Application for Individual BlueCross

Dental/Vision Insurance

BlueShield
Minnesota

Please complete steps 1 - 8.

Step 1)
Step 2)
Step 3)
Step 4)
Step 5)
Step 6)
Step 7)
Step 8)

Tell us about yourself.

Tell us about your household.

Choose a plan and payment.

Tell us if you have other dental and/or vision insurance.

Review notification and authorization information.

Review payment and billing information.

Sign the Application.

Send your completed Application (all pages) to Blue Cross and Blue Shield of Minnesota (Blue Cross).

If this Application is being completed by an agent/producer, please complete and return the Producer
Attestation with the rest of the completed Application.

o Need help?

+ This information is available in other ways for people with disabilities or who need it translated into another
language by calling 1-800-531-6685 (toll free). For TTY, call 711.

* Need help choosing a plan or completing this Application?
For in-person help or over the phone: Visit bluecrossmn.com/advisors to connect with a Blue Cross Advisor.
If you work with an insurance agent/producer: Please contact your agent/producer for assistance or call
1-800-531-6685 and one of our Blue Cross representatives will be happy to assist you. Hours: 8 a.m. to 6 p.m.
Central Time, Monday through Friday.

Who can enroll in the products on this Application?

* You must be a resident of Minnesota. You must obtain our Residency Policy at bluecrossmn.com/residencypolicy or
call 1-800-531-6685 and one of our Blue Cross representatives will be happy to assist you.

« If you are applying for new coverage as a contractholder, you must be over the age of 18. If you are under the age of
18, you must have a parent or guardian listed as the contractholder.

+ If eligible, coverage will be provided under an individual contract. Blue Cross does not issue individual coverage
through any arrangement with an employer.

+ These plans do not meet the minimum essential health benefit requirements for pediatric oral health and pediatric
0 vision coverage as required under the Affordable Care Act.

Who can pay my Premium?
* Generally, you pay your own premium.

* Blue Cross may, in its sole discretion and in accordance with applicable law and regulatory guidance, decline
to accept premium and cost-sharing payments made directly or indirectly by ineligible third parties. “Ineligible
third parties” include any person or entity from which Blue Cross is not required by law to accept such third-party
payments. This may include, for example, commercial entities, health care providers and suppliers, and other persons
or entities with direct or indirect financial interests. “Payments” include those made by any means, (e.g., cash, check,
money order, credit card payment, electronic funds transfer), etc. If you have questions about this third-party payment
policy or whether Blue Cross will accept premium and/or cost-sharing payments made by a specific person or entity,
please contact customer service at 1-800-531-6685 before you complete this Application.

Blue Cross® and Blue Shield® of Minnesota and Blue Plus® are nonprofit independent licensees of the Blue Cross and Blue Shield Association.
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0 How do | submit this Application?

+ Complete this entire Application including all explanations as requested and all required documents. Print clearly
using black or blue ink. Incomplete Applications will be returned to you to be completed. This may affect the date your
coverage starts. All pages within this form must be returned to be considered a completed application.

+ Sign and date this Application. This Application must be received at the home office of Blue Cross within 15 days of
your signature. Incomplete Applications are null and void after 30 days.

+ To submit your Application faster, please use one of these options to enroll:
— Email: enrollment.forms@bluecrossmn.com - Phone: 1-877-293-7040 - Online: bluecrossmn.com

STEP 1 - Tell us about yourself
| have an existing Blue Cross/Blue Plus® member ID number:

| am a new applicant:
O Applying for coverage for myself only O Applying for coverage for myself and my dependents

[ am currently enrolled in a Blue Cross Dental or Vision individual plan:
[0 Adding a dependent ] Making a plan change

Please note: Processing of your Application may be delayed if this form is NOT completed in its entirety. PLEASE PRINT CLEARLY.

When you include Social Security numbers (SSNs), we can process your Application more efficiently, but you are not required
to include them for your dependents or yourself.

First Name Last Name and Suffix
Social Security Number (optional) Gender [ Male Date of Birth (mm/dd/yyyy)
[d Female

Permanent Home Address (No P.O. Box #)

City State ZIP County

[ Correspondence Address (If different from home address)

City State ZIP County

[ Billing Address (If different from permanent home and correspondence address)

City State ZIP County

Email Address

Home Telephone Number (Non-mobile) Work Telephone Number Mobile Telephone Number

1. I'have been a permanent resident of Minnesota for a minimum of 183 days: [ Yes [ No
Important: We can only offer coverage to permanent Minnesota residents.

2. Will you or any other enrollee receive any premium or cost-sharing payments made by a specific person or entity, directly or
indirectly, by an ineligible third party described on page 1? [ Yes [ No

3. Ethnic Background*: [ Not Hispanic or Latino [J Hispanic or Latino [ Choose not to answer
4. Race (Select one or more)*: [ Black or African American [ Native Hawaiian/Other Pacific Islander [J White [ Asian

[0 American Indian or Alaskan Native [ Other, please specify [0 Choose not to answer
5. Spoken Language*: [ English [ Spanish [ Other, please specify [0 Choose not to answer
6. Written Language® [ English [ Spanish [ Braille [ Other, please specify. O Choose not to answer

O] Ethnic background and race is the same for all dependents. If checked, ethnic background and race do not need to be selected for
dependent(s) within the following section.

GO TO STEP 2
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STEP 2 - Who will be on the Plan?

Tell us about everyone who is applying for coverage.

Relationship | Date of Birth Social Security Number
Dependent toYou | (mmiddyyyy) | (optional) Gender
First Name O Male
Last Name LI Female

2. Ethnic Background*:
3. Race (Select one or more)*:

1. Does this dependent live at the same address as you? [Yes [ No If No, list address:
O Not Hispanic or Latino [ Hispanic or Latino [ Choose not to answer

O Black or African American [ Native Hawaiian/Other Pacific Islander I White O Asian
O Choose not to answer

[0 American Indian or Alaskan Native [ Other, please specify.

Relationship | Date of Birth Social Security Number
Dependent 2 to You (mm/ddlyyyy) | (optional) Gender
First Name L1 Male
Last Name L1 Female

2. Ethnic Background*:
3. Race (Select one or more)*:

1. Does this dependent live at the same address as you? [OYes [ No If No, list address:

[J Not Hispanic or Latino [ Hispanic or Latino [1 Choose not to answer

[ Black or African American [ Native Hawaiian/Other Pacific Islander [0 White [ Asian
O Choose not to answer

[0 American Indian or Alaskan Native [ Other, please specify

Relationship | Date of Birth Social Security Number
Dependent 3 to You (mm/ddlyyyy) | (optional) Gender
First Name O Male
Last Name L1 Female

2. Ethnic Background*:
3. Race (Select one or more)*:

1. Does this dependent live at the same address as you? [OYes [ No If No, list address:

[ Not Hispanic or Latino [ Hispanic or Latino [1 Choose not to answer

[ Black or African American [ Native Hawaiian/Other Pacific Islander [ White [ Asian
O Choose not to answer

[0 American Indian or Alaskan Native [ Other, please specify

Relationship | Date of Birth Social Security Number
Dependent 4 to You (mm/ddlyyyy) | (optional) Gender
First Name O] Male
Last Name [ Female

1. Does this dependent live at the same address as you? [Yes [ No If No, list address:
2. Ethnic Background*: [ Not Hispanic or Latino [ Hispanic or Latino [ Choose not to answer

3. Race (Select one or more)*: [ Black or African American [ Native Hawaiian/Other Pacific Islander [ White [ Asian
[0 American Indian or Alaskan Native [ Other, please specify [0 Choose not to answer

Relationship | Date of Birth Social Security Number
Dependent 5 to you (mm/ddlyyyy) | (optional) Gender
First Name [ Male
Last Name [ Female

1. Does this dependent live at the same address as you? [Yes [ No If No, list address:

2. Ethnic Background*: [ Not Hispanic or Latino [ Hispanic or Latino [ Choose not to answer

3. Race (Select one or more)*: [ Black or African American [ Native Hawaiian/Other Pacific Islander [J White [ Asian
[0 American Indian or Alaskan Native [ Other, please specify. [0 Choose not to answer

[ Additional dependent(s) on attached page.
*We may use this information to address differences in health care and improve communication with our members. Providing information
is voluntary and will not affect your benefits and coverage, how much you pay, or how we pay your claims.

GO TO STEP 3
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STEP 3 - Coverage and payment selection

Your coverage will begin on the first day of the month following receipt of your completed Application unless you indicate a different
requested effective date below — whichever is later. Requested effective dates must be within 90 days following receipt of your

completed Application.

Dental Coverage Option:

My coverage will be for:

Requested Effective Date:

(mmlyyyy)

Freedom O Value Standard | I Contractholder only
O $1,500 [ Value Enhanced | O Contractholder and If addin? a child dependent outside of renewal, check the
0 $2,000 O Value Premium one dependent reason for the add:
. O Preferred 1 Newbomn _
Bill Frequency Options: (name of dependent) O Newbgrn grandchild .
O Monthly O Quarterly O Adoption/placement for adoption
[1 Semiannual ] Annual O Family 1 Court ordered
Premium Payment ($):
Vision Coverage Option: My coverage will be for: | Requested Effective Date: —
O Value Standard — with Exam O Contractholder only (mmlyyyy)
O Value — Eyewear Only Plan If adding a child dependent outside of renewal, check the
= gr?gt(;aeg?r?(lj%%rt and reason ?or the add:
O Newborn

Annual Premium Payment (Annual
Billing Only) ($):

(name of dependent)
O Family

STEP 4 Dental and/or Vision insurance information

0 Newborn grandchild
0 Adoption/placement for adoption
O Court ordered

If you have a current Blue Cross Individual/Family dental and/or vision policy, your current plan will be replaced as of the effective
date of your new plan. If your current coverage is through an employer or another insurance carrier, Blue Cross cannot cancel that

coverage for you.

1. | Have you or any family members applying for a dental plan under this Application had continuous comparable
coverage immediately prior to the effective date of the dental plan selected in STEP 3?

If you answered Yes, please provide the supporting documents listed below and complete question 2.

NOTE: Previous dental coverage will be reviewed and may impact your eligibility or benefits.

Supporting document(s) must be provided to prove eligibility. Discount dental coverage does not qualify as

comparable coverage.

O Yes O No

Supporting Documentation: « Letter for previous dental carrier showing comparable coverage
- Must be on the official carrier letterhead
- Must list all persons covered under the plan and their coverage dates

« Summary of plan benefits
Effective Date:

2. | Carrier: Cancel Date: | Contractholder:

O Additional coverage information on attached page.

GO TO STEP 5
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STEP 5 - Notification and authorization information

By completing this enroliment Application, | understand that | will be submitting an actual request for enrollment and | agree to

the following:

My signature on this Application indicates that | have read and fully understand the following statements when applying for
dental/vision coverage through Blue Cross and Blue Shield of Minnesota (Blue Cross).

+ | understand and agree that coverage, if approved, will begin as specified on page 4. | authorize Blue Cross either to use
information from my check to make a one-time electronic funds transfer from my account or to process the payment as a check
transaction. When Blue Cross uses information from my check to make an electronic funds transfer, funds may be withdrawn
from my account as soon as the same day Blue Cross receives my check and | will not receive my check back from my
financial institution.

* lunderstand that coverage will be provided under an individual contract. | understand that Blue Cross does not issue individual
coverage through an employer. Blue Cross is not responsible for any action taken by an employer that results in this coverage being
considered group coverage under state or federal law. The employer is solely responsible for any such finding.

+ For purposes of obtaining information in connection with this Application, reinstatement, or change in coverage benefits, this
release is valid as long as | am continually covered with Blue Cross. | am entitled to receive a copy of any release | sign.

+ Blue Cross primarily relies upon the information provided and full disclosure of the information listed on this Application in
the decision whether to accept the applicant and/or dependent(s) listed on this Application for coverage. | acknowledge the
importance of providing accurate and complete information. | acknowledge | must answer all questions in the Application, even
if  and/or dependent(s) listed on this Application currently have coverage or had prior coverage with Blue Cross. | understand
| must be a permanent resident of Minnesota to be eligible for this coverage and | hereby attest that as of the effective date of
my contract | am a permanent resident of Minnesota and am eligible for this coverage. | also understand that if this attestation
is determined not to be true, Blue Cross will rescind my contract and coverage, and no claims will be paid.

+ | attest that | was not encouraged or advised to apply for this coverage in connection with any offer by an ineligible third party
(described on page 1) to directly or indirectly pay all or some of my premiums or cost sharing.

+ | agree to notify Blue Cross immediately of any change in my or my dependents enrollment information between the date of this
Application and the effective date of coverage. Failure to notify Blue Cross of any change in the information contained on this
Application may result in the denial of claims, the issuance of a contract amendment, or a premium adjustment or we may void
the contract.

+ By providing an email address, | agree to receive communications and marketing materials related to the plan | selected and
products offered by or made available from Blue Cross and its affiliates. | may unsubscribe or change my email address at any
time by following the instructions included in each email communication.

+ By providing a telephone number, | expressly consent to accept and receive communications and marketing materials related
to the plan | selected and products offered by or made available from Blue Cross and its affiliates, via text message or voice
call to my mobile device and to the cellular/mobile telephone number(s) that | provided.

NOTE: Email and text messaging transmission cannot be guaranteed to be secure or error-free as information could be
intercepted, corrupted, lost, destroyed, arrive late or incomplete, or contain viruses. As the recipient of an email

or text message from an unsecured email or device, Blue Plus does not accept liability for any errors or omissions

in the contents of the email or text message, which arise as a result of email or text message transmission.

+ Upon request, | agree to furnish additional information needed concerning eligibility of any dependent(s) enrolling for coverage.
| have read the preceding instructions, statements and answers and represent them to be true and complete to the best of my
knowledge and belief. | understand that my or my dependents enroliment eligibility and coverage of benefits under this dental
or vision coverage may be subject to a lock-out period. Dental coverage may also be subject to a waiting period. | understand
and agree Blue Cross will act in reliance upon the information | have provided on this Application, which materially affects
enrollment eligibility and may result in the denial of claims, rescission of the contract, the issuance of a contract amendment, or
a premium adjustment.

* | understand and agree that payment of a claim does not preclude the right of Blue Cross to deny future claims or take any
action it determines appropriate, including seeking repayment of claims already paid. | understand Blue Cross may also seek
rescission of the contract in instances of fraud and intentional misrepresentation.

+ | understand that this Agreement renews on an annual basis. | acknowledge that my first premium payment is due by the due
date printed on my first invoice. | understand that failing to pay before this due date will result in my Application being voided. |
understand that payments in advance of the amount will be credited to my future payments. | understand my payment must be
received and processed in full before claims can be paid for any eligible services received. | acknowledge that if my ongoing
premium payments are not received within the plan grace period, my plan will be terminated.

Attention: This page must be included when returning your completed Application.

GO TO STEP 6
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STEP 6 - Payment and billing information

+ For dental coverage, you can pay your dental plan premium monthly in advance to Blue Cross. If itis convenient, you may pay
more than your monthly amount. We will apply excess amounts on a monthly basis during the calendar year.

+ For vision coverage, you must pay your vision plan premium annually.

+ We must receive and process your full premium payment before we can pay claims for any eligible services you receive. If
your premium payment is not received within the plan grace period, your plan will be terminated. The termination date will be
the last month in which we received your required payment. Claims for eligible services will not be processed unless
your current premium has been paid in full.

STEP 7 - Sign Application

If this Application is completed as an electronic or online application, both parties agree to conduct this transaction electronically.

Applicant’'s Signature Date

STEP 8 - Send your completed Application

Send in your completed Application to Blue Cross by one of the following methods.

U.S. Mail:
@ Include your completed, signed Application and any applicable supporting documentation to:

Blue Cross and Blue Shield of Minnesota
P.O. Box 982806
El Paso, TX 79998

Fax or email:
G Fax your completed, signed Application to (651) 662-6439 or email to enrollment.forms@bluecrossmn.com.

Important: Your enrollment may be delayed if this Application is not completed in its entirety.
Please fill out and return all pages of this Application.

F10563R09 (03/24) 6
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For Producer Use Only

PRODUCER ATTESTATION

ATTENTION PRODUCER: If you have questions about completing this Application,
please call the Producer Line at 1-888-878-0138.

If this section is not fully completed, you will not be assigned as the AOR.

Blue Cross Agency Code (10-digit code) Producer Code (10-digit code)

A PRODUCER must complete this section to act on the Applicant’s behalf.
| attest | have reviewed the completed Application with the Applicant(s) and:

+ | certify that | have met the requirements listed in Minnesota Statute 60K.46 subdivision 4 regarding suitability, as well as
those requirements set forth in the Agent Code of Conduct and within the Blue Cross and Blue Shield of Minnesota and Blue
Plus contract. Note: Visit Agent Central and search for “Agent Code of Conduct.”

* | am not aware, based on the Applicant’s responses to my inquiries, of any factors impacting the eligibility of the Applicant
and each of his or her dependents applying for coverage

« | further understand that no producer may accept risk or pass on any eligibility requirements, make or alter the terms of the
Application or policy, or waive any contractual rights or requirements

+ | attest the Applicant was present and signed this Application in my presence

* | provided a copy of the submitted Application to the Applicant(s), in its entirety, immediately in a secure manner pursuant to all
applicable laws

* | agree to retain a copy of the submitted Application for my records and to provide a copy of the submitted Application to
Blue Plus upon request.

Agency Name

Producer Name
First MI Last
Producer Signature Date
Business Telephone
Producer Email
e BlueCross
. Y. BlueShield Blue Cross and Blue Shield of Minnesota
, 3400 Yankee Drive
Minnesota Eagan, MN 55121
INTERNAL USE ONLY
Blue Cross Agency Code (10-digit code) Producer Code (10-digit code)

F10563R09 (03/24) 7



o) BlueCross
@ BlueShield
Minnesota

Notice of Nondiscrimination and Accessibility

At Blue Cross and Blue Shield of Minnesota and Blue Plus, we treat everyone fairly. We don’t exclude
you, or treat you less favorably, because of your race, skin color, national origin, age, disability status,
or sex (including sexual orientation; sex characteristics including intersex traits; pregnancy or related
conditions; gender identity; and sex stereotypes). We follow federal civil rights laws and don’t
discriminate against anyone based on these traits.

If you communicate best in a language other than English, you can request free language
assistance services.

If you have a vision, hearing, or speech impairment, we can communicate in a way that works best
for you. This may include using sign language interpreters, providing documents in large print or
Braille, audio recordings, or other aids at no charge.

Need these services? Call 1-855-903-2583, TTY 711 or call the number on the back of your member
identification card.

Discrimination is against the law.

If we failed to provide services or discriminated in another way based on your race, skin color, national
origin, age, disability status, or sex, (including sexual orientation; sex characteristics including intersex
traits; pregnancy or related conditions; gender identity; and sex stereotypes), you can file a complaint
by contacting our Nondiscrimination Civil Rights Coordinator:

Email: Civil.Rights.Coord@bluecrossmn.com
Telephone: 1-800-509-5312
Mail: Blue Cross and Blue Shield of Minnesota

ATTN: Civil Rights Coordinator P3-2
PO Box 64560, Eagan, MN 55164-0560

Nondiscrimination complaint forms are available on our website at bluecrossmn.com/NDL,
or from the Nondiscrimination Civil Rights Coordinator.

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

= electronically through the Office for Civil Rights complaint portal:
ocrportal.hhs.gov/ocr/portal/lobby.jsf

= by mail at: U.S. Department of Health and Human Services,
200 Independence Avenue SW, Room 509F, HHH Building, Washington, D.C. 20201

= or by phone at: 1-800-368-1019, 1-800-537-7697 (TDD)

Civil rights complaint forms are available at hhs.gov/ocr/office/file/index.html.

Blue Cross® and Blue Shield® of Minnesota and Blue Plus® are nonprofit independent licensees of the Blue Cross and Blue Shield Association.
MO09163 (8/24)
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ENGLISH

ATTENTION: If you speak a language other than English,
language services are available free of charge. If you have a
vision, hearing, or speech impairment, we can communicate
in a way that works best for you. This may include using sign
language interpreters, providing documents in large print or
Braille, audio recordings, or other aids at no charge. Call
1-855-903-2583 (TTY 711).

BEREE (Cantonese — Traditional Chinese)

HIE  MREE BERE SR EREBEEEHERE.
MREERD, BAREERER,
1121F1§u35§:@é1£m75‘tﬁi..,\,%55
ERREIEEAFEEES. RBERERFIRABITF M.
fi’::ﬁﬁfﬂ_’.ﬁﬁtl,w FEHE 1-855-903-2583 FEFEEA IR
(TTY 711),

ESPANOL (Spanish)

ATENCION: Si habla Espafiol, puede solicitar servicios
gratuitos de asistencia linglistica. Si tiene una deficiencia
visual, auditiva o del habla, podemos comunicarnos de la
manera que le resulte mejor a usted. Esto puede incluir el
uso de intérpretes de lengua de sefias, el suministro de
documentos en letra grande o braille, grabaciones de audio u
otras ayudas sin cargo. Llame al 1-855-903-2583 (TTY 711).

(Arabic) 4z )

130 Agilacal) Ay salll BacLusall ciland calls GliSay ey yall Caaai <€ 13) dguis
1 Ayl dlaa Jal gl WiSay ciuilad ol Auman o 4 jan dlle) (o Alad cu€
Cagymy latinall yd 55 gl e i) ARl Gan yie aladid Gy Jady 85 i
G sae bl Jilusl) (e b e sl i gam 3t el o 48y ke 15 S
(711 gall Cilell) 1-855-903-2583 il e dusil e ¢33

AMCE (Amharic)

Tt BAM:- AAICET 7% P54 NPYT YR PRYE ATH
R1AI A2 TY AOMPS LT AN PARPFE PADNAYF MEGD PARG ([
FaC NANPF ARCAP NHAA NTQWE0- By 8 aRanNF
AYTAAT: U £979P PIRARNT 7% ANCATLPTY MO MPIRTYE
NTAAR UTM2T MLID NNLLA P84 N12TTE PEIRE $EPTTY
MEIR AMT MCEPTY PA N&EL MI/NY LAMIL A
1-855-903-2583 (TTY 711) AL LM

FRANGCAIS (French)

ATTENTION : Si vous parlez Frangais, vous pouvez demander
des services d’assistance linguistique gratuits. Si vous avez
une déficience visuelle, auditive ou vocale, nous pouvons
communiquer de la maniére qui vous convient le mieux. Il
peut s’agir d’interpretes en langue des signes, de documents
en gros caracteres ou en braille, d’enregistrements audio ou
d’autres aides gratuites. Composez le 1-855-903-2583

(ATS 711).

LUS HMOOB (Hmong)

LUS CEEV TSHWIJ XEEB: Yog hais tias koj hais Lus Hmoob, koj
tuaj yeem thov cov kev pab cuam uas pab hom lus tau dawb.
Yog hais tias koj ghov muag tsis pom kev zoo, tsis hnov lus,
los sis hais tsis tau lus, peb tuaj yeem sib txuas lus hauv ib
txoj hau kev uas ua hauj lwm tau zoo tshaj plaws rau koj.
Qhov no tej zaum yuav muaj xam nrog kev siv cov neeg txhais
lus piav tes, kev muab cov ntaub ntawv luam tawm ua tus
ntawv loj los sis Ua Ntawv Su Rau Cov Neeg Tsis Pom Kev Siv
Tau (Braille), kev kaw ua suab lus, los sis lwm yam kev pab
yam tsis tau them nqi. Hu rau 1-855-903-2583 (TTY 711).

SOOMALI (Somali)

XASUUSIN: Haddii aad ku hadasho Soomali, waxaad codsan
kartaa adeegyada caawimaadda lugada oo bilaash ah.
Haddii aad laxaad la’aan kataahy aragga, maqalka, ama
hadalka, waxaanu kugula xidhiidhi karnaa habka adiga kuugu
habboon. Tan waxaa ka mid ah in aan isticmaalno
turjumaanada luugada dhegoolaha, in la bixiyo waraaqo ku
qgoran xarfaha waaweyn ama qoraalka indhoolayaasha, in la
sameeyo cajalado la duubay, ama in la helo waxyaabo kale
00 caawimaad ah oo bilaash ah. Wac 1-855-903-2583

(TTY 711).

i2i (Khmer)

mMIgsSnin: uasiGgnSunwman 181 HRMGIAN
NS SWuURTUMMISWREASIRY [uAds10
griBuEslm aussH) ySunwssSms ubimc
[N WS ASHMYUWHAMUENUUIRHIS U S
[UASMNUUNSUEUHNY MW fSHISING
HISZGMERURTUM NI MINUARNIITEL
ICURNYHAPSI UHAIANU yMRISSSHAMIIISIH yssw
INHIS]H WS HARIYY Siunisiiug 1-855-903-2583
(TTY 711)

ot=10{ (Korean)
Fo|: &R E AESIA = B2 7
MH|AE QHSHA | £ Al
AN FHoh7t A= 8 g
Mo 2 glate T3 4 QU LICE 017|0f & S3HE A}
0|8, thd &x} = q

CE=7|Et 2 E X € 1=
1-855-903-2583 (TTY 711)H2

I'_>.'.

SIS A2,

Blue Cross® and Blue Shield® of Minnesota and Blue Plus® are nonprofit independent licensees of the Blue Cross and Blue Shield Association.

M09164 (8/24)

F10563R09 (03/24)




e _0oC

mecqp(Karen)

C Cc C o C o Q@ _OC ¢
0209D02VE- 9100001 IPOMNP §p,

oCc Ceo C O C FRY C 9

$V0YPHI001I0IOTLETRTLCOI0DCOINNSCO PO

C ocCo C N \NC C oC Cc C C
$9132D3:001000010001001 ©202100D, 019103, 9061

Co o cC ¢ N N o C
02102 0O1001$D oaowﬂwogdﬂzomcm

N N ©0C oC oc¢C
(T{I(Y)@P(\?)@PS?OI(DU)TI(\)'I«?(HOD?P(\)'LC' U)'ICS’B'L

C C
O &17)30 U)'I(RD(YS] ?'IS(Y?'IOI(T{PL?B(J)I(T{P@U)'IU)@P,
C C oC \C C oC c oc¢C C
U)'I(fo) C\TJC\)'IU)(DPC\)'I 3?(\7)({]1?(933? QU)Q'I
\NC ©oc¢C

(J)'I.G’)U{IPG?(\“D OO'IOO(\TI GU)G'I OO'IGIO)'IIO'LOIO’)(.OP

m1oomn3faor|%:mipmlo m:moooatlal 1-855-903-2583

(TTY 711) o001

B%mo‘nm (Burmese)
0308@ §- 20600 @Ceoooooao Yo saTIes) G@')(ﬂom 2090
[S1% 2 9% 307 :
DDOOOME TNIDD 0§6500EBaPD oM ISl
° iL 8 ? JL%PD L YT 8
C C C o o O C C
20COC %@cmql 39@)33906] ovlCl¥plos o)moge@')@cg
5{][9‘363 TIES (5]00 ooca’aoooo 3’3&)06(\{[)80"@0)9@<?@ me‘@é
o O

cC O
OgJéOU)mOD 80(7)03()0&@0 OD@II chooc
L [ Lo o 1 [¢]

(\)(TS(D%@ZTJ)OJJO)(YJ)S 0)(77)3[9%%[)3093 390{)3[9[@5&

PIQOODI OGP 635@0(\3"@" 2 000D orge@cc:m@
81 °Q?.P° I 11 L’ °QiP° o L (ﬂ

°oOn

o O C o C C Q C
OO%GO%@C%I 3903(99300@08&”’)8 2000000
o L IL Lo L

C C N\ 0 O cC O "] C "I C
32 83?6@3003?0('%&“’33 ¢ 3?@?(0)&)8603 czo?o oloco OD&?II

1-855-903-2583 (TTY 711) 23 0é

8G@T88(ﬂll
[C L

OROMOO (Oromo)

Xiyyeeffannoon haa kennamu:- Oromo Afaan kan
dubbatan yoo ta'e, tajaajiloota gargaarsa afaanii bilisaa
gaafachuu ni dandeessu. Rakkoo ilaaluu, dhaga'u ykn
dubbachuu yoo gabaattan, karaa isiniif mijatuun haala
isiniif galuun mari'achuu ni dandeenya. Kunis of keessatti
kan gabatu, hiiktota afaan mallattoo fayyadamuun
maxxansa gurguddaa ykn bireeylii, waraabbiiwwan
sagalee ykn gargaarsota biroo kaffaltii tokkoo malee
gaafachuu dha. 1-855-903-2583 (TTY 711) irratti bilbilaa.

PYCCKWUM (Russian)

BHUMAHME: Ecnum Baw a3bik — PYCCKUM, Bbl MoXKeTe 3anpocuTb
becnnaTtHble yCyry A3bIKOBOW NoaaepKku. Ecnm y Bac ectb
HapyLEeHWe 3peHns, CIyXa UK Pedr, Mbl MOXKEM 06LLATLCA TaKUM
06pa3oMm, KOTOPbIN JlyuLLe BCEro NOAXOAUT BaM. ITO MOXKET
BK/IOYATb BecniaTHoe UCNo/Ib30BaHUE NEPEBOAYMKOB Ha A3bIKe
»KECTOB, NPeAOCTaBNEHNE AOKYMEHTOB KPYMHbIM LUPUGTOM UK
wpudtom Bpaina, ucnonb3oBaHue ayanmosanucein Uam apyrux
BCNOMOraTesIbHbIX CPeACTB. 3BOHUTE no TenedoHy 1-855-903-2583
(TTY 711).

WIFI1970 (Lao)

&91a1s: Hhuincd wagra9o,
BILFIVINZVSMVFoBCHRCWWITNGLoeDCIB.

v Sa0I00nEe9dnZ9e09, NILIOEL § NIUINdY,
WONCEIFNWINTFMWOoBSHTCTVIES LHVEILHO.
Suhe0aroouciNILIgLIBWwITS,
NIVIONJLCENFIVCTVINBLIMS § SnILLYY,
MLOLONTIY G
mgosciiecwdsvglosticsesilgsielog. tu
1-855-903-2583 (TTY 711).

Tagalog (Tagalog)

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang humingi
ng mga libreng serbisyo na tulong sa wika. Kung may kapansanan
ka sa paningin, pandinig, o pananalita, maaari tayong mag-usap
sa paraan na pinakamabuti para sa iyo. Maaaring kabilang dito
ang paggamit ng mga interpreter ng sign language, pagbibigay ng
mga dokumento na malalaki ang pagkaprinta o Braille, mga audio
recording, o iba pang mga tulong nang walang bayad. Tumawag
sa 1-855-903-2583 (TTY 711).

VIETNAMESE (Vietnamese)

LUU Y: N&u quy vi néi Vietnamese, quy vi c6 thé yéu ciu
dich vy hé trg ngdn ngtr mi&n phi. Néu quy vi bi khiém thi,
khi€m thinh hodc khuyét tat vé 4m ngir, ching toi c6 thé
giao ti€p theo cach phu hgp nhat vai quy vi. Diéu nay co
thé bao gdm viéc sir dung thong dich vién ngdn ngir ky
hiéu, cung cap tai liéu dang ban in c& chit l&n hodc chir
ndi, ban ghi &m hoidc céc phuong tién hd trg khac mién
phi. Xin goi s6 1-855-903-2583 (TTY 711).

faif& 41 3 (Chinese Simplified)
R WREYCEETE, WAL RIS S RS
WRIEEW . W aaE Sk, AT LUHEEEERT
8. X BRSSP T ERE . KRR E SO
S ESL AR TR . 753 1-855-903-2583 (L FHLIE
711) .
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