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Summary of Benefits and Coverage: What This Plan Covers & What You Pay for Covered Services 

Government of the District of Columbia 

BlueChoice Advantage CDHP 

Coverage Period: 01/01/2025 - 12/31/2025 

Coverage for: Individual | Plan Type: CDHP 

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 general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible , provider, 

or other underlined terms see the Glossary. You can see the Glossary at www.carefirst.com/sbcg or call  1-855-258-6518 to request a copy. For more information about your 
coverage, or to get a copy of the complete terms of coverage, please visit www.carefirst.com. 

CareFirst BlueChoice, Inc. is an independent licensee of the Blue Cross and Blue Shield Association. ® Registered trademark of the Blue Cross and Blue Shield Association. 

Important Questions Answers Why this Matters: 

What is the overall 

deductible? 

In-Network: $1,650 individual/ 
$3,300 family; Out-of-Network: 
$3,000 individual/ $6,000 family. 

Generally, you must pay all the costs from provider up to the deductible amount before this 

plan begins to pay. If you have other family member(s) on the plan, each family member may 
need to meet their own individual deductible, OR all family members may combine to meet the 
overall family deductible before the plan begins to pay, depending upon plan coverage. Please 
refer to your contract for further details. 

Are there services 
covered  before you meet 
your deductible ? 

Yes, all In-Network preventive care 
services. 

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/ . 

Are there other 

deductibles for specific 
services? 

Yes. Prescription Drug deductible is 
combined with Medical. 

You must pay all of the costs for these services up to the specific deductible amount before this 

plan begins to pay for these services. 

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

Medical and Prescription Drug 
combined: In-Network: $3,000 
individual/ $6,550 family; 
Out-of-Network: $5,950 individual/ 
$11,900 family. 

The out-of-pocket limit is the most you could pay in a plan year for covered services. If you 
have other family member(s) on the plan, each family member may need to meet their own 

out-of-pocket limits, OR all family members may combine to meet the overall family 

out-of-pocket limit, depending upon plan coverage. Please refer to your contract for further 
details. 

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

Premiums, balance-billed charges, 
and health care this plan does not 
cover. 

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

https://www.healthcare.gov/coverage/preventive-care-benefits
https://www.carefirst.com
https://www.carefirst.com/sbcg
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Will you pay less if you 
use a network provider? 

Yes. See www.carefirst.com or call 

1-855-258-6518 for a list of provider 
network. 

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 an out-of-network 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. 

Do I need a referral to see 
a specialist? No. You can see the specialist you choose without a referral. 

What You Will Pay 

Common 
Medical Event 

Services You May Need 
In-Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the most) 

Limitations, Exceptions & Other 
Important Information 

Primary care visit to treat an 
injury or illness 

Provider & Hospital 
Facility: Deductible, then 
No Charge 

Provider & Hospital Facility: 
Deductible, then 30% of 
Allowed Benefit 

If a service is rendered at a Hospital 
Facility, the additional Facility charge may 
apply 

If you visit a health 
care provider’s office or 

Specialist visit 
Provider & Hospital 
Facility: Deductible, then 
No Charge 

Provider & Hospital Facility: 
Deductible, then 30% of 
Allowed Benefit 

If a service is rendered at a Hospital 
Facility, the additional Facility charge may 
apply 

clinic 
Retail Health Clinic 

Deductible, then $30 
copay per visit 

Deductible, then 30% of 
Allowed Benefit 

None 

Preventive care/screening/ 
immunization 

No Charge 
Deductible, then 30% of 
Allowed Benefit 

Some services may have limitations or 
exclusions based on your contract 

If you have a test 

Diagnostic test (x-ray, blood 
work) 

LabTest: Non-Hospital: 
Deductible, then $30 
copay per visit 
Hospital: Deductible, 
then No Charge 
XRay: Non-Hospital: 
Deductible, then $30 
copay per visit 
Hospital: Deductible, 
then No Charge 

LabTest: Non-Hospital: 
Deductible, then 30% of 
Allowed Benefit 
Hospital: Deductible, then 
30% of Allowed Benefit 
XRay: Non-Hospital: 
Deductible, then 30% of 
Allowed Benefit 
Hospital: Deductible, then 
30% of Allowed Benefit 

In-Network Lab Test benefits apply only to 
tests performed at LabCorp. 

https://www.carefirst.com
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What You Will Pay 

Common 
Medical Event 

Services You May Need 
In-Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the most) 

Limitations, Exceptions & Other 
Important Information 

Imaging (CT/PET scans, MRIs) 

Non-Hospital: 
Deductible, then $30 
copay per visit 
Hospital: Deductible, 
then No Charge 

Non-Hospital: Deductible, 
then 30% of Allowed Benefit 
Hospital: Deductible, then 
30% of Allowed Benefit 

None 

Generic drugs 
Deductible, then $20 
copay 

Paid As In-Network 
For all prescription drugs: 
Prior authorization may be required for 

If you need drugs to treat 
your illness or condition 

Preferred brand drugs 
Deductible, then $40 
copay 

Paid As In-Network 
certain drugs; No Charge for preventive 
drugs or contraceptives; Copay applies to 

More information about 

prescription drug 

Non-preferred brand drugs 
Deductible, then $55 
copay 

Paid As In-Network 
up to 34-day supply; Up to 90-day supply 
of maintenance drugs is 1 copay; 

coverage is available at 

www.carefirst.com/rx Preferred Specialty drugs 
Deductible, then $40 
copay 

Not Covered 
Specialty Drugs: 
Participating Providers: covered when 
purchased through the 

Non-preferred Specialty drugs 
Deductible, then $55 
copay 

Not Covered 
Exclusive Specialty Pharmacy Network 
Non-Participating Providers: Not Covered 

If you have outpatient 

Facility fee (e.g., ambulatory 

surgery center) 

Non-Hospital & Hospital: 

Deductible, then No 

Charge 

Non-Hospital & Hospital: 

Deductible, then 30% of 

Allowed Benefit 
None 

surgery 

Physician/surgeon fees 
Non-Hospital & Hospital: 
Deductible, then No 
Charge 

Non-Hospital & Hospital: 
Deductible, then 30% of 
Allowed Benefit 

None 

Emergency room care 
Deductible, then $300 

copay per visit 
Paid As In-Network 

Limited to Emergency Services or 

unexpected, urgently required services; 

Additional professional charges may apply; 

Copay waived if admitted 

If you need immediate 
medical attention 

Emergency medical 
transportation 

Deductible, then No 
Charge 

Deductible, then 30% of 
Allowed Benefit 

Prior authorization is required for air 
ambulance services, except when 
Medically Necessary in an emergency 

https://www.carefirst.com/rx
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What You Will Pay 

Common 
Medical Event 

Services You May Need 
In-Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the most) 

Limitations, Exceptions & Other 
Important Information 

Urgent care 
Deductible, then $75 
copay per visit 

Deductible, then 30% of 
Allowed Benefit 

Limited to unexpected, urgently required 
services 

If you have a hospital 

Facility fee (e.g., hospital 
room) 

Deductible, then $300 
copay per admission 

Deductible, then 30% of 
Allowed Benefit 

Prior authorization is required 

stay 
Physician/surgeon fee 

Deductible, then No 
Charge 

Deductible, then 30% of 
Allowed Benefit 

None 

If you have mental 
health, behavioral 

Outpatient services 
Office Visit & Hospital 
Facility: Deductible, then 
No Charge 

Office Visit & Hospital 
Facility: Deductible, then 
30% of Allowed Benefit 

For treatment at an Outpatient Hospital 
Facility, additional charges may apply 

health, or substance 
abuse services Inpatient services 

Deductible, then $300 
copay per admission 

Deductible, then 30% of 
Allowed Benefit 

Prior authorization is required; Additional 
professional charges may apply 

Office visits No Charge 
Deductible, then 30% of 
Allowed Benefit 

For routine pre/postnatal office visits only. 
For non-routine obstetrical care or 
complications of pregnancy, cost sharing 
may apply 

If you are pregnant 
Childbirth/delivery professional 
services 

Deductible, then No 
Charge 

Deductible, then 30% of 
Allowed Benefit 

None 

Childbirth/delivery facility 
services 

Deductible, then $300 
copay per admission 

Deductible, then 30% of 
Allowed Benefit 

Additional professional charges may apply 

Home health care 
Deductible, then No 

Charge 
Deductible, then 30% of 

Allowed Benefit 
Prior authorization is required 

Rehabilitation services 
Provider & Hospital 
Facility: Deductible, then 
No Charge 

Provider & Hospital Facility: 
Deductible, then 30% of 
Allowed Benefit 

If a service is rendered at a Hospital 
Facility, the additional Facility charge may 
apply 
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What You Will Pay 

Common 
Medical Event 

Services You May Need 
In-Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the most) 

Limitations, Exceptions & Other 
Important Information 

If you need help 
recovering or have other 

Habilitation services 
Provider & Hospital 
Facility: Deductible, then 
No Charge 

Provider & Hospital Facility: 
Deductible, then 30% of 
Allowed Benefit 

Prior authorization is required 
Benefits are limited to Members under the 
age of 21 
If a service is rendered at a Hospital 
Facility, the additional Facility charge may 
apply 

special health needs 

Skilled nursing care 
Deductible, then No 
Charge 

Deductible, then 30% of 
Allowed Benefit 

Prior authorization is required 
Benefits are limited to 100 days per benefit 
period 

Durable medical equipment 
Deductible, then No 
Charge 

Deductible, then 30% of 
Allowed Benefit 

Prior authorization is required for specified 
services. Please see your contract 

Hospice services 

Inpatient Care: 
Deductible, then No 
Charge 
Outpatient Care: 
Deductible, then No 
Charge 

Inpatient Care: Deductible, 
then 30% of Allowed Benefit 
Outpatient Care: Deductible, 
then 30% of Allowed Benefit 

Prior authorization is required; 
Bereavement: 
Services must be rendered within 90 days 
following the death of a covered Member 
Family Counseling: 
Applies to the 180-day Hospice Maximum 
Respite Care: 
Benefits are limited to 14 days 

Children's eye exam $10 copay per visit 
Plan pays $33; Member pays 

balance 
Benefits are limited to 1 visit per benefit 

period 

If your child needs dental 
or eye care 

Children's glasses 
Discount programs 
available to all Members 

Not Covered 
Benefits are limited to 1 set of 
glasses/lenses per benefit period 

Children's dental check-up Not Covered Not Covered None 

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.) 
• Cosmetic surgery • Hearing aids • Private-duty nursing 
• Dental care (Adult) • Long-term care • Routine foot care 
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 
• Abortion, except in limited circumstances • Chiropractic care • Non-emergency care when traveling outside the 

U.S. 
• Acupuncture • Coverage provided outside the United States. 

See www.carefirst.com 
• Routine eye care (Adult) 

• Bariatric surgery • Infertility treatment • Weight loss programs 

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: Department of Labor Employee Benefits Security Administration,  http://www.dol.gov/ebsa/healthreform, or call 1-866-444-EBSA (3272); or 
Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, http://www.cciio.cms.gov, or call 1-877-267-2323 x61565. 
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: Department of Labor Employee Benefits Security Administration,  http://www.dol.gov/ebsa/healthreform, or call 1-866-444-EBSA (3272); or 
Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, http://www.cciio.cms.gov, or call 1-877-267-2323 x61565. 

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 (Español): Para obtener asistencia en Español, llame al 1-855-258-6518. 
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-855-258-6518. 

Chinese (中文): 如果需要中文的帮助, 请拨打这个号码 1-855-258-6518. 
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-258-6518. 

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

https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
http://www.cciio.cms.gov
http://www.dol.gov/ebsa/healthreform
https://www.HealthCare.gov
http://www.cciio.cms.gov
http://www.dol.gov/ebsa/healthreform
https://www.carefirst.com
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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. 

About these Coverage Examples: 

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

Peg is Having a Baby 
(9 months of in-network pre-natal care and a 

hospital delivery) 

The plan’s overall deductible 
$1,650 

Specialist Copayment $0 
Hospital (facility) Copayment $300 

Other Copayment $30 

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) 

Total Example Cost $12,700 

In this example, Peg would pay: 
Cost Sharing 

Deductibles $1,650 

Copayments $600 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $10 

The total Peg would pay is $2,260 

Managing Joe's type 2 Diabetes 
(a year of a routine in-network care of a 

well-controlled condition) 

The plan’s overall deductible 
$1,650 

Specialist Copayment $0 
Hospital (facility) Copayment  $300 

Other Copayment $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) 

Total Example Cost $5,600 

In this example, Joe would pay: 
Cost Sharing 

Deductibles $1,650 

Copayments $500 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $0 

The total Joe would pay is $2,150 

Mia's Simple Fracture 
(in-network emergency room visit and follow 

up care) 

The plan’s overall deductible 
$1,650 

Specialist Copayment $0 
Hospital (facility) Copayment $300 

Other Copayment $30 

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 $2,800 

In this example, Mia would pay: 
Cost Sharing 

Deductibles $1,650 

Copayments $70 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $0 

The total Mia would pay is $1,720 



&DUH)LUVW%OXH&URVV%OXH6KLHOGLVWKHVKDUHGEXVLQHVVQDPHRI&DUH)LUVWRI0DU\ODQG,QFDQG*URXS+RVSLWDOL]DWLRQDQG0HGLFDO6HUYLFHV,QF 
&DUH)LUVWRI0DU\ODQG,QF*URXS+RVSLWDOL]DWLRQDQG0HGLFDO6HUYLFHV,QF&DUH)LUVW%OXH&KRLFH,QF)LUVW&DUH,QFDQG7KH'HQWDO1HWZRUN 
DUHLQGHSHQGHQWOLFHQVHHVRIWKH%OXH&URVVDQG%OXH6KLHOG$VVRFLDWLRQ�5HJLVWHUHGWUDGHPDUNRIWKH%OXH&URVVDQG%OXH6KLHOG$VVRFLDWLRQ 

�¶5HJLVWHUHGWUDGHPDUNRI&DUH)LUVWRI0DU\ODQG,QF 

Notice of Nondiscrimination and Availability of Language Assistance Services 
 
&DUH)LUVW%OXH&URVV%OXH6KLHOG&DUH)LUVW%OXH&KRLFH,QFDQGDOORIWKHLUFRUSRUDWHDIILOLDWHV&DUH)LUVW 
FRPSO\ZLWKDSSOLFDEOHIHGHUDOFLYLOULJKWVODZVDQGGRQRWGLVFULPLQDWHRQWKHEDVLVRIUDFHFRORUQDWLRQDO 
RULJLQDJHGLVDELOLW\RUVH[&DUH)LUVWGRHVQRWH[FOXGHSHRSOHRUWUHDWWKHPGLIIHUHQWO\EHFDXVHRIUDFH 
FRORUQDWLRQDORULJLQDJHGLVDELOLW\RUVH[ 
 
&DUH)LUVW 
x 3URYLGHVIUHHDLGDQGVHUYLFHVWRSHRSOHZLWKGLVDELOLWLHVWRFRPPXQLFDWHHIIHFWLYHO\ZLWKXVVXFKDV 

o 4XDOLILHGVLJQODQJXDJHLQWHUSUHWHUV 
o :ULWWHQLQIRUPDWLRQLQRWKHUIRUPDWVODUJHSULQWDXGLRDFFHVVLEOHHOHFWURQLFIRUPDWVRWKHUIRUPDWV 

x 3URYLGHVIUHHODQJXDJHVHUYLFHVWRSHRSOHZKRVHSULPDU\ODQJXDJHLVQRW(QJOLVKVXFKDV 
o 4XDOLILHGLQWHUSUHWHUV 
o ,QIRUPDWLRQZULWWHQLQRWKHUODQJXDJHV 

 
If you need these services, please call 855-258-6518. 
 
,I\RXEHOLHYH&DUH)LUVWKDVIDLOHGWRSURYLGHWKHVHVHUYLFHVRUGLVFULPLQDWHGLQDQRWKHUZD\RQWKHEDVLV 
RIUDFHFRORUQDWLRQDORULJLQDJHGLVDELOLW\RUVH[\RXFDQILOHDJULHYDQFHZLWKRXU&DUH)LUVW&LYLO5LJKWV 
&RRUGLQDWRUE\PDLOID[RUHPDLO,I\RXQHHGKHOSILOLQJDJULHYDQFHRXU&DUH)LUVW&LYLO5LJKWV&RRUGLQDWRU 
LVDYDLODEOHWRKHOS\RX 

To file a grievance regarding a violation of federal civil rights, please contact the Civil Rights 
Coordinator as indicated below. Please do not send payments, claims issues, or other 
documentation to this office 

Civil Rights Coordinator, Corporate Office of Civil Rights 

0DLOLQJ$GGUHVV 32%R[ 
%DOWLPRUH0DU\ODQG 
 

(PDLO$GGUHVV FLYLOULJKWVFRRUGLQDWRU#FDUHILUVWFRP 
 

7HOHSKRQH1XPEHU  
)D[1XPEHU  

<RXFDQDOVRILOHDFLYLOULJKWVFRPSODLQWZLWKWKH86'HSDUWPHQWRI+HDOWKDQG+XPDQ6HUYLFHV 
2IILFHIRU&LYLO5LJKWVHOHFWURQLFDOO\WKURXJKWKH2IILFHIRU&LYLO5LJKWV&RPSODLQWSRUWDODYDLODEOHDW 
KWWSVRFUSRUWDOKKVJRYRFUSRUWDOOREE\MVIRUE\PDLORUSKRQHDW 

86'HSDUWPHQWRI+HDOWKDQG+XPDQ6HUYLFHV 
,QGHSHQGHQFH$YHQXH6: 
5RRP)+++%XLOGLQJ 
:DVKLQJWRQ'& 
 7''  

&RPSODLQWIRUPVDUHDYDLODEOHDWKWWSZZZKKVJRYRFURIILFHILOHLQGH[KWPO 



 

Foreign Language Assistance 

$WWHQWLRQ (QJOLVK7KLVQRWLFHFRQWDLQVLQIRUPDWLRQDERXW\RXULQVXUDQFHFRYHUDJH,WPD\FRQWDLQNH\GDWHV 
DQG\RXPD\QHHGWRWDNHDFWLRQE\FHUWDLQGHDGOLQHV<RXKDYHWKHULJKWWRJHWWKLVLQIRUPDWLRQDQGDVVLVWDQFHLQ 
\RXUODQJXDJHDWQRFRVW0HPEHUVVKRXOGFDOOWKHSKRQHQXPEHURQWKHEDFNRIWKHLUPHPEHULGHQWLILFDWLRQFDUG 
$OORWKHUVPD\FDOODQGZDLWWKURXJKWKHGLDORJXHXQWLOSURPSWHGWRSXVK:KHQDQDJHQW 
DQVZHUVVWDWHWKHODQJXDJH\RXQHHGDQG\RXZLOOEHFRQQHFWHGWRDQLQWHUSUHWHU 

አማርኛ $PKDULF ማሳሰቢያ፦ይህማስታወቂያስለመድንሽፋንዎመረጃይዟል።ከተወሰኑቀነገደቦችበፊትሊፈጽሟቸውየሚገቡነገሮች 
ሊኖሩስለሚችሉእነዚህንወሳኝቀናትሊይዝይችላል።ይኽንመረጃየማግኘትእናያለምንምክፍያበቋንቋዎእገዛየማግኘትመብትአለዎት። 
አባልከሆኑከመታወቂያካርድዎበስተጀርባላይወደተጠቀሰውየስልክቁጥርመደወልይችላሉ።አባልካልሆኑደግሞወደስልክቁጥር 
ደውለውንእንዲጫኑእስኪነገርዎድረስንግግሩንመጠበቅአለብዎ።አንድወኪልመልስሲሰጥዎ፣የሚፈልጉትንቋንቋ 
ያሳውቁ፣ከዚያምከተርጓሚጋርይገናኛሉ። 
 
ÊGq<RU�Ei <RUXED ÎWҽғWtOpNR¬Nt\qVt\utQtuZtI~QQtSDLৢҽғDGyM~WzIzUҽÏOHQtjZӑQGpqWuSjWyRVuOHQtOiWL 
JEpuJEpVҽҒQtjZӑQӑMӑғ JEqGpNHNDQ2QLҽҒWӑғ OiWLJEDuZtI~Q\utjWLuUjQOӑғZӑғ QtqGqUҽOӑғ IҽҒҽғ¬ZӑQӑPӑҽJEҽғ 
JEӑғGӑҒ SHQӑғPEjIyzQ�WyZjOҽғ\uQNijGuuGiQLPӑҒ ZӑQ¬ZӑQPtUjQOHSHNtRVuG~UyQtSDVҽҒuMtUzUz 
WtWtDyILVӑI~QӑOiWLWҽ1tJEjWtDৢRM~NDQEiGiK�QVӑqGqWtRIҽғDyVuVRӑғ SӑҒ Pӑғ zJEXIӑҒ NDQ 

7L͇QJ9L͏W 9LHWQDPHVH &K~ê7K{QJEiRQj\FKӭDWK{QJWLQYӅSKҥPYLEҧRKLӇPFӫDTXêYӏ7K{QJEiRFyWKӇ 
FKӭDQKӳQJQJj\TXDQWUӑQJYjTXêYӏFҫQKjQKÿӝQJWUѭӟFPӝWVӕWKӡLKҥQQKҩWÿӏQK4XêYӏFyTX\ӅQQKұQ 
ÿѭӧFWK{QJWLQQj\YjKӛWUӧEҵQJQJ{QQJӳFӫDTXêYӏKRjQWRjQPLӉQSKt&iFWKjQKYLrQQrQJӑLVӕÿLӋQWKRҥL 
ӣPһWVDXFӫDWKҿQKұQGҥQJ7ҩWFҧQKӳQJQJѭӡLNKiFFyWKӇJӑLVӕYjFKӡKӃWFXӝFÿӕLWKRҥLFKR 
ÿӃQNKLÿѭӧFQKҳFQKҩQSKtP.KLPӝWWәQJÿjLYLrQWUҧOӡLKm\QrXU}QJ{QQJӳTXêYӏFҫQYjTXêYӏVӁÿѭӧF 
NӃWQӕLYӟLPӝWWK{QJGӏFKYLrQ 

7DJDORJ 7DJDORJ $WHQV\RQ$QJDELVRQJLWRD\QDJODODPDQQJLPSRUPDV\RQWXQJNROVDQDVDVDNODZDQQJL\RQJ 
LQVXUDQFH0DDDULLWRQJPDJODPDQQJPJDSLQDNDPDKDODJDQJSHWVDDWPDDDULQJNDLODQJDQPRQJJXPDZDQJ 
DNV\RQD\RQVDLODQJGHDGOLQH0D\NDUDSDWDQNDQDPDNXKDDQJLPSRUPDV\RQJLWRDWWXORQJVDL\RQJVDULOLQJ 
ZLNDQDQJZDODQJJDVWRV'DSDWWDZDJDQQJPJD0L\HPEURDQJQXPHURQJWHOHSRQRQDQDVDOLNXUDQQJNDQLODQJ 
LGHQWLILFDWLRQFDUG$QJODKDWQJLEDD\PDDDULQJWXPDZDJVDDWPDJKLQWD\KDQJJDQJVDGXORQJ 
GL\DORJRKDQJJDQJVDGLNWDKDQQDSLQGXWLQDQJ.DSDJVXPDJRWDQJDKHQWHVDELKLQDQJZLNDQDNDLODQJDQPR 
DWLNRNRQHNWDNDVDLVDQJLQWHUSUHWHU 
 
(VSDxRO 6SDQLVK$WHQFLyQ(VWHDYLVRFRQWLHQHLQIRUPDFLyQVREUHVXFREHUWXUDGHVHJXUR(VSRVLEOHTXH 
LQFOX\DIHFKDVFODYH\TXHXVWHGWHQJDTXHUHDOL]DUDOJXQDDFFLyQDQWHVGHFLHUWDVIHFKDVOtPLWH8VWHGWLHQH 
GHUHFKRDREWHQHUHVWDLQIRUPDFLyQ\DVLVWHQFLDHQVXLGLRPDVLQQLQJ~QFRVWR/RVDVHJXUDGRVGHEHQOODPDUDO 
Q~PHURGHWHOpIRQRTXHVHHQFXHQWUDDOUHYHUVRGHVXWDUMHWDGHLGHQWLILFDFLyQ7RGRVORVGHPiVSXHGHQOODPDUDO 
\HVSHUDUODJUDEDFLyQKDVWDTXHVHOHVLQGLTXHTXHGHEHQSUHVLRQDU&XDQGRXQDJHQWHGHVHJXURV 
UHVSRQGDLQGLTXHHOLGLRPDTXHQHFHVLWD\VHOHFRPXQLFDUiFRQXQLQWpUSUHWH 
 
Ɋɭɫɫɤɢɣ 5XVVLDQ ȼɧɢɦɚɧɢɟɇɚɫɬɨɹɳɟɟɭɜɟɞɨɦɥɟɧɢɟɫɨɞɟɪɠɢɬɢɧɮɨɪɦɚɰɢɸɨɜɚɲɟɦɫɬɪɚɯɨɜɨɦ 
ɨɛɟɫɩɟɱɟɧɢɢȼɧɟɦɦɨɝɭɬɭɤɚɡɵɜɚɬɶɫɹɜɚɠɧɵɟɞɚɬɵɢɨɬɜɚɫɦɨɠɟɬɩɨɬɪɟɛɨɜɚɬɶɫɹɜɵɩɨɥɧɢɬɶɧɟɤɨɬɨɪɵɟ 
ɞɟɣɫɬɜɢɹɞɨɨɩɪɟɞɟɥɟɧɧɨɝɨɫɪɨɤɚȼɵɢɦɟɟɬɟɩɪɚɜɨɛɟɫɩɥɚɬɧɨɩɨɥɭɱɢɬɶɧɚɫɬɨɹɳɢɟɫɜɟɞɟɧɢɹɢ 
ɫɨɩɭɬɫɬɜɭɸɳɭɸɩɨɦɨɳɶɧɚɭɞɨɛɧɨɦɜɚɦɹɡɵɤɟɍɱɚɫɬɧɢɤɚɦɫɥɟɞɭɟɬɨɛɪɚɳɚɬɶɫɹɩɨɧɨɦɟɪɭɬɟɥɟɮɨɧɚ 
ɭɤɚɡɚɧɧɨɦɭɧɚɬɵɥɶɧɨɣɫɬɨɪɨɧɟɢɞɟɧɬɢɮɢɤɚɰɢɨɧɧɨɣɤɚɪɬɵȼɫɟɩɪɨɱɢɟɚɛɨɧɟɧɬɵɦɨɝɭɬɡɜɨɧɢɬɶɩɨ 
ɧɨɦɟɪɭɢɨɠɢɞɚɬɶɩɨɤɚɜɝɨɥɨɫɨɜɨɦɦɟɧɸɧɟɛɭɞɟɬɩɪɟɞɥɨɠɟɧɨɧɚɠɚɬɶɰɢɮɪɭ©ªɉɪɢ 
ɨɬɜɟɬɟɚɝɟɧɬɚɭɤɚɠɢɬɟɠɟɥɚɟɦɵɣɹɡɵɤɨɛɳɟɧɢɹɢɜɚɫɫɜɹɠɭɬɫɩɟɪɟɜɨɞɱɢɤɨɦ 



 

 
ÑहÛद# +LQGL ÚयानदEइससू चनामEआपक'बीमाकवरेजके बारेमEजानकार#द#गईहै।होसकताहैiकइसमEमु Éय 
ÓतlथयIकाउãलेखहोऔरआपके gलएiकसीÓनयतसमयसीमाके भीतरकामकरनाज़þर#हो।आपकोयहजानकार# 
औरसं बं lधतसहायताअपनीभाषामEÓनःशु ãकपानेकाअlधकारहै।सदèयIकोअपनेपहचानपके पीछेÑदएगएफ़ोन 
नं बरपरकॉलकरनाचाÑहए।अÛयसभीलोगपरकॉलकरसकते हGऔरजबतकदबानेके gलएनकहा 
जाएतबतकसं वादक'$ती¢ाकरE।जबकोईएजEटउ×तरदेतोउसेअपनीभाषाबताएँ औरआपकोåयाÉयाकारसेकनेÈट 
करÑदयाजाएगा। ፪ᐻ�ᖜƴᖜư Ǧ�îᖝî %DVVD Ö፯îᐾ��ǨᖜǁƼ �¿��ᖡᖛ���ᖜᖛ³�±�ư ������ᖛ×�¿��ǁư �Ǧ�ᒽ�Ǧ�¿ᐼ���ᖡᖡ�°��ÀǤᖜǁƼ �¿��ᖡ ᖛ±ᖝ±�±�ᖡƴᖡƴ ᖛ³ᖛᖡƴ �ư �±ᖝᖡ���ᖜƴ �ư �±���ᖡᖡ�����ᖡư ᖛᖡƴ �±ᖛ³��±��Ǥ፭�ᖜư �¿��±ᖛᖡƴ �ư �±�ᖜǁƼ �¿��ᖡ�°���Ǧ ���Ǧ����ư �ᖜƴᖡᖡ��±ᖝ±�¿ᖛÀᖝÀǦ�îᖝî�ïᖛᖡƴ�ư �±���ÀᖝÀᖝÖ�ᖡƴᖡư Ǥ���ᖜư ��ᖜᖛ³�ᖡᖝ��ᒽî�Ǧ�ᖜưᖛ��¿�ᖝ±��� ǤǤ���ᖜư ᖝ�À���ᖡǤ�ᖜ�ᖜưᖜư �±À��ᖡᖝ��ᖜưᖛ��¿��ᖡǣǡ�±�ư �ᖡ�Ö���ᖛᖡƴ ���±ᖡ�ư ����ᖡǁ ᖛᖡƴ �ư �± �ᖜưᖛ��ᖜư��ᖡᖡ�����ᖝ�¿���ᖡư Ǥ፭�ᐾ�±��ᖜᖝÖ����ư �ᖜǁƼ �ᐾᐼ�ǡ����ᖝ��ư �ᖜƴ ��ᖡ���ᖡǡ�±��ᖜᖝÖ��ᖛ×�¿¿� ᖛᖡƴ ᖜ�±�¿��ᖝ�ᖜư �ï��Ǥ 
বাংলা %HQJDOL লØ�কÙনএই:নাÅেশআপনারিবমাকভােরজসQেকj তথ�রেয়েছ।এরমেধ��Ù²পূণjতািরখথাকেতপাের 
এবংিনিদjsতািরেখরমেধ�আপনােকপদেØপিনেতহেতপাের।িবনাখরেচিনেজরভাষায়এইতথ�পাওয়ারএবংসহায়তাপাওয়ার 
অিধকারআপনারআেছ।সদস�েদরেকতােদরপিরচয়পে¯রিপছেনথাকানØেরকলকরেতহেব।অেন�রানØের 
কলকেরÅপেতনাবলাপযj -অেপØাকরেতপােরন।যখন:কােনাএেজ%উর:দেবনতখনআপনারিনেজরভাষারনামবলু ন 
এবংআপনােক:দাভাষীরসেéসংযুÏকরাহেব। 
 

ϭΩέ΍8UGX؟Ν ϭΕϥ ϡ̭ϡ έϭ΍؏ ؏؟̵Ε ̭αϭ؟̵  ̵Υ̵έ΍Ε̵Ω ϝ̵ ̭؏ ϡ̵α΍ ؟ـلϝϡΕεϡέ̟ Ε΍ϡϭϝωϡϕϝωΕϡـαΝ̵ έϭ̭αϥ̵έϭεϥ΍̭ـ̟ ΁αՊϭϥ̵؟ 
̧؟έΥέ̵ύ Ώ έϭ΍ـϥέ̭ϝι ΍ΡΕ΍ϡϭϝωϡ؟ ̵α΍̟ ـ ̭̟΁ ̟֐ـلΕέ ϭέν̵ ̭ـϥ έ̭ Ή̵΍ϭέέ΍̭̭Ε؏ϭΥ έ̵΍Ε̵έΥ΁ιϭιΥϡϭ ̭̟΁̭؟؟ ـ 

ϥ΍έΏϡϡ ؟ـل ϕΡ΍̭ـϥέ̭ϝι΍ΡΩΩϡ؏ ϡ̵ϥ΍Ώί̵ϥ̟΍̵̭ـ έ̵̱Ω̵ϫΏα؟ ̵ ـل΍̧̵ϥέ̭ϝ΍̭έ̟έΏϡϥϥϭϑΩϭΝϭϡέ ̟Εε̵̟ ̭վέ΍ ̵̭ΕΥ΍ϥεـϥ ΍̟ϭ̭
̱ϭϝέϭ΍؏̵ ؟ـΕ̭αέ̭ϝ΍ ̭έ̟ϥ΍Ώ ί؟Ώ ϭϝρϡ̵ϥ̟΍έ ̟ـϥ̵  ΩΏ΍ϭΝـ ̭Պϥ Ν̵΍ل؏ έ̵̭έ΍ υΕϥ΍̭Εـϥ΍Ν؟ـ ̭ϭ̭ـϥ ΍ΏΩ 

 αϡΝ έΕϡέϭ΍؏ Ή̵΍ΕΏـρϭ Ώέϡ؟؏ Ή̵΍Νϭ̱ـل
 

̵αέ΍ϑ)DUVLΥ̵ έ΍Ε ΍Ε Εα΍ϡίϝ΍ϭΩε΍̵ϡϫϡ̵΍ϩ Υ έ̵΍Ε̵ϭ΍ΡΕα΍ϥ ϡ̭ϡ Εα΍΍ϡεϩϡ Ώ̵εεϭ̟ϩέ΍Ώ έΩ̵Ε΍ωلا ρ΍̵ϭ΍Ρϩ ω΍ϥ لام̵ ΍̵ϩΝϭΕ 
Ω ϥ̵̭ Εϑ΍ έ̵Ωϥ΍ΕΩϭΥϥ΍ΏίϩΏϥ΍̵̱΍έΕέϭιϩΏ΍έ̵ ΍̵ϡϥϩ ΍έϭΕ΍ωلاρ΍ϥ ΍̵΍ΕΩ Ε̵αϩέ΍ΩέϭΥέΏϕΡϥ ΍̵ί΍΍ϡεΩϥ̵̭ ϡ΍Ωϕ΍̵ι΍ΥϩΩεέέϕϡ 

΍ϡε΍ΏΩ ΍̵Ώ΍νω΍ ̵ ΍̵α΍ϥεΕέ΍ ̭Εε̟έΩϩΩεΝέΩϩέ ϩέ΍ϡε΍ΏΩϥϥ΍ϭΕ ϡ̵Ω΍έϑ΍έ ΍̵αΩϥέ̵̱Ώα΍ϡΕϥ΍ε 
 ΩΩωΩϭεϩΕα΍ϭΥ΍ϫϥ΁ί΍΍ΕΩϥϥ΍ϡΏέυΕϥϡϭΩϥέ̵̱Ώα΍ϡΕϥ΍Ώίˬ΍ϩ έϭΕ΍έ̟΍ί΍̵̵̭ραϭΕ̵ ϭ̵̱Υα΍̟ί΍ΩωΏΩϥϩ Ωέ΍εϑ΍έ

Ω ϭ̵εϝιϭϩρϭΏέϡϡΝέΕϡϩΏ΍ΕΩ ϥ̵̭ ϡ̵υϥΕ΍έί΍ ϥ̵Ωέϭϡ  
 

Γύϝϝ΍ Γ Ώ̵έωϝ΍ $UDELF ϩ Ώ̵ϥΕϱϭΕΡ̵΍Ϋϩ έ΍ρΥϝ·ϯϝωΕ΍ϡϭϝωϡϥ΃εΏϙΕ̵ρύΕˬΓ ϥ̵̵ϡ΃Εϝ΍ΩϕϭϱϭΕΡ̵ϯϝωΥ έ̵΍ϭΕˬΓϡϫϡΩϕϭΝ΍ΕΡΕϯϝ·Ϋ΍ΥΕ΍
Ε΍˯΍έΝ· ϝϭϝΡΏΩ ω̵΍ϭϡΓ Ή̵΍ϫϥΓΩΩΡϡϕΡ̵ϙϝϝϭιΡϝ΍ϯϝωϩΫϩ ΓΩω΍αϡϝ΍Ε΍ϡϭϝωϡϝ΍ϭϙΕύϝΏϥϭΩΏϝϡΡΕϱ΃ΓϑϝϙΕϱύΏϥ̵ϯϝω˯΍νωϝ΃ϝ΍ιΕϝ΍

ϯϝω ϡϕέϑΕ΍ϫϝ΍έϭϙΫϡϝ΍ϱϑέϫυΓϕ΍ρΏϑ έ̵ωΕΓ ϭ̵ϫϝ΍Γι΍Υϝ΍ϡϫΏϥϙϡ̵ϥ έ̵Υϝ΁ϝ΍ιΕϝ΍ϯϝωϡϕέϝ΍ 
 έ΍υΕϥϝ΍΍ ϝلا ΥΓΙΩ΍Ρϡϝ΍ϯΕΡΏϝρ̵ϡϫϥϡρύνϝ΍ ϯϝωϡϕέΩϥωΓΏ΍Ν·ΩΡ΃ˬلاءϙϭϝ΍ έϙΫ΍Γύϝϝ΍ϱΕϝ΍Ν΍ΕΡΕϯϝ·ϝι΍ϭΕϝ΍ ΍ϫΏ 

ϡΕ̵αϭ ϙϝι̵ϭΕΩΡ΃Ώϥ ϡ̵ΝέΕϡϝ΍ϥ̵̵έϭϑϝ΍ 
 
୰ᩥ⦾య 7UDGLWLRQDO&KLQHVH ὀព㸸ᮏ⫆᫂ໟྵ㜝᪊ᝍⓗಖ㞋⤥௜┦㜝㈨イࠋᮏ⫆᫂ྍ⬟ໟྵ㔜せ᪥ᮇ
ཬᝍᅾ≉ᐃᮇ㝈அ๓㟂せ᥇ྲྀⓗ⾜ືࠋᝍ᭷Ḓ฼ච㈝⋓ᚓ㏺௷㈨イ㸪௨ཬ㏱㐣ᝍⓗẕㄒᥦ౪ⓗ༠ຓ᭹ 
฿┤඼௚ᡤ᭷ேኈྍ᧕ᡴ㟁ヰ㸪୪➼ೃࠋ☞ဨㄳ᧕ᡴ༳ᅾ㌟ศ㆑ู༩⫼㠃ⓗ㟁ヰ⹰᭳ࠋົ
ᑞヰᥦ♧ᣨୗᣨ㘽ࠋ␜᥋⥺⏕ᅇ⟅᫬㸪ㄳ茢ฟᝍ㟂せ౑⏝ⓗㄒゝ㸪㏺ᶏᝍᑵ⬟⯅ཱྀ㆞ேဨ㐃⥺ࠋ 



 

 
,JER ,JER 1UөEDPDӐNZDDQZHUHR]LJEDVDUDPNSXFKLQFKHNZDRQZHJӏӐQZHUHLNHӏQZHөEӑFKӏQGӏGӏ 
PNSDӏQZHUHLNHӏPHLKHWXSXөIӑGөөEӑFKӏQMHGHEHӎQZHUHLNLNHӏQZHWDR]LQDHQ\HPDNDDQ¶DVөVөJӏQD 
DNZөJKӏөJZӑӑEөOD1GӏRWXNZHVӏUӏӏNSӑDNDUDHNZHQWӏGӏQ¶D]өQNHNDDGӏQMLULPDUDKD1Gӏӑ]ӑQLLOHQZHUH 
LNHӏNSӑZHHFKHUHөEөEӑDKөUXRPJEHDPDQ\HUHӏSӏ0JEHRQ\HQQӑFKLWHDQ\D]DUDNZXR 
DVөVөӏFKӑUӑDJDHMLNӑJӏQDRQ\HӑNӑZDRNZX 

'HXWVFK *HUPDQ $FKWXQJ'LHVH0LWWHLOXQJHQWKlOW,QIRUPDWLRQHQ�EHU,KUHQ9HUVLFKHUXQJVVFKXW]6LHNDQQ 
ZLFKWLJH7HUPLQHEHLQKDOWHQXQG6LHP�VVHQJHJHEHQHQIDOOVLQQHUKDOEEHVWLPPWHU)ULVWHQUHDJLHUHQ6LHKDEHQ 
GDV5HFKWGLHVH,QIRUPDWLRQHQXQGZHLWHUH8QWHUVW�W]XQJNRVWHQORVLQ,KUHU6SUDFKH]XHUKDOWHQ$OV0LWJOLHG 
YHUZHQGHQ6LHELWWHGLHDXIGHU5�FNVHLWH,KUHU.DUWHDQJHJHEHQH7HOHIRQQXPPHU$OOHDQGHUHQ3HUVRQHQUXIHQ 
ELWWHGLH1XPPHUDQXQGZDUWHQDXIGLH$XIIRUGHUXQJGLH7DVWH]XGU�FNHQ*HEHQ6LHGHP 
0LWDUEHLWHUGLHJHZ�QVFKWH6SUDFKHDQGDPLWHU6LHPLWHLQHP'ROPHWVFKHUYHUELQGHQNDQQ 
 
)UDQoDLV)UHQFK $WWHQWLRQFHWDYLVFRQWLHQWGHVLQIRUPDWLRQVVXUYRWUHFRXYHUWXUHG
 DVVXUDQFH'HVGDWHV 
LPSRUWDQWHVSHXYHQW\ILJXUHUHWLOVHSHXWTXHYRXVGHYLH]HQWUHSUHQGUHGHVGpPDUFKHVDYDQWFHUWDLQHVpFKpDQFHV 
9RXVDYH]OHGURLWG
 REWHQLUJUDWXLWHPHQWFHVLQIRUPDWLRQVHWGHO
 DLGHGDQVYRWUHODQJXH/HVPHPEUHVGRLYHQW 
DSSHOHUOHQXPpURGHWpOpSKRQHILJXUDQWjO
 DUULqUHGHOHXUFDUWHG
 LGHQWLILFDWLRQ7RXVOHVDXWUHVSHXYHQWDSSHOHUOH 
HWDSUqVDYRLUpFRXWpOHPHVVDJHDSSX\HUVXUOHORUVTX
 LOVVHURQWLQYLWpVjOHIDLUH/RUVTX
 XQH 
HPSOR\pHUpSRQGUDLQGLTXH]ODODQJXHTXHYRXVVRXKDLWH]HWYRXVVHUH]PLVH HQUHODWLRQDYHFXQLQWHUSUqWH 
 
䞲ῃ㠊 .RUHDQ 㭒㦮㧊䐋㰖㍲㠦⓪⽊䠮䄺⻚Ⰲ㰖㠦╖䞲㩫⽊Ṗ䙂䞾♮㠊㧞㔋┞┺㭒㣪⋶㰲⹥
㫆䂮⯒䀾䟊㟒䞮⓪䔏㩫₆䞲㧊䙂䞾♶㑮㧞㔋┞┺‖䞮㠦Ợ⓪㌂㣿㠎㠊⪲䟊╏㩫⽊㢖㰖㤦㦚⹱㦚 
ῢⰂṖ㧞㔋┞┺䣢㤦㧊㔶ἓ㤆,'䃊✲㦮✍Ⳋ㠦㧞⓪㩚䢪⻞䢎⪲㡆⧓䟊㭒㕃㔲㡺䣢㤦㧊㞚┞㔶ἓ㤆 
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