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

l.|:|,. UnitedHealthcare CA SignatureValue HMO OH3/18G

Coverage Period: 01/01/2026 — 12/31/2026
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

a5

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

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

Important Questions Answers

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Are there other
deductibles for
specific services?

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

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

Will you pay less if you
use a network provider?

Do you need a referral to
see a specialist?

$2,500/individual or $5,000/family.

Yes. Preventive care, primary care,
specialist visits and testing services are
covered before you meet your
deductible.

No.

For participating providers $6,000
individual / $12,000 family.

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

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

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

Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must
meet their own individual deductible until the total amount of deductible expenses paid by all
family members meets the overall family 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/.

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

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, they have to meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

Even though you pay these expenses, they don’t count toward the out—of—pocket limit.

This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
You will pay the most if you use a non-participating provider, and you might receive a bill from a
provider for the difference between the provider’s charge and what your plan pays

(balance billing). Be aware, your participating provider might use a non-participating provider for
some services (such as lab work). Check with your provider before you get services.

This plan will pay some or all of the costs to see a specialist for covered services but only if you
have a referral before you see the specialist.
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# Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common What You Will Pa Limitations, Exceptions, & Other

Services You May Need

Medical Event Important Information

$35 copay / office visit and
Primary care visit to treat an No charge / Virtual visits by If you receive services in addition to
il :)yr iiness a designated virtual Not covered office visit, additional copayments,
ary participating provider; deductibles or coinsurance may apply.
deductible does not apply
Member is required to obtain a referral
to specialist or other licensed health
care practitioner, except for OB/GYN
If you visit a health Physician services, reproductive health
care provider’s office e $70 copay / visit; care services within the Participating
or clinic Specialist visit deductible does not apply Not covered Medical Group and Emergency /
Urgently needed services. If you
receive services in addition to office
visit, additional copayments,
deductibles or coinsurance may apply.
You may have to pay for services that
Preventive care/screening/ No charge; Not covered aren’t preventive. Ask your provider if the
immunization deductible does not apply iirviceﬁ y?(u nr:eetd are plreveqﬂve. f
en check what your plan will pay for.
Diagnostic test (x-ray, blood $25 copay / test;
work) deductible does not apply Not covered
If you have a test None
Imaging (CT/PET scans, MRIs) 3228cﬁ%\éézsgot apply Not covered
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Limitations, Exceptions, & Other

Participating Provider Important Information

You will pay the least
$10 copay / prescription retail

Non-Participating Provider
You will pay the most

Common .
Medical Event Services You May Need

Participating Provider means pharmacy for

$25 copay / prescription mail purposes of this section. Retail: Up to a 31
Tier 1 order Not covered day supply. Mail-Order: Up to a 90 day
$10 copay / specialty drugs; supply. You may need to obtain certain
deductible does not apply drugs, including certain specialty drugs,
If you need drugs to $45 copay / prescription retail from a pharmacy designated by us.
treat your illness or $112.50 copay / prescription mail When applicable: Mail-Order
condition Tier 2 order Not covered Specialty Drugs - Up to a 31 day supply.
More information about $150 copay / specialty drugs; All' limits are unless adjusted based on the
prescription drug deductible does not apply drug manufacture’s packaging size, or
coverage is available at $80 copay / prescription retail based on supply limits. Certain preventive
www.welcometouhc.com/ $200 copay / prescription mai medications (including certain
uhcwest. Tier 3 order Not covered contraceptives) are covered at No charge.
$250 copay / specialty drugs; ;(ou (m;ely t.)e reqk;ureci.to USZ a Iower-c?st
deductible d t apol rug(s) prior to benefits under your policy
cecleint Co8S N0 2pPY being available for certain prescribed
Tier 4 Not applicable Not covered drugs. See the website listed for
information on drugs covered by your plan.
. Facility fee (e.g., 30% coinsurance Not covered
If you have outpatient ~ ambulatory surgery center) None
surgery - No charge;
Physician/surgeon fees deductible does not apply Not covered
Emergency room care 30% coinsurance 30% coinsurance
. . Emergency medical $150 copay / trip; $150 copay / trip; s
:;Zgil:;:r:t(:c;rr:?c:ﬁdlate transportation deductible does not apply deductible does not apply
. - If you receive services in addition to urgent
$35 copay / visit; $50 copay / visit; - .
Urgent care deductible does not apply deductible does not apply %isgﬁgﬁzzl rtrz]c;pavmtlants, deductibles
coinsurance may apply.
) Facility tee (6.9, hospital 30% coinsurance Not covered
If you have a hospital ~ room) N
) one
stay Physician/surgeon fees 30% coinsurance; Not covered
y g deductible does not apply
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You will pay the least

Gl Services You May Need Participating P \{\(IlhatYou Wir‘lll PaP rticipating Provid Limitations, Exceptions, & Other
Medical Event y articipating Frovider on-rarticipating Frovicer Important Information

$70 copay / office visit and
If you need mental Outpatient services M e erel ot.her Not covered None
health, behavioral outpatient services; Intensive Behavioral Th . dat
health. or substance deductible does not apply ntensive Behavioral Therapy is covered a
SRR No charge.
abuse services . . .
Inpatient services 30% coinsurance Not covered
No charge; Cost sharing does not apply to certain
Office visits deductibl e’ does not apply Not covered preventive services. Routine pre-natal
R care and first postnatal visit is covered at
Childbirth/delivery No charge; Mo eielige. Digealing e e e of
If you are pregnant orofessional services deductible does not apply Not covered services, addltlongl copayments,
- deductibles or coinsurance may apply.
I . . Maternity care may include tests and
S(E:::\I/gf;;th/dellvery (22l 30% coinsurance Not covered services described elsewhere in the SBC
! (i.e. ultrasound).
Home health care $35 copay f visit Not covered Limited to 100 visits per calendar year.
deductible does not apply
Rehabilitation services $35 copay / visit; Not covered Coverage is limited to physical,
deductible does not apply occupational, and speech therapy.
If you need help Habilitative services $35 copay / visit; Not covered Coverage is limited to physical,
recovering or have deductible does not apply occupational, and speech therapy.
other special health
needs P Skilled nursing care 30% coinsurance Not covered Up to 100 days per benefit period.
. . $70 copay / item;
Durable medical equipment deductible does not apply Not covered None
Vogitn canfes No charge; Not covered If inpatient admission, subject to inpatient
deductible does not apply copayments, deductibles or coinsurance.
C $30 copay / visit;
Children’s eye exam deductible does not apply Not covered 1 exam per year.
If your child needs ,
deynt:I - :aye o Children’s glasses Not covered Not covered None
Children’s dental check-up | Not covered Not covered No coverage for Dental check-ups.
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Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
e Cosmetic surgery e Long-term care e Private-duty nursing

e Dental care (Adult) ¢ Non-emergency care when traveling outside the U.S. e  Routine foot care
e Dental care (Child)

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

e Bariatric surgery
e Chiropractic care

e Hearing aids e Routine eye care (Adult)
o Infertility treatment e \Weight loss programs — Real Appeal
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies

are: Department of Managed Health Care California Help Center, 980 9t Street Suite #500, Sacramento, CA 95814-4275 at 1-888-466-2219 or 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 (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-624-8822.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-624-8822.
Chinese (H130): An R SCAYED), RIRITIX AN 51591-800-624-8822.

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

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

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different

o=

A

depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might

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

Peg is Having a Baby

(9 months of participating provider pre-natal care

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

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

and a hospital delivery)

a well-controlled condition)

follow up care)

B The plan’s overall deductible $2,500 m The plan’s overall deductible $2,500 ® The plan’s overall deductible $2,500
M Specialist copayment $70 m Specialist copayment $70 m Specialist copayment $70
M Hospital (facility) coinsurance 30% ® Hospital (facility) coinsurance 30% ® Hospital (facility) coinsurance 30%
B Other coinsurance 30% m Other coinsurance 30% ® Other coinsurance 30%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (pre-natal care) Primary care physician office visit Emergency room care (including medical
Childbirth/Delivery Professional Services (including disease education) supplies)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Durable medical equipment (crutches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)

Total Example Cost $12,700 Total Example Cost $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost Sharing Cost Sharing Cost Sharing

Deductibles $2,500 Deductibles $0 Deductibles $1,100

Copayments $90 Copayments $1,300 Copayments $400

Coinsurance $1,800 Coinsurance $0 Coinsurance $0

What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $0 Limits or exclusions $0
The total Peg would pay is $4,450 The total Joe would pay is $1,300 The total Mia would pay is $1,500
Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program,
you may be able to reduce your costs. For more information about the wellness program, please contact: 1-800-624-8822.
The plan would be responsible for the other costs of these EXAMPLE covered services. Page 7 of 7
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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 health plan at: UnitedHealthcare of California
1-800-624-8822 / TTY: 711. If you need more help, call DMHC Help Line at 1-888-466-2219.

Spanish
INFORMACION IMPORTANTE SOBRE IDIOMAS:

Es probable que usted disponga de los derechos y servicios a continuacion. Puede pedir un
intérprete o servicios de traduccion sin cargo. Es posible que tenga disponible documentacion
impresa en algunos idiomas sin cargo. Para recibir ayuda en su idioma, llame a su plan de salud
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.

Chinese

EEIESEM

@ﬂ%ﬁﬁﬁ;ﬁ?ﬂﬂﬂtm S THUARFS o fER] LI ERIEENC1:F S sk BT IRFE - EBFES 7Rl
EREEBEEEN - ML ENESESHE > BB THBEMTSAHBRMEITERBAE -
UnitedHealthcare of California 1-800-624-8822 / B8 /1ZE S 7EFERFERIR (TTY) 1 711 - IR EE
B W18 - 551384 DMHC #3Bh S 45 1-888-466-2219 -

Arabic
u)uc-i*a._.h_,h‘
Les yg PJMJ\JJAJ*A)J‘HLAA; J‘ Jﬁ»).\.a\rh:. d_,..aa.lln_‘..\s.«us slial s_ﬂ.aéa.\\,d_,n;.l\‘l:. J gemall )A_,AJJSJLAJ)
J.lca_\:....aﬂht\.lau&..aa\]\ JA_» el EJ;L‘;.J&:JM_’ ey O el Saey A GSLll Dl gleell Wl JAgn
GliSay sacluall e 2 el Caadial 131y 1-800-624-8822 / TTY: 711 Al = UnitedHealthcare of California
.1-888-466-2219 il e DMHC 4 adlill sas bl Jasy Jlasy|

Armenian

UGN LEQIUYUL SEUBUNRE3NRL

Zujultwlul k, np 2kq hwuwtbh (hukt hbnlywy hpugniipbbpt ne dwnugnupyniibpp:
Yuwinnn kp unnwbw) puwtwynp pupgdwish jud pupgdubinipiut witdwp Swnwynipiniuibp:
Zuwpuwinp k np uh pwpp (kgnitbpng twb wnlju (htuh wbddwp gpuygnp mbnklynipinic 2kp
Ltqyny oguntpini unwbwn hwdwp pungpoud Bup quitquhwply 2kp wennguiyjwhwljwt
spuighp UnitedHealthcare of California 1-800-624-8822 / TTY 711 hwdwpny: Zwdbjur
oqunipjwb Juphph ntiypnud, quiuqubhuwpbkp DMHC-h Ogunipjut hinwpunuwghd
1-888-466-2219 hwdwnpny:

Cambodian

AfNSAISHNMAN:

HAMGSUINSAIG 61M:Ai§ ShruNisieimuY RMcGe GIUHRUML WanmMIumiy ehuknsnig

AR SIH UM S Alial AMGENHSHMANEIGSS TNWRARMGBINT 1069 gUSSWMMAan IUATHA AJu
FIAINISIRMBAISMNIUATHR 121 UnitedHealthcare of California 1-800-624-8822 / TTY: 7114 1UfISHM
imiSgwituig)n wrigjgiainGgty DMHC Muinie 1-888-466-22194



Farsi
(NS e )3 age Dile Sl
Adgja Al e 1 dea B L AS an jie Cledd anl B e dl daol 33 aad g ) Slead 5 Saa ) Dl (Sae Lad
A eadal ) 5 e Sl 50 (o) 5 A0l S5 pe W L A 0 A0 Al 3a A O Sl (Sae a8 (88 Sl Dlal | auS Sl
il 1-800-624-8822/TTY: 711 el 42 UnitedHealthcare of California ;e 46l 5 L Lkl (Jbasa L)
slad 42 DMHC (teial, 5 S8 by Jaa Loyl e ide Jlaial, 5 S8 4 81 5,80
38 o 1-888-466-2219

Hindi

sT-Hae Agcagol SeeERY:

I FAFTAAT HOFRT 3R FAG13T F gHa 8 Tha &1 AR HFT H UF gyiear ar
Jeare QAT 3T FS ST Whal &1 FO AW 7 RA@T sravwrdr off goa & 3garey
FUS ST Fhcl &1 ITAT 9T FH HTAAT 9Ied FeT & AT, FUAT 39T FAELT TAA HT T@T
&HIT &Y: UnitedHealthcare of California 1-800-624-8822 / TTY: 711 uX| af& 3mgesr 3=
TETIar Y JTERTFAr &, ar DMHC Help Line & 1-888-466-2219 9T hidd |

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 yuayv tau ib tug kws
txhais lus los sis txhais ntawv pub dawb. Yuav puav leej txhais tau cov ntaub ntawv ua gee hom
lus pub dawb. Kom tau kev pab rau koj hom lus, thov hu rau ghov chaw pab them nqi kho mob
rau rau koj ntawm: UnitedHealthcare of California 1-800-624-8822 / TTY: 711. Yog koj xav tau
kev pab ntxiv, hu rau DMHC Help Line ntawm tus xov tooj 1-888-466-2219.

Japanese
ERXBY—EXRITDODLWTOEELG MO HE

PERRIZIE. LTOESGTEFAHY. HEBELEY—EXZSHAWIZTET. BEHIE,
WIREIEIFROS—EREZEMBE TITRRAWEETET, SBICE-TIE. XBBIEES =155
FHEETCHRATEZIBELHYVIET. CHFLEDSBICLIEMMZCHRFREZOSIE. BEHD
EREE TS i IHEHE < 12 &Ly . UnitedHealthcare of California 1-800-624-8822 / TTY: 711,
C DD R— FAKLELZIFEIZIE. DMHC Help Line [T 1-888-466-2219 IZTT HBLVEHE <

Korean

= 2101 =

HHSHE Oldliel &2 A U MulAa&d S|4 & AsUC S 899 F2 HE AMu|Aa&
HE SEHRIO| O| 254l = USLICE 25 AHO{L] A AMEH HA AMU|L EETF H|E S EELO|
HEE =5 UasUC HsHe] 20 XK@ MU|AJF BRSIAIEHE 2] AHZEEEO| O
HepHS 2 F 2|54 Al 2. UnitedHealthcare of California 1-800-624-8822 / TTY: 711. I B &
T 20| &LRSA 22 DMHC & = 24Q1(QHLIH 5 1-888-466-2219)2 = 22| S A| 2.



Punjabi
HISTYUIS I3 € ArEaran

FAT It B3 nifyara w3 ATt @ Jaeg J A= I IAT fe A $9r3 '3 g A nigee Aot
YUI F9 AT J| fBH3E wearal gv Ire oo fGe fai uag @ e At I | wiyE 3 fee Aarfes
YUE Fd6 HUl, [Faur ad WuEl g3 UHsT & @3 3% 93: UnitedHealthcare of California
1-800-624-8822 / TTY: 7111 71 3ITH II Hee et I, 3°F DMHC IBY TEls '3 98 9
1-888-466-2219|

Russian

BAXHAA A3bIKOBAA NH®OPMALINA:

Bam moryT nonararbcsa cnegyrowme npasa u yenyrm. Bel moxxkeTe nonyumnTte 6ecnnartHyo nomMoLlb
YCTHOro NepeBoaYyunka unm nucMeHHbsIn nepesos. NucemMmeHHana nHdpopmMalma MOXKET ObITe TakKe
AOCTYNHAa Ha page A33blkoB 6ecnnaTtHo. HTo6bk! NONy4YMTh MOMOLLL Ha BallemM S3blKe, NoXXanyuncra,
NnoO3BOHUTE NO HOMEpPY Bawero nnada: UnitedHealthcare of California 1-800-624-8822 / nuHusA
TTY: 711. Ecnu BamMm Bce euwle Ttpebyercs MNnNoOMOoLb, MNO3BOHUTE B CnyXOy noanep»Kku
DMHC no TenedoHy 1-888-466-2219.

Tagalog

MAHALAGANG IMPORMASYON SA WIKA:

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 iyong planong pangkalusugan sa: UnitedHealthcare of California
1-800-624-8822 / TTY: 711. Kung kailangan mo ng higit pang tulong, tumawag sa DMHC
Help Line sa 1-888-466-2219.

Thai

dinyadd@anAAun e : _

Ama1IENS a3 uaNBuaruSnNITa19 1 drua1oil A uTonas ula M E I WIausasulan e e
Tealsisiasl&uarliEausiatngle wanaind fearafidayafluaradnwaildnwsuranim 1 luicra Tay
sasdualdstaweiadivle vineasnmisuamauzhowmdatilunimrvasaa TuseTnsanvidawuu
arun1w'uaoq¢uﬂ . UnitedHealthcare of California 1-800-624-8822 / & ywiunfimuunwisaanmivnis
W9 : 711 vnnsiagnisaduhauSainidy TusaTnsdwvifoguealiiauthadalioadu DMHC 4
I aRUTNIANY 1-888-466-2219

TH%NG TIN QUAN TRONG VE NGON NGO

Quy vi cé thé duoc hudng cac quyén va dich vu dudi day. Quy vi céd thé yéu cau duwoc cung cap
mot théng dich vién hoac cac dich vu dich thuat mién phi. Théng tin badng van ban clng coé thé
san c6 & mét sé& ngdn nglr mién phi. B& nhan tro giup bang ngdn nglr cla quy vi, vui long goi
cho chuwong trinh bdo hiém y t& clia quy vi tai: UnitedHealthcare of California 1-800-624-8822 /
TTY: 711. Néu quy vi can tro giup thém, xin goi Pudong day hé tro DMHC theo sb
1-888-466-2219.
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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
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