronic formats, other formats)

» Provides free language services to people whose
primary language is not English, such as:

e Qualified interpreters
o Information written in other languages

If you need these services, contact the Civil Rights
Coordinator.

If you believe that Premera has failed to provide these
services or discriminated in another way on the basis of
race, color, national origin, age, disability, or sex, you ¢an
file a grievance with:

Civil Rights Coordinator — Complaints and Appeals

PO Box 91102, Seattle, WA 98111

Toll free 855-332-4535, Fax 425-918-5592,

TTY 800-842-5357

Email AppealsDepartmentinquiries@Premera.com

You can file a grievance in person or by mail, fax, or
email. 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, electronically through the Office for Civil
Rights Complaint Portal, available at
https:/focrportal.hhs.gov/ocr/portalflobby.jsf, or by mail or
phone at.

U.S. Department of Health and Human Services,

200 Independence Ave SW, Room 509F, HHH Building
Washington, D.C. 20201, 1-800-368-1019,
800-537-7697 (TDD). Complaint forms are available at
http:/www.hhs.gov/ocr/officeffile/index.html.

Getting Help in Other Languages

This Notice has Important Information. This notice may
have important information about your application or
coverage through Premera Blue Cross. There may be
key dates in this notice. You may need to take action by
certain deadlines to keep your health coverage or help
with costs. You have the right to get this information and
help in your language at no cost. Call 800-722-1471

(TTY: 800-842-5357).

h*15% (Amharic):

2y TNFMEL KA 9P2F RHA: BU TI0F ML (A
o hFP g9 ¢ Premera Blue Cross 4.7 Ahd.Aa1,

ao /B AFLO STAA: (HY "IN DR DO RPAF T
ATé TN PmST? 147727 AP PS NAhdLA hCRT
ATPTTE @O OLH 180F hCIVE ar@-0L: LINPT
LIPSA: QUT 9208 hPE.0TH hG PAIPIIP he P NRIEP
hCAF W¥R.0TH a1+ ha@PT=Ndh ¢1e 800-722-1471
(TTY: 800-842-5357) e.e@-tv::

4 a1l (Arabic):

Cilaglea Lty 1 g sny 38 Aala Clagla iy 138 g5
dypmall my A ddsall 5 ol jasady dege
Zaobs a5 8 Premera Blue Cross JMa e Lele
Lima f )55 B olya) SATY Zliad 8y LSyl s 3 dege
A Gy S ais o sacliall i Laal) dlilast e 1lial
A 4 a0 il sae il 5 il glaal) s3a e J geaall
800-722-1471 (TTY: 800-842-5357)= Jusil

1 3¢ (Chinese):

FBEHEEENAR. REMTREERRESE

1 Premera Blue Cross 12 i‘E’JEFliﬁ:‘f.{%ﬁﬁE’]E%nﬂ
B, KEBEMANGEEZHRE. EaeSZE2aEE#
IF B & Z RiERERATE, u{%‘%’.uE’JﬁiE{%BﬁE‘Z%
ERAM, THEEMNRE LIS BIEFER
MER, FHWER 800-722—1471

(TTY: 800-842-5357).



Oromoo (Cushite):

Beeksisni kun odeeffannoo barbaachisaa gaba.
Beeksisti kun sagantaa yookan karaa Premera Blue
Cross tiin tajaajila keessan ilaalchisee odeeffannoo
barbaachisaa qabaachuu danda’a. Guyyaawwan
murteessaa ta'an beeksisa kana keessatti ilaalaa. Tarii
kaffaltidhaan deeggaramuuf yookan tajaajila fayyaa
keessaniif guyyaa dhumaa irratti wanti raawwattan
jiraachuu danda’a. Kaffaltii irraa bilisa haala ta'een afaan
keessaniin odeeffannoo argachuu fi deeggarsa argachuuf
mirga ni qabaattu. Lakkoofsa bilbilaa 800-722-1471
(TTY: 800-842-5357) tii bilbilaa.

Frangais (French):

Cet avis a d'importantes informations. Cet avis peut
avoir d'importantes informations sur votre demande ou la
couverture par l'intermédiaire de Premera Blue Cross. Le
présent avis peut contenir des dates clés. Vous devrez
peut-&tre prendre des mesures par certains delais pour
maintenir votre couverture de santé ou d'aide avec les
colts. Vous avez le droit d'obtenir cette information et de
l'aide dans votre langue & aucun colt. Appelez le
800-722-1471 (TTY: 800-842-5357).

Kreyol ayisyen (Creole):

Avi sila a gen Enfomasyon Enpétan ladann. Avi sila a
kapab genyen enfdomasyon enpotan konsénan aplikasyon
w lan oswa konsénan kouvéti asirans lan atravé Premera
Blue Cross. Kapab genyen dat ki enpétan nan avi sila a.
Ou ka gen pou pran kék aksyon avan séten dat limit pou
ka kenbe kouveti asirans sante w la oswa pou yo ka ede
w avék depans yo. Se dwa w pou resevwa enfomasyon
sa a ak asistans nan lang ou pale a, san ou pa gen pou
peye pou sa. Rele nan 800-722-1471

(TTY: 800-842-5357).

Deutsche (German):

Diese Benachrichtigung enthélt wichtige
Informationen. Diese Benachrichtigung enthélt unter
Umstanden wichtige Informationen beziiglich lhres
Antrags auf Krankenversicherungsschutz durch Premera
Blue Cross. Suchen Sie nach eventuellen wichtigen
Terminen in dieser Benachrichtigung. Sie kénnten bis zu
bestimmten Stichtagen handeln miissen, um lhren
Krankenversicherungsschutz oder Hilfe mit den Kosten
zu behalten. Sie haben das Recht, kostenlose Hilfe und
Informationen in Ihrer Sprache zu erhalten. Rufen Sie an
unter 800-722-1471 (TTY: 800-842-5357).

Hmoob (Hmong): Tsab ntawv tshaj xo no muaj cov
ntshiab lus tseem ceeb. Tej zaum tsab ntawv tshaj xo
no muaj cov ntsiab lus tseem ceeb txog koj daim ntawv
thov kev pab los yog koj ghov kev pab cuam los ntawm
Premera Blue Cross. Tej zaum muaj cov hnub tseem
ceeb uas sau rau hauv daim ntawv no. Tej zaum koj kuj
yuav tau ua gee yam uas peb kom koj ua tsis pub dhau
cov caij nyoog uas teev tseg rau hauv daim ntawv no
mas koj thiaj yuav tau txais kev pab cuam kho mob los
yog kev pab them tej ngi kho mob ntawd. Koj muaj cai
kom lawv muab cov ntshiab lus no uas tau muab sau ua
koj hom lus pub dawb rau koj. Hu rau 800-722-1471
(TTY: 800-842-5357).

lloko (llocano): Daytoy a Pakdaar ket naglaon iti
Napateg nga Impormasion. Daytoy a pakdaar mabalin
nga adda ket naglaon iti napateg nga impormasion
maipanggep iti apliksayonyo wenno coverage babaen iti
Premera Blue Cross. Daytoy ket mabalin dagiti
importante a petsa iti daytoy a pakdaar. Mabalin nga
adda rumbeng nga aramidenyo nga addang sakbay dagiti
partikular a naituding nga aldaw tapno mapagtalinaedyo i
coverage ti salun-atyo wenno tulong kadagiti gastos.
Adda karbenganyo a mangala iti daytoy nga impormasion
ken tulong it bukodyo a pagsasao nga awan ti
bayadanyo. Tumawayg iti numero nga

800-722-1471 (TTY: 800-842-5357).

Italiano (ltalian): Questo avviso contiene
informazioni importanti. Questo avviso pud contenere
informazioni importanti sulla tua domanda o copertura
attraverso Premera Blue Cross. Potrebbero esserci date
chiave in questo avviso. Potrebbe essere necessario un
tuo intervento entro una scadenza determinata per
consentirti di mantenere la tua copertura o sovvenzione.
Hai il diritto di ottenere queste informazioni e assistenza
nella tua lingua gratuitamente. Chiama 800-722-1471
(TTY: 800-842-5357).

B AEE (Japanese): — DBHIZIZEELIFHRAS
SFhTWET, ZOBEHIZIE, PremeraBlue
Cross DERZEF - IEMEEHBEICRHT 2 EELR
BAEENTULEEELNHY FT . ZOEHIC
HEINTWAAREMLAHLIEELETE TR
RLESL, BERROBEHYR—FEMHFT
B5121F, BEOHAFETIZTHER L LTI
BoEWeEERHYET, CHEDEEICELD
FHREYR— FAEM TR SN ET, 800-
722-1471 (TTY: 800-842-5357)F THBEE L =& Ly,



St= (01 (Korean):

=2 SAAH=E =S 2 =0 JASULCLS
Ol SXIMe= Alote AEM 23t 2l
Premera Blue Cross & S8t 2H H 2| X 0f| &t &t

dES Zgotl U= = UsLILL 2

SAAHM= #HA0l 2= EME0
USLICH Aet= Aot A2 HH2IXE H=S
SASHHUHIES 225610 oM LH &t

| S A

Db DA =X E FHoHOFE ERIEUS
USLICL ASt= 0leiS EEH S -?IoP_-I
HHZ HIZE FER01 2= = A=At

U5 LICH 800-722-1471 (TTY: 800-842-5357) =2
&d3tote Al 2.

220 (Lao):

CHYMIVDH2NVHISD. (CF)NIVVSIND: D2
LUFIHVNIONUVHISDYI* VN § HOIVAL
099U N LIW29UIIVEIV Premera Blue Cross.
2909 5oHZen NI, WIVeIO:
CcUVCEID9ONTLNIVCIIVNITOCOIIT W=
cL‘i’)as"nsmmudumaguzﬁuaezwﬂ)u 0 09
pgoscdHaciegearlgaeeeguinls. iniso
lasuanw oy norvgoecHaclvwIgge
virnloebegeeal. Wilnma 800-722-1471

(TTY: 800-842-5357).

FNENISIT (Khmer):
iGHAyS2aisimeSfsmSunHaen
iGHgsEmMmsuinumesisoms
tnHeSHsERiuuUus yrmihusiun
HIF®NUI: Premera Blue Cross 9 [UTNIUTNENS
MUUNgSesISiomucSySsiiniS:
HEUTNUMMEISIULNMYEMN S0
Sunsigmesnnusis 1I8gjShisps /e
CNSINUIR2MOIUIEHS UESASNSUWics
gy grEsdSsguisesis: Shuguwis]
SHMIUNESIENUBSSHUNWIS] WY gy
§1edt) 800-722-1471 (TTY: 800-842-5357)4

A= (Punjabi):

fen &fen feg yA Asaat 3. e sfer feg
Premera Blue Cross 8 3T dead W3 wadl 99
HIFTYSS Arearal I Aot 9. oA & A=
HTH IO J A I6, A9 I ARIS ge9d
st R AT e Tz Ao e S ffga Jd 3t
FTE iz IS 3 U Iy yrH IeH gaE S
33 J A I ITG He3 Ko 3 wust o 9
AEATS W3 He' Y3 J96 S W9 I 3%
800-722-1471 (TTY: 800-842-5357).

0 (Farsi):

ol (San 4o il 2ilise aga e Ml (g gla dnadle ] o)
Ol 0 pee s & 540 234 Premera Blue Crossd: e

L 05 ey (5 g 5 (sl g ad (Sae Ladi el 4 5 4sedle )
F&AL;LQGJUQ‘QBL&JIAJJL;LA Ay Galy p eSS
by oot G Ladi il 4830 zliad oali sla 1S Sladh (o)
OB o5k 4y ass Ol )y SaS 5 e Ml () 48 3yl
800-722-1471 & e L e Mol au (5) 3y ailai il 5o
8 i (800-842-5357 o lails Ll TTY O J\S)
Aplad

Polskie (Polish):

To ogtoszenie moze zawieraé wazne informacje. To
ogloszenie moze zawiera¢ wazne informacje odnoénie
Panstwa wniosku lub zakresu $wiadczen poprzez
Premera Blue Cross. Prosimy zwrécic uwage na
kluczowe daty, ktére moga by¢ zawarte w tym ogloszeniu
aby nie przekroczy¢ termindw w przypadku utrzymania
polisy ubezpieczeniowej lub pomocy zwigzanej z
kosztami. Macie Panstwo prawo do bezptatnej informacji
we wiasnym jezyku. Zadzwoncie pod 800-722-1471
(TTY: 800-842-5357).

Portugués (Portuguese):

Este aviso contém informagdes importantes. Este
aviso podera conter informagdes importantes a respeito
de sua aplicagdo ou cobertura por meio do Premera Blue
Cross. Poderao existir datas importantes neste aviso.
Talvez seja necessério que vocé tome providéncias
dentro de determinados prazos para manter sua
cobertura de salde ou ajuda de custos. Vocé tem o
direito de obter esta informagdo e ajuda em seu idioma e
sem custos. Ligue para 800-722-1471

(TTY: 800-842-5357).



Roméana (Romanian):

Prezenta notificare contine informatii importante.
Aceasta notificare poate contine informatii importante
privind cererea sau acoperirea asigurarii dumneavoastre
de sanatate prin Premera Blue Cross. Pot exista date
cheie in aceasta notificare. Este posibil sa fie nevoie sa
actionati pana la anumite termene limita pentru a va
mentine acoperirea asigurarii de sanatate sau asistenta
privitoare la costuri. Aveti dreptul de a obtine gratuit
aceste informatii si ajutor in limba dumneavoastra. Sunati
la 800-722-1471 (TTY: 800-842-5357).

Pycckuit (Russian):

HacTosiee yseaomnexnune COASPKUT BaXHYHO
WHbOPMaLMIO. JTO YBEAOMNEHUE MOXKET COAEPKATh
BKHYH MHOPMALNIO O BALLEM 3a5BNEHUN UK
CTpaxoBOM NOKpbITUK Yepes Premera Blue Cross. B
HaCTOSALEM YBEAOMIEHNM MOTYT BbITb YKa3aHb
KnioYeBble AaTbl. Bam, BO3MOXHO, NOTPeOYeTCS NpUHATL
MEpbI K ONPeAeneHHbIM NPEAENbHBIM CPOKaM AnS
COXPaHEeHMs CTPAxXOBOTO NOKPLITUSA U NOMOLLM C
pacxogamu. Bl umeeTe npaso Ha becnnatHoe
NONYy4YeHMe 3TOK MH(OPMALMKM U NOMOLLb Ha BaLIEM
a3blke. 3soHuTe no Tenedony 800-722-1471

(TTY: 800-842-5357).

Fa’asamoa (Samoan):

Atonu ua iai i lenei fa’asilasilaga ni fa’amatalaga e sili
ona taua e tatau ona e malamalamaii ai. O lenei
fa'asilasilaga o se fesoasoani e fa'amatala atili i ai i le
tulaga o le polokalame, Premera Blue Cross, ua e tau fia
maua atu i ai. Fa'amolemole, ia e iloilo fa'alelei i aso
fa'apitoa olo’o iai i lenei fa'asilasilaga taua. Masalo o le’a
iai ni feau e tatau ona e faia ao le'i auliale aso uata'uai
lenei fa'asilasilaga ina ia ¢ iai pea ma maua fesoasoani
mai ai i le polokalame ale Malo olo’o e iai i ai. Olo'o iai
iate oe le aia tatau e maua atu i lenei fa'asilasilaga ma
lenei famatalaga i legagana e te malamalama i ai aunoa
ma se togiga tupe. Vili atu i le telefoni 800-722-1471
(TTY: 800-842-5357).

Espaiiol (Spanish):

Este Aviso contiene informacion importante. Es
posible que este aviso contenga informacién importante
acerca de su solicitud o cobertura a través de Premera
Blue Cross. Es posible que haya fechas clave en este
aviso. Es posible que deba tomar alguna medida antes
de determinadas fechas para mantener su cobertura
medica o ayuda con los costos. Usted tiene derecho a
recibir esta informacién y ayuda en su idioma sin costo
alguno. Llame al 800-722-1471 (TTY: 800-842-5357).

Tagalog (Tagalog):

Ang Paunawa na ito ay naglalaman ng mahalagang
impormasyon. Ang paunawa na ito ay maaaring
naglalaman ng mahalagang impormasyon tungkol sa
iyong aplikasyon o pagsakop sa pamamagitan ng
Premera Blue Cross. Maaaring may mga mahalagang
petsa dito sa paunawa. Maaring mangailangan ka na
magsagawa ng hakbang sa ilang mga itinakdang
panahon upang mapanatili ang iyong pagsakop sa
kalusugan o tulong na walang gastos. May karapatan ka
na makakuha ng ganitong impormasyon at fulong sa
iyong wika ng walang gastos. Tumawag sa 800-722-1471
(TTY: 800-842-5357).

Ina (Thai):
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Ykpaincbkuin (Ukrainian):

Lle noBigomMneHHa MicTUTb BaXnuBYy iHthopmadito. Lle
NOBIJOMIEHHS MOXE MICTUTU BaXXNMBY iHOpMaLito npo
Balle 3BepHEHHS LIOAD CTPAXYRANLHOTO NOKPUTTS Yepes
Premera Blue Cross. 3eepHiTb yBary Ha Knio4oBi AaTi,
ki MOXYTb BYTW BKa3aHi y LbOMY NOBIAOMMEHHI. ICHYE
iIMOBIpHICTL TOrO, LWo Bam Tpeba byae 34iIACHUTM NEBHI
KPOKM Y KOHKPETHI KIHLEBI CTPOKM ANS TOTO, LG
3beperTn Bawe meanyHe cTpaxyeaHHs abo otpumari
thiHaHcoBy aonomory. Y Bac € npaso Ha OTPUMaHHS Li€i
iHchopmawii Ta sonomorn 6e3KOLWTOBHO Ha Bawwiik piaHii
MOBi. [13BOHITL 3a Homepom Tenedory 800-722-1471
(TTY: 800-842-5357).

Tiéng Viét (Vietnamese):

Thong bao nay cung cap théng tin quan trong. Théng
bao nay cé thong tin quan trong vé don xin tham gia
ho3c hop ddng bao hiém ctia quy vi qua chwong trinh
Premera Blue Cross. Xin xem ngay quan trong trong
thong bao nay. Quy vi co thé phai thue hién theo thong
bao dung trong thoi han dé duy tri bao hiém strc khde
hodc dwore tro gitp thém vé chi phi. Quy vi ¢cé quyén
dworc biét thong tin nay va dwore tror giap bang ngdn
nglr cGa minh mién phi. Xin goi s& 800-722-1471
(TTY: 800-842-5357).



	028607 2017 PBC WA Adult Dental Application
	PBC WA Taglines



