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

'J}H UnitedHealthcare CA SignatureValue Alliance HMO P5D

A5

Coverage Period: 01/01/2019 - 12/31/2019
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.uhc.com/calpers or by calling
1-877-359-3714. 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 1-877-359-3714 to request a copy.

Important Questions

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?

$0

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

No.

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

$6,400 individual / $12,800 family
(Prescription Drugs)

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

Yes. See www.uhc.com/calpers or
call 1-877-359-3714 for a list of
participating providers.

Yes. There may be some providers or
services for which referrals are not
required.

See the Common Medical Events chart below for your costs for services this plan covers.

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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Common . Limitations, Exceptions, & Other

Services You May Need

Medical Event Important Information

$15 copay / office visit and : o .
: . . . If you receive services in addition to
Primary care visitto treat ~ $15 copay / Virtual visits by a Not covered office visit. additional copavments or
an injury or illness designated virtual ’ £opayments

participating provider coinsurance may apply.

Member is required to obtain a
referral to specialist or other licensed
health care practitioner, except for
If you visit a health care OB/GYN Physician services,
provider’s office or reproductive health care services
clinic Specialist visit $15 copay / visit Not covered 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.

You may have to pay for services that
aren't preventive. Ask your provider if

Preventive care/screening/

: ——— No charge Not covered . .
immunization the services you need are preventive.
Then check what your plan will pay for.
Diagnostic test (x-ray, No charge Not covered
blood work)
If you have a test None
:\T&%')ng [EIFEl i No charge Not covered
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Common

Medical Event

What You Will Pa

Non-Participating Provider

Limitations, Exceptions, & Other
Important Information

Services You May Need Participating Provider
You will pay the least

Generic — Your Lowest Cost

$5 copay / prescription retail

You will pay the most

Participating Provider means
pharmacy for purposes of this

Option $10 copay / prescription mail ~ Not covered section. Retail: Up to a 30 day
order
supply.
Mail-Order: Up to a 90 day supply.
If you need drugs to Brand — Your Midrange $20 copay / prescr@pt?on reta_lil You may need to obtain certain
treat your illness or Cost Option $40 copay / prescription mail ~ Not covered drugs, including certain specialty
condition order drugs, from a pharmacy
More information about designated by OptumRx. Certain
prescription drug preventive medications (including
coverage is available at certain contraceptives) are covered
www.optumrx.com/calpers at No charge.
or 1-855-505-8110. Non-Formulary - Your $50 copay / prescription retail You may be required to use a
Highest-Cost Option $100 copay / prescription mail . Not covered lower-cost drug(s) prior to benefits
order under your policy being available
for certain prescribed drugs. See
the website listed for information
on drugs covered by your plan.
Facility fee (e.g., ambulator
If you have outpatient 33::9;3; g:n(t(;rg)] ambulatory charge Not covered \
surgery one
Physician/surgeon fees No charge Not covered
Emergency room care $50 copay / visit $50 copay / visit Copayment waived if admitted.
. . Emerqency medical No charge No charge None
If you need immediate ~ ransportation
medical attention If you receive segﬂpgs inI addition
. . to urgent care, additiona
Urgent care LS O LS O copayments or coinsurance may
apply.
) Facility fee (e.g., hospital
gtggu have a hospital room? | No charge Not covered None
Physician/surgeon fees No charge Not covered
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What You Will Pay

Common Services You May Need Particinating Provid R SR ——— Limitations, Exceptions, & Other
Medical Event y articipating Frovidet on-rarticipating Frovicer Important Information
$15 copay / office visit and
Eﬁ;’hngZﬂgﬁﬂzl Outpatient services No charge for all other Not covered
: outpatient services
health, or substance ¢ None
abuse services Inpatient services No charge Not covered
Cost sharing does not apply to certain
Office visits No charge Not covered preventive services. Routine pre-natal
care and first postnatal visit is covered at
Childbirth/delivery o Nat d No charge. Depending on the type of
If you are pregnant professional services Dne. e Ol el services, additional copayments or
coinsurance may apply. Maternity care
Childbirth/delivery facility No ch Not d may include tests and services
services 0 charge otcovere described elsewhere in the SBC (i.e.
ultrasound).
Home health care No charge Not covered None
Rehabilitation services $15 copay / visit Not covered Coverage 's limited to physical,
occupational, and speech therapy.
If you need help
recovering or have other Habilitative services Not covered Not covered No coverage for Habilitative services.
SpeeelIneil in REses Skilled nursing care No charge Not covered Up to 100 days per benefit period.
—D““?‘b'e medical No charge Not covered None
equipment
Hospice services No charge Not covered None
_ Children’s eye exam No charge Not covered 1 exam per year.
If your child needs Children’s glasses Not covered Not covered None
dental or eye care _
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 Habilitative services e Private-duty nursing
e Dental care (Adult) e Long-term care e Routine foot care
e Dental care (Child) e Non-emergency care when traveling outside the U.S.

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
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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 9" street Suite #500, Sacramento, CA 95814-4275 at 1-888-466-2219 or
http://www.healthhelp.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 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 9t street Suite
#500, Sacramento, CA 95814-4275 at 1-888-466-2219 or http://www.healthhelp.ca.gov.

Does this plan provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

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 (H30): an 7R 2 SCAYHEE), IR ITIX AN 5591-800-624-8822.

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:

Faa
F.oey

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.

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
follow up care)

and a hospital delivery)

® The plan’s overall deductible $0
M Specialist copayment $15
® Hospital (facility) copayment $0
B Other coinsurance 0%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

a well-controlled condition)

mThe plan’s overall deductible $0
W Specialist copayment $15
W Hospital (facility) copayment $0
B Other coinsurance 0%

This EXAMPLE event includes services like:
Primary care physician office visits

(including disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

W The plan’s overall deductible $0
M Specialist copayment $15
® Hospital (facility) copayment $0
B 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 \ $12,800 Total Example Cost \ $7,400 Total Example Cost \ $1,900
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 $0 Deductibles $0 Deductibles $0
Copayments $20 Copayments $700 Copayments $100
Coinsurance $0 Coinsurance $0 Coinsurance $0
What isn't covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $30 Limits or exclusions $0
The total Peg would pay is $80 The total Joe would pay is $730 The total Mia would pay is $100
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: 1-877-359-3714.
The plan would be responsible for the other costs of these EXAMPLE covered services. 70f7



The company does not treat members differently because of sex, age, race, color, disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a complaint to the Civil
Rights Coordinator.

0 Online: UHC_Civil_Rights@uhc.com

o Mail: Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box30608, Salt Lake City, UT 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 member toll-free
phone number listed on your ID card.

You can also file a complaint with the U.S. Dept. of Health and Human Services Office of Civil Rights.

o Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
o Phone: Toll-free 1-800-368-1019, 1-800-537-7697 (TDD)
o Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue. SW Room 509F, HHH Building, Washington, D.C. 20201

We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or, you can ask for an
interpreter. To ask for help, please call the member toll-free phone number listed on your ID card.

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a su disposicion. Llame al nimero de teléfono
gratuito que aparece en su tarjeta de identificacion.

sR/ER ¢ ANRIERASL (Chinese) * HMIREBHTIEHAS HEIRT - FEHTEEFAIINRA
B TERG -

XIN LUU Y: Néu quy vi néi tiéng Viét (Vietnamese), quy vi s& dwoc cung cap dich vu tro gidp vé ngon ngt mién phi. Vui long goi s
dién thoai mién phi & mat sau thé hoéi vién cta quy vi.
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§: ol (Korean) & ALE AT 49 Qo] A9 A ag RER o83 = Atk Askel AeF Amd] 1 AE FE 3
s Bolal 49

1.

PAUNAWA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng tulong sa wika. Pakitawagan ang
toll-free na numero ng telepono na nasa iyong identification card.

BHUMAHMUE: GecrnatHble yclyr nepeBoAa AOCTYIIHBI s JFO/ICH, Yel poHOI s3bIK sBisieTcs: pycckum (Russian). [To3sonure mo
OecruraTHOMY HOMeEpy TeneoHa, yKa3aHHOMY Ha Balllei UAeHTH(DUKAIMOHHOMN KapTe.

il 5 e JLait) ela ) 8l dslia Alaall 2360l sacbadd) Clars (s <(Ar@DIG) dsaall Ciass 1 13] -4
Ay gmall Gen e 25mpall ol

ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab benefisye sevis ki gratis pou ede w nan lang pa w. Tanpri rele nimewo gratis
ki sou kat idantifikasyon w.

ATTENTION : Si vous parlez francgais (French), des services d’aide linguistique vous sont proposés gratuitement. Veuillez appeler le
numéro de téléphone gratuit figurant sur votre carte d’identification.

UWAGA: Jezeli méwisz po polsku (Polish), udostepnilismy darmowe ustugi ttumacza. Prosimy zadzwoni¢ pod bezptatny numer telefonu
podany na karcie identyfikacyjne;.

ATENCAO: Se voce fala portugués (Portuguese), contate o servico de assisténcia de idiomas gratuito. Ligue gratuitamente para o
numero encontrado no seu cartao de identificacao.

ATTENZIONE: in caso la lingua parlata sia I'italiano (ltalian), sono disponibili servizi di assistenza linguistica gratuiti. Per favore chiamate
il numero di telefono verde indicato sulla vostra tessera identificativa.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Bitte rufen Sie
die gebuhrenfreie Rufnummer auf der Rickseite lhres Mitgliedsausweises an.

HESIE : HARGE (Japanese) Zii S NLAHEA . ﬁf\*ﬂr@iﬁiﬁﬁ“— B R & TRV T
T, FEERBREICEEH SN TND 7Y —F A PILZEBEELS 30,

B Gl s Jlad Lkl adl e el ldal o 805 sk 4 U alae) Glexd «Casl (Farsi) @ Ll L) S aa g
280 (el sad a8 Lad Ll IS (g5 5 48



ST & Tfg 3T FEEY (Hindi) el §, 3TUhT 79T WgradT JaTG, for:glow 3ucred § | HoT
mwwwmaﬁcﬁrmmwmam

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu rau tus xov tooj hu deb dawb uas teev
muaj nyob rau ntawm koj daim yuaj cim ghia tus khee;j.

Gﬂfﬂﬁ?ﬂﬁ:ﬁﬂﬂ iUﬁjSHﬁS[iﬂmmﬁﬂiBI (Khmer) Iﬁjﬂﬁgtﬁmﬁﬂiﬁﬁjﬁﬁﬁﬁiﬁ ﬁH]SﬁJﬂUHﬁ"I
ﬁjﬁgiﬁjﬂ‘ig’fIWBHﬁﬁﬁiﬁ {x138515) Simiﬂjﬁﬁﬁjmﬂﬂ‘[jﬂﬂiﬁm HRY

PAKDAAR: Nu saritaem ti llocano (llocano), ti serbisyo para ti baddang ti lengguahe nga awanan bayadna, ket sidadaan para kenyam.
Maidawat nga awagan iti toll-free a numero ti telepono nga nakalista ayan iti identification card mo.

Dil BAA’AKONINIZIN: Diné (Navajo) bizaad bee yanitti'go, saad bee aka’anida’awo’igii, t'aa jiik'eh, bee na’ahoot’i’. T'aa shoodi
ninaaltsoos nitfizi bee nééhozinigii bine’'déé’ t'aa jiik'ehgo béésh bee hane'i bika’igii bee hodiilnih.

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada lugadda, oo bilaash ah, ayaad heli kartaa. Fadlan wac
lambarka telefonka khadka bilaashka ee ku yaalla kaarkaaga aqoonsiga.



' UnitedHealthcare

English

IMPORTANT LANGUAGE INFORMATION:
You may be entitled to the rights and services below. These rights apply only under California law. However, these rights do
not apply to all California residents. These rights do not apply to all languages.

You can get an interpreter to help you talk with your doctor or health plan. To get help in your language, please call your health plan at:
UnitedHealthcare of California 1-800-624-8822 / TTY: 711

Language services are at no cost to the enrollee. Written information may be available in some languages. If you need more help, call HMO
Help Line at 1-888-466-2219.

Spanish

INFORMACION IMPORTANTE SOBRE EL IDIOMA:

Es posible que tenga derecho a los derechos y servicios que se indican a continuacion. Estos derechos se aplican s6lo conforme a la ley de
California. No obstante, estos derechos no se aplican a todos los residentes de California. Estos derechos no se aplican a todos los idiomas.
Puede obtener la ayuda de un intérprete para hablar con su médico o plan de salud. Para obtener ayuda en su idioma, llame a su plan de salud al:

UnitedHealthcare of California 1-800-730-7270/ TTY: 711

Los servicios en otros idiomas son gratuitos para el afiliado. Es posible que haya informacion impresa disponible en otros idiomas. Si necesita
mas ayuda, llame a la Linea de Ayuda de la HMO al 1-888-466-2219.

EJ‘E’E*E??E’ETEME*U?ITZH& STHIRTE, ELL#FMER California SEEREMEM.
% ELRERI T ERARAE California BR. EXEFIY R BAREES.

BULERBORERY , BEENEBMNRATERE. WENSEFESWIHE ,
AT T EFR RSN BRI EBE

UnitedHealthcare of California 1-800-938-2300/ TTY: 711
FESMETEAZNESREERA. FoESHEEHENN. ELFTEESHE , & HMO 1#HBIER 1-888-466-2219,



XIN LUU Y: Néu quy vi néi tiéng Vigt (Vietnamese), quy vi s& duoc cung cap dich vu trg gilip vé ngon ngit mién phi. Vui long goi s6 dién thoai
mién phi & mat sau thé hoi vién cua quy vi.

: gt 0 (Korean)E

ANESHAl= &
SIAEZSI=0 JIME 22

e
oI pu
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PAUNAWA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng tulong sa wika. Pakitawagan ang toll-free na
numero ng telepono na nasa iyong identification card.

BHUMAHUE: Gecriathbie yCayry epeBoa A0CTYITHBI IS JIFO/IEH, Yeii poHO# s3bIK siBisieTcst pycckum (Russian). TTozsonuTe 1o OecriaTHoMy
HOMEpyY TeleoHa, yKa3aHHOMY Ha Ballel WACHTU()DHUKAIIMOHHOW KapTe.

Sl cailgd a8, e JuaiVl ela ) el dalie dlaall 45 sll) sacluall Clada ld ((Arabic) dsadl Coaaii CuS 13 s

EEEIE - BAREE(apanese) iGN DIHE. EBHOSEXEY—EXZ ZHAWET
F9 ., BERBRIEICEEE SN TWE 7 —SFAVILIZEEEL S,

S palie Jlad Lilakal adly e lad Hlaal 5o o801 ek 4 L) dlael leas ccasd (Farsi) o=@ s L) R aa g
A Galal 02 a8 Lk lulid IS (55548

e & G 39 TEET (Hindi) sTere 8, 31TUeh! HTST HEIAT QaTU, fof:gfesh 3UeeY § | Hual
H9 YgATe 95 W HAIEE CTel-5hT Bl del W il |

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu rau tus xov tooj hu deb dawb uas teev muaj
nyob rau ntawm koj daim yuaj cim ghia tus kheej.

GMUHTIT:TM IUMSHFESLUWLUHE\HT:EJ (K_hmer-Cambod]an) Imﬁﬁsmmnm&’n mﬁﬁﬁﬁiﬁ ﬁHﬁSmﬂUHﬁ‘i
memmmgﬁmaﬁﬁﬁﬁm IHWETSISﬁImHHthﬂﬂUHﬂJUmHﬁH



NhoUNLNRESNPL Gph huybpki (Armenian) tp hinunid, wid§wp (kquljui oqunipiui
Swnwynipniuubp ko hwuinud RbEq: Mungpynud £ quiiquhwpb] wnddwp hinpwhainuwhwdwpny,

npp upyb £ QbEp dwbwsnnuljuu pupwnh Jpu:
firws fie@: 7 3AT Ue=it (Punjabi) ST I, 37 3972 S8 A AJTEST A H8dI8 HE3 GussT
Il fagur sga v ugE i3s3 A3 TR I S a9 3 T8 I3

Tdsansu: naanan1E nag (Thai) dusniseanuatmndasruanm A laai
aalllisaddaaldanaucad19le TusaTnsandsvunaiaainswsvaduuiinsdsyiandruavaat



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
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