vaetna

Aetna Life Insurance Company

PO BOX 14079

LEXINGTON, KY 40512-4079

Statement date: December 19, 2024

Member: I

Member ID: I
Group #: 0169696-18-029 QA PF+F?0

Group hame: RIPPLING PEO 1, INC.

QUESTIONS? Contact us at aetha.com
1-800-704-7287
Or write to the address shown above.

Explanation of Benefits (EOB) - This is not a bill

This statement is called your EOB. It shows the amount that was billed, your member rate, and your cost share. It also shows the amount you
saved and what your plan paid. Look at this statement carefully and make sure it is correct. If you do owe anything, you will receive a bill
from your doctor or health care provider(s). You can change your delivery preference, view, print or download your EOBs online anytime.

Track your health care costs

$16,702.17 S0.00 {In-network)
Amount you saved Amount you have left to meet deductible
Going to a provider in the network saves you money. That's because Annual deductible $2,000.00
- s2o000.
Deductible remaining $0.00
Your payment summary
Plan's share Your share
Patient Provider Amount Sentto Send date Amount
I Beth R Hochman $0.00 $244.84
I David C lanacone $22.32 David C lanacone 1/2/25 $71.76
I Elie S Al Kazzi $0.00 $660.97
I Elie S Al Kazzi $1,934.20 Elie S Al Kazzi 12/19/24 $60.00
I Gordon E Sims llI $1,013.95 Gordon E Sims I 12/19/24 $60.00
I Jessica N Simon $0.00 $165.21
I Leonard Penacerrada $524.05 Leonard Penacerrada 12/19/24 $0.00
I Manuel E Morlote $0.00 $27.94
I Margaret Y Cho $99.46 Margaret Y Cho 1/2/25 $24.86
I Matthew N Suberlak $261.26 Matthew N Suberlak 12/19/24 $0.00

Continued on next page
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vaetna oo ——— Member I0: I

Group name: RIPPLING PEO 1, INC. Group #: 0169696-18-029 QA PF+F?0
Plan's share Your share
Patient Provider Amount Sentto Send date Amount
I NYU Langone Hospitals $0.00 $573.60
Tisch
I Vinay Prabhu $0.00 $261.26
Total: $3,855.24 $2,150.44
A guide to key terms
Term yThis means Your totals
Amount billed: The amount your provider charged for services. $26,677.29
Member rate/ This is the health plan covered amount which may reflect a health plan discount. This may $5,302.12
Allowed amount: be referred to as the allowed amount or negotiated rate.
u Pending or not payable: Charges that are either not covered or need more review by us. Read "Your Claim $3,969.44
Remarks' to learn more.
Deductible: A cost share amount you pay for covered services before your plan starts to pay. $2,000.00
Coinsurance: When you pay part of the bill and we pay part of the bill. It is a cost share out-of-pocket $30.44
amount.
Copay: The fixed cost share amount you pay when you visit a doctor or health care provider. $120.00
Your share: The amount you're responsible for after your plan paid its share. You may have already

paid your provider.

Your claims up close
ctaim for | G

Provider: Beth R Hochman (In-Network)

Claim ID: E737G87PR0O0 Amount Member Pending or Applied to Your Amount Plan's Your Your

Received on 11/25/24 billed rate not payable deductible| copay remaining share coinsurance share
(Remarks) u C+D+E+H=1

Service type and date A B (o] D E F G H |

INPATIENT PHYSICIAN 576.00 244.84 244.84 244.84

SERVICE 99221 on

11/22/24

Refer to Remarks Section Q)]

Totals: 576.00 244.84 244.84 0.00 0.00 $244.84

u You can find all numbered claim remarks in 'Your Claim Remarks' section.

Continued on next page
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V&e tna Member I Member ID: I

Group name: RIPPLING PEC 1, INC. Group #: 0169696-18-029 QA PF+F?0

Claim for [N

Provider: Matthew N Suberlak (In-Network)

Claim ID: EBPDJ1SVKOO Amount Member Pending or Applied to Your Amount Plan's Your Your

Received on 11/26/24 billed rate not payable deductible| copay remaining share coinsurance share
(Remarks) u C+D+E+H=1

Service type and date A B (o] D E F G H |

CT ABD&PELV 650.00 261.26 261.26 261.26 (100%)

W/CONTRAST 74177 on

11/22/24

Refer to Remarks Section (1)

Totals: 650.00 261.26 0.00 0.00 261.26 261.26 0.00 $0.00

u You can find all numbered claim remarks in 'Your Claim Remarks' section.

Claim for [N

Provider: Vinay Prabhu (In-Network)

Claim ID: EPPDJOVD200 Amount Member Pending or Applied to Your Amount Plan's Your Your

Received on 11/26/24 billed rate not payable deductible| copay remaining share coinsurance share
(Remarks) u C+D+E+H=1

Service type and date A B (o] D E F G H |

CT ABD&PELV 650.00 261.26 261.26 261.26

W/CONTRAST 74177 on

11/23/24

Refer to Remarks Section (1)

Totals: 650.00 261.26 261.26 0.00 0.00 $261.26

u You can find all numbered claim remarks in 'Your Claim Remarks' section.

claim for [N

Provider: Elie S Al Kazzi (In-Network)

Claim ID: EGTYJ4ZQWO0O | Amount Member Pending or Applied to Your Amount Plan's Your Your

Received on 11/27/24 billed rate not payable deductible| copay remaining share coinsurance share
(Remarks) u C+D+E+H=1

Service type and date A B (o] D E F G H |

INPATIENT PHYSICIAN 1,416.00 486.54 486.54 486.54

SERVICE 99223 on

11/22/24

INPATIENT PHYSICIAN 540.00 174.43 174.43 174.43

SERVICE 99232 on

11/23/24

Refer to Remarks Section (1)

Totals: 1,956.00 660.97 660.97 0.00 0.00 $660.97

u You can find all numbered claim remarks in 'Your Claim Remarks' section.

Continued on next page
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Statement date: December 19, 2024
Member: I

Group name: RIPPLING PEO 1, INC.

Claim for [N

Provider: Manuel E Morlote (In-Network)

Page 4of 7
Member ID: I

Group #: 0169696-18-029 QA PF+F?0

Claim ID: ETUNHHWCO000 [ Amount Member Pending or Applied to Your Amount Plan's Your Your
Received on 11/27/24 billed rate not payable deductible| copay remaining share coinsurance share
(Remarks) u C+D+E+H=1
Service type and date A B (o] D E F G H |
ELECTROCARDIOGRAM 55.00 27.94 27.94 27.94
REPORT 93010 on
11/22/24
Refer to Remarks Section (1)
Totals: 55.00 27.94 27.94 0.00 0.00 $27.94
u You can find all numbered claim remarks in 'Your Claim Remarks' section.
Claim for [
Provider: Elie S Al Kazzi (In-Network)
Claim ID: ECADJ5Q4F00 Amount Member Pending or Applied to Your Amount Plan's Your Your
Received on 11/28/24 billed rate not payable deductible| copay remaining share coinsurance share
(Remarks) u C+D+E+H=1
Service type and date A B (o] D E F G H |
UPPER GI ENDOSCOPY 4,673.00 3,969.44 (2) 60.00 643.56 643.56 (100%) 60.00
BIOPSY 43239 on
11/26/24
Refer to Remarks Section (1)
Totals: 4,673.00 3,969.44 0.00 60.00 643.56 643.56 0.00 $60.00
u You can find all numbered claim remarks in 'Your Claim Remarks' section.
claim for [N
Provider: Elie S Al Kazzi (In-Network)
Claim ID: ECUNJ5W6Z00 Amount Member Pending or Applied to Your Amount Plan's Your Your
Received on 11/28/24 billed rate not payable deductible| copay remaining share coinsurance share
(Remarks) u C+D+E+H=1
Service type and date A B (o] D E F G H |
COLONOSCOPY AND 5,813.00 1,290.64 1,290.64] 1,290.64 (100%)
BIOPSY 45380 on
11/26/24
Refer to Remarks Section (1)
Totals: 5,813.00 1,290.64 0.00 0.00 1,290.64| 1,290.64 0.00 $0.00

u You can find all numbered claim remarks in 'Your Claim Remarks' section.

Continued on next page
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Statement date: December 19, 2024
Member: I

Group name: RIPPLING PEO 1, INC.

Claim for [N

Provider: Leonard Penacerrada (In-Network)

Page 5of 7
Member ID: I

Group #: 0169696-18-029 QA PF+F?0

Claim ID: ENFDJ3DKDOO Amount Member Pending or Applied to Your Amount Plan's Your Your
Received on 11/29/24 billed rate not payable deductible| copay remaining share coinsurance share
(Remarks) u C+D+E+H=1
Service type and date A B (o] D E F G H |
EMERGENCY SERVICES 1,107.00 524.05 524.05 524.05 (100%)
99285 on 11/21/24
Refer to Remarks Section (1)
Totals: 1,107.00 524.05 0.00 0.00 524.05 524.05 0.00 $0.00
u You can find all numbered claim remarks in 'Your Claim Remarks' section.
Claim for N
Provider: Jessica N Simon (In-Network)
Claim ID: E6Y2HHL2C00 Amount Member Pending or Applied to Your Amount Plan's Your Your
Received on 11/29/24 billed rate not payable deductible| copay remaining share coinsurance share
(Remarks) u C+D+E+H=1
Service type and date A B (o] D E F G H |
INPATIENT PHYSICIAN 463.00 165.21 165.21 165.21
SERVICE 99238 on
11/23/24
Refer to Remarks Section (1)
Totals: 463.00 165.21 165.21 0.00 0.00 $165.21
u You can find all numbered claim remarks in 'Your Claim Remarks' section.
Ctaim for |
Provider: Gordon E Sims Ill (In-Network)
Claim ID: EPPDJ2S0S00 Amount Member Pending or Applied to Your Amount Plan's Your Your
Received on 11/30/24 billed rate not payable deductible| copay remaining share coinsurance share
(Remarks) u C+D+E+H=1
Service type and date A B (o] D E F G H |
ANES LWR INTST NDSC 1,420.00 1,073.95 60.00 1,013.95] 1,013.95 (100%) 60.00
NOS 00811 0on 11/26/24
Refer to Remarks Section (1)
Totals: 1,420.00 1,073.95 0.00 60.00 1,013.95| 1,013.95 0.00 $60.00

u You can find all numbered claim remarks in 'Your Claim Remarks' section.

Continued on next page
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Statement date: December 19, 2024

Member: I
Group name: RIPPLING PEO 1, INC.

Claim for [N

Provider: NYU Langone Hospitals Tisc (In-Network)

Page 6of 7

Member ID: I
Group #: 0169696-18-029 QA PF+F?0

Claim ID: ET37HL2Z500 Amount Member Pending or Applied to Your Amount Plan's Your Your

Received on 12/12/24 billed rate not payable deductible| copay remaining share coinsurance share
(Remarks) u C+D+E+H=I

Service type and date A B (o] D E F G H |

MEDICAL SERVICES 8,262.29 573.60 (3) 573.60 573.60

883050n 11/26/24

Refer to Remarks Section 4 M

Totals: 8,262.29 573.60 573.60 0.00 0.00 $573.60

u You can find all numbered claim remarks in 'Your Claim Remarks' section.

Claim for |

Provider: David C lanacone (In-Network)

Claim ID: EBADHRMWG600( Amount Member Pending or Applied to Your Amount Plan's Your Your

Received on 12/13/24 billed rate not payable deductible| copay remaining share coinsurance share
(Remarks) u C+D+E+H=I

Service type and date A B (o] D E F G H |

INPATIENT PHYSICIAN 257.00 94.08 66.18 27.90 22.32 (80%) 5.58 (20%) 71.76

SERVICE 99231 on

11/23/24

Refer to Remarks Section (1)

Totals: 257.00 94.08 66.18 0.00 27.90 22.32 5.58 $71.76

u You can find all numbered claim remarks in 'Your Claim Remarks' section.

Claim for N

Provider: Margaret Y Cho (In-Network)

Claim ID: EPFDKJTVLOO Amount Member Pending or Applied to Your Amount Plan's Your Your

Received on 12/16/24 billed rate not payable deductible| copay remaining share coinsurance share
(Remarks) u C+D+E+H=I

Service type and date A B (o] D E F G H |

MEDICAL SERVICES 795.00 124.32 124.32 99.46 (80%) 24.86 (20%) 24.86

883050n 11/26/24

Refer to Remarks Section (1)

Totals: 795.00 124.32 0.00 0.00 124.32 99.46 24.86 $24.86

u You can find all numbered claim remarks in 'Your Claim Remarks' section.

Your Claim Remarks

General Remarks:

(1) Your provider may have sent diagnosis codes with your claim. You may obtain these codes and their meanings by contacting us at the
number listed at the top of the first page. We will also provide your treatment codes and their meanings, if they do not appear on this
statement. If you have questions about your diagnosis or your treatment, please contact your provider. [H63]

{2) You do not have to pay this. When more than one procedure is done on the same date, the main service is considered at 100% of the
negotiated rate. We consider other procedures at 50% of the negotiated rate. [U66]

(3) The Submitted Charges and Negotiated Network Amount have been adjusted to reflect addition of the New York HCRA surcharge.

(4)

Our portion of the New York HCRA surcharge is included in this payment. [997]
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' a_etn a Member: Member ID:

Group name: RIPPLING PEC 1, INC. Group #: 0169696-18-029 QA PF+F?0

Your benefit balances to datefor /1724 to 12/31/24

Annual Amount Amount
Individual Balances limit used remaining
I
Medical In Network Deductible $2,000.00 $2,000.00 $0.00
Medical In Network Out of Pocket Maximum* $6,850.00 $2,166.10 $4,683.90
Medical Out of Network Deductible $6,000.00 $0.00 $6,000.00
Medical Out of Network Out of Pocket Maximum* $14,000.00 $0.00 $14,000.00

*Limit includes both Medical and Pharmacy

A complete list of your benefit balances and plan details can be found on your secure member website.

A flu shot can protect you and those you love

best shot at keeping you and your family healthy.

It's flu season again - and there's no better way to prevent the flu than to get your annual flu shot. Everyone in your family six months and older
should get one, with rare exceptions. That's according to the Centers for Disease Control and Prevention (CDC). Check with your local pharmacy,
visit a retail clinic or walk-in clinic, or ask your doctor if they'll be offering flu shots this year. There are lots of convenient ways to get one. It's your




No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you in your language.

For help, call us at the number listed on vour ID card or 1-877-287-0117. For more help call the CA Dept. of Insurance at 1-800-927-4357
English

Servicios de idiomas sin costo. Puede obtener un intérprete. Le pueden leer documentos v que le envien algunos en espafiol.
Para obtener ayuda, llamenos al mamero que figura en su tarjeta de identificacién o al 1-877-287-0117. Para obtener mas ayuda,
llame al Departamento de Seguros de CA al 1-800-927-4357. Spanish

RERERE - TS LREIRE - AU rieha 18 - YHUSHE) » FRECRERAREE-RATTIRYERIARS - sl
1-877-287-0117 SREAIHAS - AEUEHARRED - FHEFE1-800-927-4357 SLANIN RIS - Chinese

Ciéc Dich Vu Trg¢ Gitip Ngén Ngit Mién Phi. Quy vi c6 thé dugc nhin dich vu théng dich va dugc ngudi khac doc gidp cdc tai

lieu bing tiéng Viét. D& duge gitip d6, hay goi cho chiing 161 (ai s& dién thoai ghi trén thé hoi vién clia quy vi hodc 1-877-287-0117
. b€ dudc trg gitp thém, xin goi S6 Bdo Hiém California tai s6 1-800-927-4357. Vietnamese.

& 8Y MUHIA. o= 8t=0 SD AMBIAS 224 = UCH BIZ0HE ABRE HEMHT= AHAE BOA 2
UsLIGH =80 EQotsl = Aol 1D 220 LI = 2t &) 1-877-287-01173 2= E2of =4Al2. B
LAIS AlEtE 220ta 22 HelZLI0H = B8 =, 2HH &3 1-800-927-43573H 22 SHE] =& A2, Korean

Walang Gastos na mga Serbisyo sa Wika. Makakakuha ka ng interpreter o tagasalin at maipababasa mo sa Tagalog ang mga

dokumento. Para makakuha ng tulong, tawagan kami sa numerong nakalista sa iyong ID card o sa 1-877-287-0117. Para sa
karagdagang tulong, tawagan ang CA Dept. of Insurance sa 1-800-927-4357 Tagalog

10

BecruiaTHHe yonyr# nepepoma. Bbl MOXETE BOCMONb30BaTLCA YCNyraMy NepeBogyumKka, n BalumM JOKYMEHTbI NPOMTYT
[ANS1 BAC HA PYCCKOM s3bIke. Ecnu Bam Tpedyercs nomoLLb, 3BOHUTE HaM 10 HOMEPY, YKa3aHHOMY Ha BaiUewn
ngeHTudukaunoHHom kapte, unu 1-877-287-0117. Ecnu Bam TpebyeTcst AONONHUTENBHAS MOMOLLL, 3BOHKTE B
HenapramenT crpaxosanus wrarta KanudopHust (Department of Insurance) no renedony 1-800-927-4357. Russian

EHOEBEY—-CA BAECEREIEHRL, BEESTAILET, Y-LAEIHFEOAR. IDH—FREHOES F131-877-287-
0117ETHEBVELECZIN, BELZBBLADHTE, DUTAILZFMRIET . 1-800-927-4357F T BHELIZEL, Japanese

il 3 (sl g e A U e Ol A S e 28 K0 5 2 sl AL aa e Sy el 3 Mifgie L 50 4 bgo e Sle Sleds
A ¢ i WSS bl 0 gl Ji).g\.:uabu 1-877-287-0117 o b il b g el ol 2 el Al S S 50548 s led By she 3 be b wSaS
Persian .25 (8l 1-800-927-4357 »_jled 4: (L8 AdS 4enr» o)) CA Dept. of Insurance

HES I AT I e e € ATl IHS ad AST J W3 TR § YA €9 7T AR JI 3% TASed 3J UAe
&9 37 7 Aoe I8| Hee s, 3aE WElEd (ID) agx '3 £33 899 '3 7 1-877-287-0117'3  7'a 6 dal @09 Hee o4
SIS faurgene mie REHIA § 1-800-927-4357 '3 ©6 FJI Punjabi

whnymanaafnig 1 §nmBeguNSERUMIMan Shmsnnaugsyrh manisr 1 oMoty ﬁgﬁgmﬁgﬁmtﬁa%mmmiﬁmms
b SRmigaIuaIgn Uive 1-877-287-0117 1 pningtuuiguigin sugibislnammmng g M
MBS 1-800-927-4357 Khmer

Al e by Josth e liadl o pemnll Zg palt 2l Sl 50 1560 55 o s (o semal) i€y AU (530 Faa A ek

LIS Y o Gaaldlh 550l Joaih el shadll o a3alt o Jpemall 1:877:287:0117 W00 o o el pme A8y o )
Arabic.1-800-927-4357 A8 M e

Cov Kev Pab Txhais Lus Tsis Them Nqi. Koj yuav thov tau kom muaj neeg los txhais Ius ran koj thiab kom neeg nyeem cov ntawv
va lus Hmoob. Yog xav tau kev pab, hu rau peb ntawm tus xov t0oj nyob hauv koj daim yuaj ID los sis 1-877-287-0117. Yog xav
tau kev pab ntxiv hu rau CA lub Caj Meem Fai Muab Kev Tuav Pov Hwm ntawm 1-800-927-4357 Hmong

CDI Notice of Language Assistance-Trad



More Information

Do you have questions? Call us free of charge at the toll-free number on the first page
of this statement or on your member ID card.

Appeals
Please send your written appeal along with a copy of this entire EOB to this address:

Appeals Resolution Team
PO Box 14463
Lexington, KY 40512

You are entitled to a review (appeal) of this benefit determination if you have questions or do not agree.

To obtain a review, you or your authorized representative should call our Member Services Department using the telephone number
displayed on the member ID card or submit a request in writing to the Appeals Resolution Team address shown above. Your request
should include the group name (e.g., your employer), your name, member ID, address and date of birth and other identifying
information shown on this notice, and any comments, documents, records and other information you would like to have considered,
whether or not submitted in connection with the initial claim. You may also request (free of charge) documents relevant to your claim.
Verbal or written requests for review of the adverse determination must be communicated, mailed or delivered within 180 days
following receipt of this explanation or such longer period as may be specified in your plan brochure or Summary Plan Description.

Notice of a determination will be sent within 15 days following receipt of your request, unless otherwise required by state law. If you
do not agree with such determination, you have the right to file a second request for review.

If you do not agree with the final determination on review, and if you are a member of a group plan, you may have the right to bring a
civil action under Section 502(a) of ERISA, if applicable.

A copy of the specific rule, guideline or protocol relied upon in the adverse benefit determination will be provided free of charge upon
request by you or your authorized representative.

The Consumer Communications Bureau with the California Department of Insurance is available to assist customers with claims they
feel have been wrongfully denied or rejected. Consumers may call or write the Bureau to have claims reviewed. Callers outside
California and those in California (area codes 213 or 310) may contact the Consumer Communications Bureau at 213-897-8921. The
number for the rest of California is 800-927-4357. The mailing address is: Consumer Communications Bureau, California Department
of Insurance, 300 South Spring Street, South Tower, Los Angeles, CA 90013. The Department's Internet website
(www.insurance.ca.gov) has complaint forms and instructions online.

The California Department of Insurance is responsible for regulating health insurance plans. Before you file a complaint with the
California Department of Insurance, you should first contact the insurance company in an effort to resolve the issue(s). If you do not
receive a satisfactory response, then complete the department's Request for Assistance form. Occasionally, the issue may be of such
a nature that attempting to contact the insurance company first may not be appropriate. In these situations, it would be appropriate to
contact the Department first.

In addition to Section 790.03 of the Insurance Code, Fair Claims Settlement Practices Regulations govern how insurance
claims must be processed in this state. These regulations are available at the Department of Insurance Internet Web site,
www.insurance.ca.gov, or by calling the department's consumer information line at 800-927-4357. You may also obtain a
copy of this law and these regulations free of charge from this insurer.

What happens next

If you appeal, we will review our decision and provide you with a written determination. If we continue to deny the payment, coverage,
or service requested or you do not receive a timely decision, you may be able to request an external review of your claim by an
independent third party, who will review the denial and issue a final decision.

Independent Medical Review of Grievances Involving a Disputed Health Care Service

You may request an independent medical review (IMR) of disputed health care services from the California Department of Insurance
(Department) if you believe that health care services have been improperly denied, modified, or delayed by the insurance company or
one of its contracted providers. A "disputed health care service" is any health care service eligible for coverage and payment under
your subscriber contract that has been denied, modified or delayed by the insurance company or one of its contracting providers, in
whole or in part due to a finding that the service is not medically necessary. The IMR process is in addition to any other procedures
or remedies that maybe available to you. You pay no application or processing fees of any kind for IMR. You have the right to provide
information in support of the request for IMR. We provide an IMR application form with any grievance disposition letter that denies,
modifies, or delays health care services. A decision not to participate in the IMR process may cause you to forfeit any statutory right
to pursue legal action against the insurance company regarding a disputed health care service.

Eligibility

Your application for IMR will be reviewed by the Department to confirm that: (1)(A) Your provider has recommended a health care
service as medically necessary, or (B) You have received urgent care or emergency services that a provider determined was
medically necessary, or (C)You have been seen by a contracting provider for the diagnosis or treatment of the medical condition for
which you seek independent review; (2) The disputed health care service has been denied, modified, or delayed by the insurance

M-TRA-CAXDMO



company or one of its contracted providers, based in whole or in part on a decision that the health care service is not medically
necessary; and (3) You have filed a grievance with the insurance company or its contracted providers and the disputed decision is
upheld or the grievance remains unresolved after 30 days. If your grievance requires expedited review you may bring it immediately
to the Department's attention. In addition, the Department may waive the requirement that you follow the insurance company's
grievance process for any period of time in extraordinary and compelling cases. For urgent care, you may not be required to
participate in the insurance company's grievance process for more than 3 days before accessing IMR.

If your case is eligible for IMR, the dispute will be submitted to a medical specialist who will make an independent determination of
whether or not the care is medically necessary. You will receive a copy of the assessment made in your case. If the IMR determines
the service is medically necessary, the insurance company will provide the health care service.

For non-urgent cases, the IMR organization designated by the Department must provide its determination in 30 days of receipt of your
application and supporting documents. For urgent cases involving imminent and serious threat to your health, including but not
limited to, serious pain, the potential loss of life, limb or major bodily function, the IMR organization must provide its determination
within 3 business days.

Please note: when filing a request for an Independent Medical Review, you will be required to authorize release of any medical records
that may be needed for the purpose of reaching a decision.

Your privacy
Your health information is confidential. Any information you give us will be kept private. When contacting us about this notice or for
help with other questions, please be prepared to provide your member name, member ID, and date of birth.

Prevent fraud
If you suspect fraud or abuse involving these services or would like to report other healthcare fraud-related issues, please call the
toll-free hotline at 1-800-338-6361 or e-mail us at aetnasiu@aetna.com.

Resources available to help you

Need help understanding this notice or our decision? Call us free of charge at the toll-free number on your medical ID card.
There are also other resources available to help you. Most plans are now subject to health care reform law. Call us or ask your
employer if your plan is subject to the law. If it is, you can also contact the Employee Benefits Security Administration at
1-866-444-EBSA (3272) for help, if your health plan is provided by your employer. You may contact the Department of Insurance for
questions about appeal rights or this notice.

California Department of Insurance, Consumer Communications Bureau, 300 South Spring Street, South Tower
Los Angeles, CA 90013, Tel: 800-927-Help (4357), TTY: 800-482-4833, Web: www.insurance.ca.gov

M TDA AAVARMA



TTY: 711
For language assistance in your language call the number listed on your ID card at no cost. (English)

Para obtener asistencia lingtistica en espafiol, llame sin cargo al numero que figura en su tarjeta de
identificacion. (Spanish)

WS EHE SRS B > SEEFTAR ID & LAY IHYSRHS - $E55(2 o (Chinese)

Pour une assistance linguistique en frangais appeler le numéro indiqué sur votre carte d'identité sans frais.
(French)

Para sa tulong sa wika na nasa Tagalog, tawagan ang nakalistang numero sa iyong ID card nang walang bayad.
(Tagalog)

Pér asistencé né gjuhén shqipe telefononi falas né numrin e regjistruar né kartén tuaj té identitetit (ID).
(Albanian)

(Arabic) A ailh lidlay & 5 sSaall Sl a8 5 e JuaiVh ela Sl o(d jall 4all) 8 5ac Ll
IRAT SR TIICIF Sefs ATAF ARG FE (T ATA BITFTgE TA® [[FARET SI® 3 34| (Bengali-
Bangala)

Pou jwenn asistans nan lang Kreyol Ayisyen, rele nimewo a yo endike nan kat idantifikasyon ou gratis. (French
Creole)

INao yAwoowm Ponbeio ota EAMANviKG KahéoTe xmpic ypEwaon Tov apBpo Tov ovaypageTal GTNV KAPTa.
avayvopiong. (Greek)

Per ricevere assistenza linguistica in italiano, puo chiamare gratuitamente il numero riportato sulla Sua scheda
identificativa. (Italian)

=202 A NS 2D ACAH B IDIIEN =25 22 S S 2 dotoll A2, (Korean)
Aby uzyskac¢ pomoc w jezyku polskim, zadzwon bezplatnie pod numer podany na karcie ID. (Polish)

Uto0Ob! MOMYUUTh IOMOIIb Py CCKOS3BIYHOTO MEPEBOAUUKA, TO3BOHUTE MO OECIJIATHOMY HOMEPY, YKa3aHHOMY B
Baweit ID-kapte ynocroBepenus iuaHocTu. (Russian)

(Urdu) -3 S JIS e 1 yair )3 3 3ASID i o S gl Jld e 5

(Yiddish) .7RXOX [19 "9 707X VYUV TR WK QIR V''OW OKII NI DYT VDN WHTR |'K 97'N TRIOY 1RO



