BlueCross BlueShield of Ilinois 2026

All plans from Blue Cross and Blue Shield of Illinois provide
/1 I coverage for preventive services and maternity care.
| n d IVI d u a | P | a n CO m pa rISO n C h a rt Please see your Summary of Benefits and Coverage or
Pa rticipating Provider c°verage Shown1 visit bcbsil.com for more SpeCiﬁC information.

BlueCare Direct BronzeM

B ro n Ze with Advocate 2

Standard - Select Rx Copays

Individual Deductible 3 $7,500
Coinsurance 50%
Out-of-Pocket Maximum (includes deductible)? $10,000
Primary Care Office Visit $50 copay
Specialist Office Visit $100 copay
Disorder Rehabiitation Office visit —— —" $50 copay
Emergency Room 50%

Urgent Care $75 copay
Inpatient Hospital Services 50%
Outpatient Hospital Services 50%
Outpatient X-Rays and Diagnostic Imaging 50%
Outpatient Imaging (CT/PET Scans/MRIs) 50%
Network BlueCare Directs™
HSA Eligible Yes
g;?:?:&“;,f;ﬁf:;gtfn Drugs - $25/$50/$100 / $500°
Outpatient Prescription Drugs - $25/$50/$100 / $5006

Non-Preferred Pharmacy®
Specialty Pharmacy Program: To be eligible for maximum benefits, specialty medications must be obtained through a preferred Specialty
Pharmacy provider.
Member Pay the Difference: When you choose a brand name drug over an available generic equivalent, you pay your usual share for the brand
Prescription Drug Benefit Utilization plus the difference in cost.
Management Programs’ Prior Authorization/Step Therapy Requirements: Before you receive coverage for some medications, your doctor may need to obtain
authorization from BCBSIL. You may need to meet certain criteria or try more cost-effective drugs first.
90-Day Supply: You may receive up to a 90-day supply of covered prescription drugs through home delivery or at select retail pharmacies,
depending on your prescription drug benefit.

1 Benefits reduced when out-of-network providers are used. This is a summary of benefit highlights only. All benefits shown transaction(s) or matter(s) addressed by these materials. You should seek advice based on your particular circumstances from an
represent what the member would pay. independent tax adviser regarding tax consequences of specific health insurance plans or products.

2 Advocate Health Care is an independently contracted provider. BlueCare Direct*™ is available only in parts of the Chicago 5 Prescription drug benefit coverage starts after annual medical deductible has been met, not counting copays. Retail stores in the
metro area. Preferred Pharmacy Network offer members prescription drugs with a lower possible member cost-share amount. Preferred

3 The standard deductible and out-of-pocket maximum for this plan are shown. You must pay all the costs up to the deductible amount pharmacy pricing is not available with HMO plans.
before this plan begins to pay for covered services you use. Note that copays apply whether or not you have met the deductible. 6 Four prescription drug payment level tiers: Generic / Preferred Brand / Non-Preferred Brand / Specialty, Brands and some Generics.

4 As areminder, a Health Savings Account (HSA) has tax and legal ramifications. Blue Cross and Blue Shield of lllinois does not Costs are for outpatient prescriptions through a preferred pharmacy. Deductible may apply to certain tiers. See your Summary of
provide legal or tax advice, and nothing herein should be construed as legal or tax advice. These materials, and any tax-related Benefits and Coverage for details.
statements in them, are not intended or written to be used, and cannot be used or relied on for the purpose of avoiding 7 Home delivery is not available for Specialty tier drugs. Specialty tier drugs are limited to a 30-day supply in most cases. Coverage
tax penalties. Tax-related statements, if any, may have been written in connection with the promotion or marketing of the limitations may apply to certain medications.

Blue Cross and Blue Shield of Illinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association 228333.0925



BlueCross BlueShield of lllinois

Individual Plan Comparison Chart

Participating Provider Coverage Shown'

Bronze

2026

All plans from Blue Cross and Blue Shield of Illinois provide
coverage for preventive services and maternity care.
Please see your Summary of Benefits and Coverage or
visit bebsil.com for more specific information.

Blue Choice Preferred Bronze PPOsM

Standard - Select Rx Copays

Individual Deductible3 $7,000 $4,500 $8,600 $7,500
Coinsurance 50% 40% 50% 50%
Out-of-Pocket Maximum (includes deductible)? $10,150 $8,300 $10,600 $10,000
Primary Care Office Visit $45 copay 40% 50% $50 copay
Specialist Office Visit 50% 40% 50% $100 copay

550 copay
Emergency Room 50% 40% 50% 50%

Urgent Care $60 copay 40% 50% $75 copay
Inpatient Hospital Services 50% 40% 50% 50%
Outpatient Hospital Services $600 per octchuer'[’]ed?oc(;0 deductible, $600 per octchuerr:e3noc§0 deductible, $600 per octchuer;ed?oco?0 deductible, 50%
Outpatient X-Rays and Diagnostic Imaging 40% 30% 40% 50%
Outpatient Imaging (CT/PET Scans/MRIs) 40% 30% 40% 50%
Network Blue Choice Preferred PPO™ Blue Choice Preferred PPOSM Blue Choice Preferred PPO™ Blue Choice Preferred PPOM
HSA Eligible* Yes Yes Yes Yes
g:’etf‘;?:g“;;;ﬁfgi&t!°“ Drugs - $10/ $20 /30% / 35% / 45% / 50%5  20% / 25% / 30% / 35% / 45% / 50%¢ $25 / $175 / 30% / 40% / 45% / 50% $25/$50/$100 / $5007
Outpatient Prescription Drugs - $20/$30/35% / 40% / 45% / 50%°  25% / 30% / 35% / 40% / 45% / 50%° $35/ $175 / 30% / 40% / 45% / 50%¢ $25/$50/$100 / $5007

Non-Preferred Pharmacy®

Specialty Pharmacy Program: To be eligible for maximum benefits, specialty medications must be obtained through a preferred Specialty

Pharmacy provider.

Member Pay the Difference: When you choose a brand name drug over an available generic equivalent, you pay your usual share for the brand

Prescription Drug Benefit Utilization plus the difference in cost.

Management Programs?®

Prior Authorization/Step Therapy Requirements: Before you receive coverage for some medications, your doctor may need to obtain

authorization from BCBSIL. You may need to meet certain criteria or try more cost-effective drugs first.
90-Day Supply: You may receive up to a 90-day supply of covered prescription drugs through home delivery or at select retail pharmacies,

depending on your prescription drug benefit.

1 Benefits reduced when out-of-network providers are used. This is a summary of benefit highlights only. All benefits shown represent
what the member would pay.

2 This plan is not available on Get Covered lllinois.

3 The standard deductible and out-of-pocket maximum for this plan are shown. You must pay all the costs up to the deductible amount
before this plan begins to pay for covered services you use. Note that copays apply whether or not you have met the deductible.

4 As a reminder, a Health Savings Account (HSA) has tax and legal ramifications. Blue Cross and Blue Shield of lllinois does not provide
legal or tax advice, and nothing herein should be construed as legal or tax advice. These materials, and any tax-related statements in
them, are not intended or written to be used, and cannot be used or relied on for the purpose of avoiding tax penalties. Tax-related
statements, if any, may have been written in connection with the promotion or marketing of the transaction(s) or matter(s)
addressed by these materials. You should seek advice based on your particular circumstances from an independent tax adviser
regarding tax consequences of specific health insurance plans or products.

5 Prescription drug benefit coverage starts after annual medical deductible has been met, not counting copays. Retail stores in the

Preferred Pharmacy Network offer members prescription drugs with a lower possible member cost-share amount. Preferred
pharmacy pricing is not available with HMO plans.

Six prescription drug payment level tiers: Preferred Generic / Non-Preferred Generic / Preferred Brand / Non-Preferred Brand /
Specialty, Preferred Brand, and some Generics / Specialty, Non-Preferred Brand, and some Generics.

Four prescription drug payment level tiers: Generic / Preferred Brand / Non-Preferred Brand / Specialty, Brands and some Generics.
Costs are for outpatient prescriptions through a preferred pharmacy. Deductible may apply to certain tiers. See your Summary of
Benefits and Coverage for details.

Home delivery is not available for Specialty tier drugs. Specialty tier drugs are limited to a 30-day supply in most cases. Coverage
limitations may apply to certain medications.



BlueCross BlueShield of Illinois

Individual Plan Comparison Chart

Participating Provider Coverage Shown'

2026

All plans from Blue Cross and Blue Shield of Illinois provide
coverage for preventive services and maternity care.
Please see your Summary of Benefits and Coverage or
visit bebsil.com for more specific information.

Blue Precision Bronze HMO5V2

Individual Deductible? $7,400
Coinsurance 50%
Out-of-Pocket Maximum (includes deductible)? $10,600
Primary Care Office Visit $65 copay
Specialist Office Visit $105 copay
ettt liness Treatinent e Subatance Use 565 copay
Emergency Room 50%
Urgent Care $105 copay
Inpatient Hospital Services 50%

Outpatient Hospital Services $300 per occurrence deductible, then 50%

Outpatient X-Rays and Diagnostic Imaging $150 copay
Outpatient Imaging (CT/PET Scans/MRIs) $300 copay
Network Blue Precision HMO™
HSA Eligible* Yes

Outpatient Prescription Drugs -

Preferred Pharmacy 10% / 15% / 20% / 30% / 40% / 50%©

Outpatient Prescription Drugs -

Non-Preferred Pharmacy® 10% / 15% / 20% / 30% / 40% / 50%©

701 Standard - Select Rx Copays
$4,500 $7,500
50% 50%
$10,150 $10,000
$50 copay $50 copay
$120 copay $100 copay
$50 copay $50 copay
50% 50%
$120 copay $75 copay
50% 50%
$750 per occurrence deductible, then 50% 50%
$250 copay 50%
$450 copay 50%
Blue Precision HMOM Blue Precision HMO™
Yes Yes
$15/$150/35% / 40% / 45% / 50%° $25/$50/$100/ $5007
$15/$150/35% / 40% / 45% / 50%° $25/$50/$100/ $5007

Specialty Pharmacy Program: To be eligible for maximum benefits, specialty medications must be obtained through a preferred Specialty

Pharmacy provider.

Member Pay the Difference: When you choose a brand name drug over an available generic equivalent, you pay your usual share for the brand

Prescription Drug Benefit Utilization plus the difference in cost.

Management Programs?®

Prior Authorization/Step Therapy Requirements: Before you receive coverage for some medications, your doctor may need to obtain

authorization from BCBSIL. You may need to meet certain criteria or try more cost-effective drugs first.
90-Day Supply: You may receive up to a 90-day supply of covered prescription drugs through home delivery or at select retail pharmacies,

depending on your prescription drug benefit.

1 Benefits reduced when out-of-network providers are used. This is a summary of benefit highlights only. All benefits shown
represent what the member would pay.

2 Blue Precision HMOS" plans are available only in the Chicago, Peoria and Rockford metro areas.

3 The standard deductible and out-of-pocket maximum for this plan are shown. You must pay all the costs up to the deductible amount
before this plan begins to pay for covered services you use. Note that copays apply whether or not you have met the deductible.

4 As areminder, a Health Savings Account (HSA) has tax and legal ramifications. Blue Cross and Blue Shield of lllinois does not
provide legal or tax advice, and nothing herein should be construed as legal or tax advice. These materials, and any tax-related
statements in them, are not intended or written to be used, and cannot be used or relied on for the purpose of avoiding
tax penalties. Tax-related statements, if any, may have been written in connection with the promotion or marketing of the
transaction(s) or matter(s) addressed by these materials. You should seek advice based on your particular circumstances from an
independent tax adviser regarding tax consequences of specific health insurance plans or products.

5 Prescription drug benefit coverage starts after annual medical deductible has been met, not counting copays. Retail stores in the

Preferred Pharmacy Network offer members prescription drugs with a lower possible member cost-share amount. Preferred
pharmacy pricing is not available with HMO plans.

Six prescription drug payment level tiers: Preferred Generic / Non-Preferred Generic / Preferred Brand / Non-Preferred Brand /
Specialty, Preferred Brand, and some Generics / Specialty, Non-Preferred Brand, and some Generics.

Four prescription drug payment level tiers: Generic / Preferred Brand / Non-Preferred Brand / Specialty, Brands and some Generics.
Costs are for outpatient prescriptions through a preferred pharmacy. Deductible may apply to certain tiers. See your Summary of
Benefits and Coverage for details.

Home delivery is not available for Specialty tier drugs. Specialty tier drugs are limited to a 30-day supply in most cases. Coverage
limitations may apply to certain medications.



BlueCross BlueShield of lllinois

Individual Plan Comparison Chart

Participating Provider Coverage Shown'

Bronze

2026

All plans from Blue Cross and Blue Shield of Illinois provide
coverage for preventive services and maternity care.
Please see your Summary of Benefits and Coverage or
visit bebsil.com for more specific information.

MyBlue Plus Bronzes"?

Individual Deductible? $4,000
Coinsurance 50%
Out-of-Pocket Maximum (includes deductible)? $9,500
Primary Care Office Visit $20 copay

Specialist Office Visit 50%
Mental lliness Treatment and Substance Use

Disorder Rehabilitation Office Visit ks
Emergency Room 50%
Urgent Care $60 copay
Inpatient Hospital Services 50%

Outpatient Hospital Services $600 per occurrence deductible, then 50%

Outpatient X-Rays and Diagnostic Imaging 50%
Outpatient Imaging (CT/PET Scans/MRIs) 50%
Network MyBlue PlussM
HSA Eligible* Yes

Outpatient Prescription Drugs -

Preferred Pharmacy 0%/ 10% / 20% / 35% / 45% / 50%©

Outpatient Prescription Drugs -

Non-Preferred Pharmacy® 0% / 10% / 20% / 35% / 45% / 50%°

912 Standard - Select Rx Copays
$1,500 $7,500
50% 50%
$10,000 $10,000
$30 copay $50 copay
$140 copay $100 copay
$30 copay $50 copay
50% 50%
$150 copay $75 copay
50% 50%
$750 per occurrence deductible, then 50% 50%
$250 copay 50%
$450 copay 50%
MyBlue Plus™™ MyBlue Plus™
Yes Yes
$40/$150/35% / 40% / 45% / 50%° $25/ $50/ $100 / $5007
$40/$150/35% / 40% / 45% / 50%° $25/ $50/ $100/ $5007

Specialty Pharmacy Program: To be eligible for maximum benefits, specialty medications must be obtained through a preferred Specialty

Pharmacy provider.

Member Pay the Difference: When you choose a brand name drug over an available generic equivalent, you pay your usual share for the brand

Prescription Drug Benefit Utilization plus the difference in cost.

Management Programs?®

Prior Authorization/Step Therapy Requirements: Before you receive coverage for some medications, your doctor may need to obtain

authorization from BCBSIL. You may need to meet certain criteria or try more cost-effective drugs first.
90-Day Supply: You may receive up to a 90-day supply of covered prescription drugs through home delivery or at select retail pharmacies,

depending on your prescription drug benefit.

1 Benefits reduced when out-of-network providers are used. This is a summary of benefit highlights only. All benefits shown
represent what the member would pay.

2 MyBlue Pluss" plans are available only in the following counties: Cook, DuPage, Kane, Kankakee and Will.

3 The standard deductible and out-of-pocket maximum for this plan are shown. You must pay all the costs up to the deductible amount
before this plan begins to pay for covered services you use. Note that copays apply whether or not you have met the deductible.

4 As areminder, a Health Savings Account (HSA) has tax and legal ramifications. Blue Cross and Blue Shield of lllinois does not
provide legal or tax advice, and nothing herein should be construed as legal or tax advice. These materials, and any tax-related
statements in them, are not intended or written to be used, and cannot be used or relied on for the purpose of avoiding
tax penalties. Tax-related statements, if any, may have been written in connection with the promotion or marketing of the
transaction(s) or matter(s) addressed by these materials. You should seek advice based on your particular circumstances from an
independent tax adviser regarding tax consequences of specific health insurance plans or products.

Prescription drug benefit coverage starts after annual medical deductible has been met, not counting copays. Retail stores in the
Preferred Pharmacy Network offer members prescription drugs with a lower possible member cost-share amount. Preferred
pharmacy pricing is not available with HMO plans.

Six prescription drug payment level tiers: Preferred Generic / Non-Preferred Generic / Preferred Brand / Non-Preferred Brand /
Specialty, Preferred Brand, and some Generics / Specialty, Non-Preferred Brand, and some Generics.

Four prescription drug payment level tiers: Generic / Preferred Brand / Non-Preferred Brand / Specialty, Brands and some Generics.
Costs are for outpatient prescriptions through a preferred pharmacy. Deductible may apply to certain tiers. See your Summary of
Benefits and Coverage for details.

Home delivery is not available for Specialty tier drugs. Specialty tier drugs are limited to a 30-day supply in most cases. Coverage
limitations may apply to certain medications.



BlueCross BlueShield of Illinois

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company

300 East Randolph Street
Chicago, IL 60601

Non-Discrimination Notice

Health Care Coverage Is Important For Everyone

We do not discriminate on the basis of race, color, national origin (including limited English knowledge
and first language), age, disability, or sex (as understood in the applicable regulation). We provide
people with disabilities with reasonable modifications and free communication aids to allow for
effective communication with us. We also provide free language assistance services to people whose
first language is not English.

To receive reasonable modifications, communication aids or language assistance free of charge, please
call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, you can
file a grievance with:

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)

Attn: Office of Civil Rights Coordinator TTY/TDD: 855-661-6965

300 E. Randolph St., 35th Floor Fax: 855-661-6960

Chicago, IL 60601 Email: civilrightscoordinator@bcbsil.com

You can file a grievance by mail, fax or email. If you need help filing a grievance, please call the toll-free
phone number listed on the back of your ID card (TTY: 711).

You may file a civil rights complaint with the US Department of Health and Human Services, Office for
Civil Rights, at:

US Dept of Health & Human Services Phone: 800-368-1019

200 Independence Avenue SW TTY/TDD: 800-537-7697

Room 509F, HHH Building Complaint Portal:

Washington, DC 20201 ocrportal.hhs.gov/ocr/smartscreen/main.jsf

Complaint Forms:
hhs.gov/civil-rights/filing-a-complaint/index.html

This notice is available on our website at bcbsil.com/legal-and-privacy/non-discrimination-notice

ATTENTION: If you speak another language, free language assistance services are available to you.
Appropriate auxiliary aids and services to provide information in accessible formats are also available
free of charge. Call 855-710-6984 (TTY: 711) or speak to your provider.

. ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia

Espariol linguistica. También estan dispconibles de forma gratuita ayuda y servicios auxiliares

Spanish apropiados para proporcionar informacién en formates accesibles. Llame al 855-710-

6984 (TTY: 711) o hable con su proveedor.

il ot il Aalie ladd g Sasloa Jilug 80 LS Ayiladt &) il sasluddl Cleas Sl 8 g0 Ay pell ARl Chaati i€ |0) rau
o A S e Gt e L] O 1 (S sy i el

Arabic Aaadll aake M &asi S (TTY: 711) 855-710-6984

bcbsil.com

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association

IL1557_ENG 250813



BlueCross BlueShield of Illinois

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company

300 East Randolph Street
Chicago, IL 60601

it EE: MREET, RAVERIOVER OS5 HEIRS . JADE % 58E f0& 500 H i TR

Chinese Jg_t% DL A E B, BA 855-710-6984 (CAREIF: 711) HEIRE RS20

ATTENTION : Si vous parlez Frangais, des services d'assistance linguistique gratuits sont a votre
Frangais disposition. Des aides et services auxiliaires appropries pour fournir des informations dans des formats
French accessibles sont également disponibles gratuitement. Appelez le 855-710-6984 (TTY : 711) ou parlez
a votre fournisseur.

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose Sprachassistenzdienste zur
Deutsch Verfligung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in
German barrierefreien Formaten stehen ebenfalls kostenlos zur Verfagung. Rufen Sie 855-710-6984 (TTY:
711} an oder sprechen Sie mit lhrem Provider.

2Lt AU 2l AR ol sl 8l cll M5t eilnt Sl sl Al dHIRL HIZ GUAsY B,

%““’?“ﬂ y 2l o2l AEBAT| Ms2L ol AsARGA sl Hl Ll Y2l wsat Hizell Aeuzd ugt (At ye
vjaratl GUCLE B, 855-710-6984 (TTY: 711) UR SIE 53] MUl IRl UELdl 1 allc 53U,

e o 3. afe 3y iR Aerd €, Y aimudh ferg Fgees yron weraar Yang Suasy gidl €1 gay weal

o

A RS UGH <= & 1T ITgad T e 3R Jant +ff f:3[ew ITasy €1 855-710-6984
(TTY: 711) IR BIc B AT 3T Va1 3 &1 B

ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica gratuiti. Sono inoltre
tali disponibili gratuitamente ausili e servizi ausiliari adeguati per fornire informazioni in formati accessibili.
afian Chiama I'855-710-6984 (tty: 711) o parla con il tuo fornitore.

5120 FO[:ot=0] E AT = 45 & 20 A& ME|AE 0| 251 #= A&LLCE 0|8 7ts3t
= Hrlor MEE NIt MESIEX 7| L 9 Mu|AE 282 X ZE L Ct 855-710-
Korean 6984(TTY: 711) 1 2 2 Fats|ALE AH| & F| S x| 0f 2oJ8t4A 2.

SHOOH: Diné bee vanitti'gogo, saad bee ana’awo’ bee aka'anida’awo’it’aa jiik’eh
néa hol¢. Bee ahit hane’go bee nida‘anishi t'd4a dkodaat’éhigii d66 bee

Hindi

ltaliano

Dine . ; ay p . e

. aka’anida’wo’l ako bee baa hane’i bee hadadilyaa bich’|" ahoot'i‘igii €l t'aa jiik'eh
Navajo hélg. Kohj)’ 855-710-6984 (TTY: 711) hodiilnih doodago nika'andlwo’f bich’|’

hanidziih.
" leday Gleds 3 USS fisean w3y L3 lad G 53 0BG G Gleisy Gileds S s Comes puld S e g

. 1 oals) 855-710-6984 oylai U .icabie 39230 OBLY glads ¢ puiws (b1 Sl I o ciledal Bl (8l (aslin
Farsi S e 393 0B b b nSs eked (711
Polski UWAGA: Osoby mowigce po polsku mogg skorzystac z bezptatnej pomocy jezykowe|. Dodatkowe

pomoce i ustugi zapewniajace informacje w dostepnych formatach s3 réwniez dostepne bezptatnie.

Polish Zadzwon pod numer 855-710-6984 (TTY: 711) lub porozmawiaj ze swoim dostawcy.

. BHMMAHWE: Ecaun BBl rOBOPKTE Ha PYCCKUM, Bam 4OCTYNHBI BECnAaTHLIE YCAYIM A3LIKOBOW NOALEPHKN,
PYCCKUM CoOTBETCTBYIOW,ME BCNOMOraTe/bHbI€ CPEACTBa M YCAYTH N0 MPefocTaBAeHMI0 MHPOPMaLLUK B
Russian AOCTYNHBIX popmaTax Takke npegocTasaatoTcs dbecnnaTtHo. MossonuTe No Tenedony 855-710-6984

{TTY: 711) unn obpatuTect K CBOEMY NOCTABLLMKY YCAYT.
PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika.
Tagalog Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang magbigay ng
Tagalog impormasyon sa mga naa-access na format. Tumawag sa 855-710-6984 (TTY: 711) o makipag-usap
sa iyong provider.
s wleghae (e puleas Gl S8 g ol wlads Sods e S0 o & Ol 55 m alp sl 18 0 dags
Urd b S I8 o (ZT1TTY) 855-710-6984 -y oliws Cae L S leds gl aldal (glas Cowlis J & 5 5 oyli3
rau S Ol o 048 wyl8
LU'U Y: Néu ban néi tiéng Viét, chung t6i cung cap mién phi cac dich vu hd tro ngén ngtr.
H = . 0y Z £ . . ® gL
Vit Cac ho tro dich vu phiu hop dé cung cap théng tin theo cac dinh danp de tiép can cling dwoc

Vietnamese | cung cAp mién phi. Vui long goi theo s6 855-710-6984 (Nguéi khuyét tat: 711) hodc trao dbi
v&i ngudi cung cap dich vu cla ban.

bcbsil.com

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association

IL1557_ENG 250813
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