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

ConnectiCare: Value Bronze Standard POS

4 & 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, call 1-800-251-7722. 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

Coverage Period: 01/01/2025 to 12/31/2025
Coverage for: Individual + Family | Plan Type: POS

the Glossary at https://www.healthcare.gov/sbc-glossary or call 1-800-251-7722 to request a copy.

T Tr—

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-

Participating Providers: $6,550 individual /

$13,100 family.
Non-Participating Providers: $13,100
individual /$26,200 family

Yes. Preventive care and Primary Care
Physician visits are covered before you
meet your deductible.

There are no other specific deductibles.

For participating providers $9,100
individual / $18,200 family. For non-
participating providers $18,200 individual
/ $36,400 family

Premiums, balance-billing charges, and

pocket limit?

Will you pay less if you use a
network provider?

Do you need a referral to see a
specialist?
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health care this plan doesn't cover.

Yes. See www.ConnectiCare.com or call
1-800-251-7722 for a list of participating

providers.

No

Generally, you must pay all 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 network
provider might use an out-of-network provider for some services (such as lab
work). Check with your provider before you get services.

You can see the specialist you choose without a referral.
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“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common LEUEN Y FET) Limitations, Exceptions, & Other

Services You May Need

Medical Event

Participating Provider

Non-Participating Provider

Important Information

Primary care visit to treat an

ou will pay the least
$40 copayment per visit;

'ou will pay the most
50% coinsurance per visit after

injury or illness deductible does not apply OON plan deductible is met | \one
70 copayment per visit after % coi isi
Specialist visit $ pay per visi 50% coinsurance per visit after None

INET plan deductible is met

OON plan deductible is met

If you visit a health care _
provider’s office or clinic You may have to pay for services
. . that aren’t preventive. Ask your
Preventive care / screening / No ch 0% Coi - ider if th : d
mmunization o charge 50% coinsurance per visit; provider i t. e services you nee
deductible does not apply are preventive. Then check what
your plan will pay for.
Xray: $40 copayment per
Diagnostic test (x-ray, blood service aftgr INET pIar.1 50% coinsurance per service | Preauthorization is required for
deductible is met, Lab: $20 N . . > . .
work) — o after OON plan deductible is certain services (ie: genetic testing)
copayment per service;
. met
deductible does not apply
If you have a test $75 copayment per service Preauthorization is required. If you
after INET plan deductible met don't get preauthorization, you may
Imaging (CT/PET scans, up to a combined annual 50% coinsurance per service | be responsible for the total cost of
MRIs) maximum of $375 for MRl and | after OON plan deductible is the service or benefits may be

SBC_Value_Bron135453SBC

CAT scans; $400 for PET
scans

met

reduced by the lesser of $500 or
50%.
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Common
Medical Event

Services You May Need

Participating Provider
ou will pay the least

What You Will Pay

Non-Participating Provider

'ou will pay the most

Limitations, Exceptions, & Other
Important Information

If you need drugs to treat
your illness or condition
More information about
prescription drug
coverage is available at
www.ConnectiCare.com

Generic drugs
(Tier 1)

Preferred brand drugs
(Tier 2)

Non-preferred brand drugs
(Tier 3)

Specialty drugs
(Tier 4)

$15 copayment per prescription | 90% coinsurance per

(retail) $30 copayment per
prescription (mail order)
deductible does not apply

$50 copayment per prescription

(retail) $100 copayment per
prescription (mail order)

deductible does not apply

50% coinsurance per
prescription after INET plan

deductible is met (retail and

mail order)

50% coinsurance up to a
maximum of $500 per
prescription after INET plan

deductible is met (specialty

retail only)

prescription after OON plan
deductible is met (retail &
mail order)

50% coinsurance per
prescription after OON plan
deductible is met (retail &
mail order)

50% coinsurance per
prescription after OON plan
deductible is met (retail &
mail order)

50% coinsurance per
prescription after OON plan
deductible is met (specialty
retail only)

Certain drugs will require
preauthorization

Covers up to a 30 day supply per
prescription (retail); 90 day supply
per prescription (mail order)
Specialty Drugs are available from
specialty retail pharmacies only and
cover up to a 30-day supply limit.

$500 copayment per visit after
INET plan deductible is met at
an Outpatient Hospital Facility

Preauthorization is required. If you
don't get preauthorization, you may
be responsible for the total cost of
the service or benefits may be
reduced by the lesser of $500 or
50%. .

Facility fee (e.g., ambulatory
surgery center)

50% coinsurance per visit after

$300 copayment per visit after OON plan deductible is met

INET plan deductible is met at

If you have outpatient an Ambulatory Surgery Center

surge A :
. Preauthorization is required. If you

don't get preauthorization, you may
be responsible for the total cost of
the service or benefits may be
reduced by the lesser of $500 or
50%.

0% coinsurance after INET
plan deductible is met

50% coinsurance per visit after

PEIEEAIRE (525 OON plan deductible is met
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Common it e P Limitations, Exceptions, & Other

Medical Event Services You May Need Participating Provider Non-Participating Provider Important Information

ou will pay the least 'ou will pay the most

$450 copayment per visit after | $450 copayment per visit after

Emergency room care INET plan deductible is met | INET plan deductible is met | O"®
If you need immediate Emergency medical 0% coinsurance after INET 0% coinsurance after INET N
: . . . . one
medical attention transportation plan deductible is met plan deductible is met
$75 copayment per visit; 50% coinsurance per visit after
Urgent care deductible does not apply OON plan deductible is met None
Preauthorization is required. If you
$500 copayment per day up to don't get preauthorization, you may
Facility fee (e.g., hospital a maximum of $1,000 per 50% coinsurance per be responsible for the total cost of
If you have a hospital room) admission after INET plan admission after OON plan the service or benefits may be
stay deductible is met deductible is met reduced by the lesser of $500 or
50%.
- 0% coinsurance after INET plan | 50% coinsurancen after OON
Physician/surgeon fees deductible is met plan deductible is met None
$40 copayment per visit;
deductible does not apply
Outpatient mental health,
alcohol and substance abuse , o
. . , ) . 50% coinsurance per visit after
Outpatient services treatment (mtenswg outpatient OON plan deductible is met None
e e treatment and partial
hospitalization): $100
health, behavioral health, ) $ .
copayment per visit;
or substance abuse deductible does not apply
services L :
Preauthorization is required. If you
$500 copayment per day up to don't get preauthorization, you may
Inoatient services a maximum of $1,000 per 50% coinsurance per be responsible for the total cost of
P admission after INET plan admission after OON plan the service or benefits may be
deductible is met deductible is met reduced by the lesser of $500 or
50%.
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What You Will Pay

Limitations, Exceptions, & Other

Common .
Medical Event Services You May Need Participating Provider Non-Participating Provider
ou will pay the least ou will pay the most
Office visits No charge for prenatal and 50% coinsurance per visit after
postnatal care OON plan deductible is met
If you are pregnant Childbirth/delivery 0% coinsurance after INET 50% coinsurance after OON
professional services plan deductible is met plan deductible is met
$500 copayment per day upto | 50% coinsurance per
Childbirth/delivery facility a maximum of $1,000 per admission after OON plan
services admission after INET plan deductible is met

deductible is met

25% coinsurance per visit after | 25% coinsurance per visit after

Home health care separate $50 deductible is met | separate $50 deductible is met

If you need help

recovering or have other

special health needs

$30 copayment per visit after | 50% coinsurance per visit after

netabiliatontceices INET plan deductible is met OON plan deductible is met

$30 copayment per visit after | 50% coinsurance per visit after

Habililation Services INET plan deductible is met | OON plan deductible is met

SBC_Value Bron135453SBC

Important Information

Cost sharing does not apply to
certain preventive services.
Depending on the type of services,
coinsurance may apply. Maternity
care may include tests and services
described elsewhere in the SBC
(i.e. ultrasound).

Preauthorization is required. If you
don't get preauthorization, you may
be responsible for the total cost of
the service or benefits may be
reduced by the lesser of $500 or
50%.

up to 100 visits per calendar year

Preauthorization is required. If you
don't get preauthorization, you may
be responsible for the total cost of
the service or benefits may be
reduced by the lesser of $500 or
50%.

up to 40 visits per year

up to 40 visits per year
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What You Wil Pay Limitations, Exceptions, & Other

Important Information

Common
Medical Event

Services You May Need Participating Provider Non-Participating Provider
(You will pay the least) (You will pay the most)

Preauthorization is required. If you
don't get preauthorization, you may

$500 copayment per day up to

. ' a maximum of $1,000 per 50%. cqinsurance per be resp9n3|ble for the total cost of
Skilled nursing care o admission after INET plan the service or benefits may be
AL NS ible i reduced by the lesser of $500 or
deductible is met deductible is met o y
0.

90 day calendar year maximum
Preauthorization is required. If you

e 40% coinsurance per 50% coinsurance per be oot for e ot oot o
special hgalth needs Durable medical equipment | equipment/supply after INET equipment/supply after OON the sefvice or benefits mav be
P plan deductible is met plan deductible is met y

reduced by the lesser of $500 or
50%.

Preauthorization is required. If you
don't get preauthorization, you may
be responsible for the total cost of
the service or benefits may be
reduced by the lesser of $500 or
50%.

Applicable inpatient hospital Applicable inpatient hospital
Hospice services facility or home health care facility or home health care
cost share cost share
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Common What You Will Pay Limitations, Exceptions, & Other

Medical Event Services You May Need

Important Information

$70 copayment per visit after | 50% coinsurance per visit after

Children’s eye exam INET plan deductible is met | OON plan deductible is met

one exam per calendar year

Lenses: No charge
Collection frame: No charge
Non-collection frame:
Members choosing to upgrade
from a collection frame to a

Children’s glasses non-collection frame will be
given a credit substantially
equal to the cost of the
collection frame and will be
entitled to any discount
negotiated by the carrier with
the retailer

If your child needs dental
or eye care

50% coinsurance per visit after | one pair of frames and lenses or
OON plan deductible is met contact lens per calendar year

50% coinsurance per visit after

Children’s dental check-up No charge OON plan deductible is met

Coverage limited to two exams/year

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.)

* Bariatric Surgery * Long-term care * Routine foot care
+ Cosmetic Surgery * Non-emergency care when traveling outside the * Routine hearing tests
* Dental Care (Adult) u.s. * Weight loss programs

* Private-duty nursing

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

* Acupuncture coverage is limited to pain * Hearing aid (may be covered with limitations) * Routine eye care
management * Infertility treatment * Termination of Pregnancy/abortion
* Chiropractic care

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 is:
U.S. Department of Health and Human Services, Center for Consumer Information and Insurance Oversight at 1-877-267-2323 X61565 or www.cciio.cms.gov or the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa. Other coverage options may be available to you too,
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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. For more information on your rights to continue coverage, you may also contact the plan at 1-800-251-7722.

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:
ConnectiCare Member Appeals: PO Box 4061, Farmington, CT 06034-4061 or 1-800-251-7722

Connecticut Residents: CT State Department of Insurance at 1-800-203-3447 or www.ct.gov/cid/site/default.asp

Massachusetts Residents: MA Division of Insurance at 1-877-563-4467 or www.mass.gov/ocabr/government/oca-agencies/doi-Ip/

Employee Benefits Security Administration: 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform

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 Coverage Meet the Minimum Value Standard? Not Applicable
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.

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

SBC_Value_Bron135453SBC 8of13


https://www.healthcare.gov/sbc-glossary/#health-insurance
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#marketplace
http://www.HealthCare.gov
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#plan
http://www.ct.gov/cid/site/default.asp
http://www.mass.gov/ocabr/government/oca-agencies/doi-lp/
http://www.dol.gov/ebsa/healthreform
https://www.healthcare.gov/sbc-glossary/#minimum-essential-coverage
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#health-insurance
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#minimum-essential-coverage
https://www.healthcare.gov/sbc-glossary/#premium-tax-credits
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#minimum-value-standard
https://www.healthcare.gov/sbc-glossary/#premium-tax-credits
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#plan

About these Coverage Examples

£3 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
u 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 Managing Joe's type 2 Diabetes Mia's Simple Fracture
(9 months of in-network pre-natal care and a (a year of routine in-network care of a well- (in-network emergency room visit and follow
hospital delivery) controlled condition) up care)
m The plan's overall deductible $6,550 m The plan's overall deductible $6,550 m The plan's overall deductible $6,550
m Specialist copayment $70 m Specialist copayment $70 m Specialist copayment $70
m Hospital (facility) copayment $500 m Hospital (facility) copayment $500 m Hospital (facility) copayment $500
m Other coinsurance 40% m Other coinsurance 40% m Other coinsurance 40%

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)

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)

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 $12,700 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 $6,550 Deductibles $1,100 Deductibles $2,800
Copayments $1,300 Copayments $900 Copayments $10
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 $20 Limits or exclusions $0
The total Peg would pay is $7,910 The total Joe would pay is $2,020 The total Mia would pay is $2,810

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: 1-800-390-3522.
*Note: This plan may have other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?” row above.

The plan would be responsible for the other costs of these EXAMPLE covered services
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ConnectiCare

Notice of Availability of Language Assistance Services and Auxiliary Aids and Services

English 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 800-251-7722 (TTY: 711) or speak to your provider.

Espafiol (Spanish) ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica.
También estan disponibles de forma gratuita ayuda y servicios auxiliares apropiados para proporcionar informacién en
formatos accesibles. Llame al 800-251-7722 (TTY: 711) o hable con su proveedor.

Portugués do Brasil (Portuguese) ATENCAO: Se vocé fala portugués, servigos gratuitos de assisténcia linguistica
estdo disponiveis para vocé. Auxilios e servigos auxiliares apropriados para fornecer informagdes em formatos
acessiveis também estao disponiveis gratuitamente. Ligue para 800-251-7722 (TTY: 711) ou fale com seu provedor.

POLSKI (Polish) UWAGA: Osoby moéwigce po polsku mogg skorzysta¢ z bezptatnej pomocy jezykowej. Dodatkowe
pomoce i ustugi zapewniajgce informacje w dostepnych formatach sg réwniez dostepne bezptatnie. Zadzwon pod
numer 800-251-7722 (TTY: 711) lub porozmawiaj ze swoim dostawca.

H3XC (Simplified Chinese) yE&: WIERKH[H ], AT I AEIRAE S HhBIRS . RATE A TR IRALIE M HE T A
MRS, PAEIERSHS R E R . B0dh 800-251-7722 (CAHLIE:  711) B HEAIRSSHRAL R,

Italiano (Italian) ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica gratuiti. Sono inoltre
disponibili gratuitamente ausili e servizi ausiliari adeguati per fornire informazioni in formati accessibili. Chiama I' 800-
251-7722 (tty: 711) o parla con il tuo fornitore.
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Frangais (French) ATTENTION : Si vous parlez Francais, des services d'assistance linguistique gratuits sont a votre
disposition. Des aides et services auxiliaires appropriés pour fournir des informations dans des formats accessibles
sont également disponibles gratuitement. Appelez le 800-251-7722 (TTY: 711) ou parlez a votre fournisseur.

Kreyol Ayisyen (Haitian Creole) ATANSYON: Si w pale Kreyol Ayisyen, gen sevis ed aladispozisyon w gratis
pou lang ou pale a. Ed ak sévis siplemanté apwopriye pou bay enfomasyon nan foma aksesib yo disponib gratis
tou. Rele nan 800-251-7722 (TTY: 711) oswa pale avék founisé w la.

PYCCKWM (Russian) BHVMAHWE: Ecnu Bbl roBOpUTE Ha PYCCKOM, BaM AOCTYNHbI 6ecrnnaTHbie YCnyri A3bIkoBow
nogaepxkn. CooTBETCTBYIOLLME BCNOMOraTeribHble cpeacTsa v yCnyru no npegoctaBneHunio MHopmMauumn B 4OCTYMHbIX
dopmarax Takke npegocTaBnslOTCA

6ecnnatHo. [No3BoHuTe no TenedoHy 800-251-7722 (TTY: 711) unu obpaTuTechb K CBOEMy
NOCTaBLLUMKY YCIyT.

Viét (Vietnamese) LU'U Y: Néu ban noi tiéng Viét, chung t6i cung cap mién phi cac dich vu hd trg ngén ngi. Cac hd
tro' dich vu phu hop dé cung cap thong tin theo cac dinh dang dé tiép can cing dwoc cung cép mién phi. Vui ldng goi
theo sb 800-251-7722 (Nguoi khuyét tat: 711) hodc trao dbi véi ngwdi cung cap dich vu cta ban.

4u 21 (Arabic)
J s gl Sy Gty ila slaall 58 ol daalia Ciladd g Baelie Jilug i o LS duilaall &5 sall) 3ac Liall chlaad @l a g1iud Ayl Aalll Chastii ¢ 1Y) 4
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SHQIP (Albanian) VINI RE: Nése flisni shqip, shérbime falas t& ndihmés sé gjuhés jané né
dispozicion pér ju. Ndihma té pérshtatshme dhe shérbime shtesé pér té siguruar informacion

né formate té pérdorshme jané gjithashtu né dispozicion falas. Telefononi 800-251-7722 (TTY:
711) ose bisedoni me ofruesin tuaj t& shérbimit.

f&d1 (Hindi) e & afe oMy &S aad § o emue fo Fges W1 Wemar Jare Sudsy
gidl 1 9oy UR=Ul H MRl UM & & [y Iuged Gere e 3R darg o
([P Iue Tl 800-251-7722 (TTY: 711) TR Hid B AT U Yardl § ard He |

Tagalog (Tagalog) PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga
libreng serbisyong tulong sa wika. Magagamit din nang libre ang mga naaangkop na auxiliary

na tulong at serbisyo upang magbigay ng impormasyon sa mga naa-access na format.
Tumawag sa 800-251-7722 (TTY: 711) o makipag-usap sa iyong provider.

EAANVIKA (Greek) MPOZOXH: Edv piAaTe eAANVIKA, UTTApYOUV DIABETINEC SWPEAY UTTNRETIES
UTTOOTARPIENS OTN CUYKEKPIMEVN YyAWTod. AlATIBevTal dWpEeAV KATAAANAQ BonBAuaTa Kai
UTTNPETIEC I TTapoy N TTANPOPOPIWY Ot TTPOCRACIHEG HopYEs. KaAtoTe To 800-251-7722
(TTY: 711) q ameubuvBeiTe GTOV TTAPOXO TaC.
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NOTICE OF NONDISCRIMINATION POLICY
Discrimination is Against the Law

ConnectiCare complies with Federal civil rights laws and does not discriminate on the basis of race, color, national origin,
age, disability, or sex, including sex characteristics, including intersex traits; pregnancy or related conditions; sexual
orientation; gender identity, and sex stereotypes. ConnectiCare does not exclude people or treat them less favorably
because of race, color, national origin, age, disability, or sex.

ConnectiCare:

« Provides people with disabilities reasonable modifications and free appropriate auxiliary aids and services
to communicate effectively with us, such as:
o Qualified sign language interpreters.
o Written information in other formats (large print, audio, accessible electronic formats, and other
formats).

« Provides free language assistance services to people whose primary language is not English, which may include:
o Qualified interpreters.
o Information written in other languages.

If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance services
contact the Civil Rights Coordinator by calling Member Services at 800- 251-7722 (TTY: 711).

If you believe that ConnectiCare has failed to provide these services or discriminated in another way based on race,
color, national origin, age, disability, or sex, you can file a grievance with the Civil Rights Coordinator by writing to
ConnectiCare Grievance and Appeals Department, P.O. Box 4061, Farmington, CT 06034-4061; faxing them at 800-
319-0089; or calling Member Services at 800-251-7722. (Dial 711 for TTY services.) You can file a grievance in person,
by mail, by fax, or through your secure member portal. If you need help filing a grievance, ConnectiCare’s Grievance and
Appeals Department is available to help you. You can also file a civil rights complaint with the U.S. Department of Health
and Human Services, Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at
ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at: U.S. Department of Health and Human Services, 200
Independence Avenue SW, Room 509F, HHH Building, Washington, DC 20201; 800-368-1019 (TTY: 800-537-7697).
Complaint forms are available at hhs.gov/ocr/office/file/index.html.

This notice is available on ConnectiCare’s website at: connecticare.com/legal/nondiscrimination.
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