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

Elkhart County: Anthem Blue Access PPO H.S.A —-Plan 1

Coverage Period: 01/01/2024 - 12/31/2024
Coverage for: Individual + Family | Plan Type: PPO +
HSA

578-4441 to request a copy.

The Summaty 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, https://eoc.anthem.com/eocdps/aso. For general definitions of common terms, such as allowed amount, balance billing, coinsurance,

copayment, deductible, provider, ot other undetlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbe-glossary/ ot call (833)

| What is the overall
deductible?

$1,600/person or $3,200/family
for In-Network Providers.
$1,600/person or $3,200/ family
for Non-Network Providers.

M

Generally, you must pay all of the costs from providers up to the deduyctible amount before
this plan begins to pay. If you have other family members on the policy, the overall fatnily
deductible must be met before the plan begins to pay.

Are there setvices
covered befote you
meet your deductible?

Yes. Preventive Care. For more
information see below.

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?

You don't have to meet deductibles for specific services.

What is the out-of-

pocket limit for this
plan?

$4,000/person ot §6,500/ family
for In-Network Providers.
$5,000/petson or $8,500/family
for Non-Network Providers.

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, the overall family out-of-pocket limit must be met.

What is not included
in the out-of-pocket

Limit?

Premiums, balance-hilling
charges, and health care this
plan doesn't cover.

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

Will you pay less if
you use a network
provider?

Yes, Blue Access, See
www.anthem.com or call (833)
578-4441 for a list of network
providers, Costs may vaty by
site of service and how the
provider bills.

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 diffetence between the provider’s charge and what your plan
pays (balance billing). Be aware, your netwotk providet might use an out-of-network provider
for some setvices (such as lab work). Check with your provider before you get setrvices.

to see a specialist?

Do you need a referral

No.

You can see the specialist you choose without a referral.
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Primary care visit to treat an
injury or illness

10% coinsurance

20% coinsurance

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if 2 deductible applies.

Vittual visits (L'elehealth)
benefits availahle.

| Specialist visit

10% coinsurance

20% coinsurance

Virtual visits (L'elehealth)
benefits available.

Preventive care/screening/
immunization

No charge

20% coinsurance

You may have to pay for services
that aten't preventive. Ask your
provider if the services needed
are preventive. Then checlk what

your plan will pay for.
i .c g i S ~ray, . .
Diagnostic test (x-ray, blood 10% colnsurance 20% coinsurance | --m-meee none————
| work)
{ Imaging (CT/PET scans, MRls) 10% coinsurance 20% coinsurance none

A Tier 1 - Typically Generic

$10/prescription (retail) and
$20/prescription (home
delivery)

50% coinsurance (retail) and
Not coveted (home delivery)

Tiet 2 - Typically Preferred
-| Brand & Non-Preferred
1 Generic Drugs

$20/prescription (retail) and
$40/presctiption (home
delivery)

50% coinsurance (retail) and
Not coveted (home delivery)

Tier 3 - Typically Non-Preferred
Brand and Generic drugs

$40/ptescription (tetail) and
$80/presctiption (home
delivery)

50% coinsurance (retail) and
Not coveted (home delivery)

For more information, refer to
“National Drug List” at
http://www.anthem.com/pharm
acyvinformation/

*Sce Prescription Drug section

Facility fee (e.g., ambulatory

10% coinsurance 20% coinsurance | weeeeme SaTeY ol o—
sutgety center)
Physician/surgeon fees 10% coinsurance 20% coinsurance none
Hmergency room care 10% coinsurance Covered as In-Netwotlk none

Emergency imedical
transportation

10% coinsurance

Covered as In-Network

Non-emergency non-network
Ambulance Services ake limited
to $50,000 per trip.

Urgent care

10% coinsurance

20% coinsurance

none

Facility fee (e.g., hospital room)

10% coinsurance

20% coinsurance

60 days/benefit petiod for
Tnpatient physical medicine,
rehabilitation including day
rehabilitation programs.

* For more information about limitations and exceptions, see plan or policy document at https://eoc.anthem.com/eocdps/aso.




hysician/sutgeon fees

o comsutance

P a
20% colnsurance

none -

| Outpatient services

Office Visit
10% coinsurance
Other Outpatient

10% coinsurance

Office Visit
20% comnsurance
Other Outpatient
20% comsurance

Office Visit

Virtual visits (Telehealth)
benefits available.

Other Outpatient

none -

{ Inpatient services

10% coinsurance

20% coinsurance

11011e

.| Office visits

10% coinsurance

20% comsurance

services

Childbirth/delivery professional

10% coinsurance

20% comsurance

sefvices

Childbirth/delivery facility

10% coinsurance

20% comsurance

Maternity care may include tests
and services described elsewhere
in the SBC (Le. ultrasound).

Home health care

10% coinsurance

20% comsurance

120 visits /benefit petiod for
Home Health and Private Duty
Nursing combined,

Rehabilitation services

10% coinsurance

20% coinsutance

Habilitation services

10% coinsurance

20% coinsurance

*See Therapy Services section.

o Skilled nursing care

10% coinsurance

20% coinsutance

60 days/benefit period for skilled
nursing services.

| Durable medical equipment

10% colnsurance

20% coinsutance

*See Durable Medical
Equipment Section

;| Hospice services

10% coinsurance

10% coinsurance

{ Children’s eye exam

Not covered

Not covered

Children’s glasses

Not covered

Not covered

| Children’s dental check-up

Not covered

Not covered

Excluded Services & Other Covered Services:

excluded _s_ervicc_s.)

Acupuncture

Dental care {Adulk)
Eye exams for a child
Long-term care

Weight loss programs

Setvices Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other

Bariatric surgery

Dental care (Pediatric)

(Hasses for a child

Routine eye care (Adult)

Cosmetic sutgery
Dental Check-up
Hearing aids

NCcessary

Routine foot care unless medically

* For more information about limitations and exceptions, see plan or policy document at https://eoc.anthem.com/cocdps/aso.
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Chiropractic care 24 visits /benefit period o Infertility treatment $40,000 ¢ Most coverage provided outside the United
o Private-duty nursing 120 visits/benefit maximum/lifetime States. See www.bchselobaicore.com
period combined with Home Health

Your Rights to Continue Coverage: Thete are agencies that can help if you want to continie your coverage after it ends. The contact information for those
agencies is: State of Indiana Depattment of Insurance, 311 W. Washington Street, Suite 300, Indianapoks, Indiana 46204, (800) 622-4461, (317) 232-2395,
www.in.gov/idoi/3008.htm, Depatrtment of Health and Human Services, Center for Consumer Information and Insurance Oversight, 1-877-267-2323
x61565, www.cciio.cms.gov. Other coverage options may be available to you, too, including buying individual insurance coverage through the Health
Insurance Marketplace. For mote information about the Matketplace, 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 1s
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 on how 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:

ATTN: Grievances and Appeals, P.O. Box 105568, Atlanta GA 30348-5568

Depattment of Health and Human Services, Center for Consumer Information and Insurance Oversight, 1-877-267-2323 x61565, www.cciio.cms.gov

Does this plan provide Minimum Essential Coverage? Yes

Minimum Hssential 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 ate eligible for certain types of Minimum Fssential Coverage, you may not be eligible for the
premium tax credit.

Does this plan meet the Minimum Value Standards? Yes/No
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, sce the next section. ]

* For mote information about limitations and exceptions, see plan ot policy document at https://eocanthem.com/eocdps/aso.
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About these Coverage Examples:

coverage,

This is not a cost estimatot, 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

B The plan’s overall deductible $1,500
8 Specialist cofnsurance 10%

10%
10%

8 Hospital (facility) coinsurance
8 Other coinsurance

‘This EXAMPLE event includes setvices
lile:

Specialist office visits (prenatal care)
Childbirth /Delivery Professional Services
Childbirth /Delivery Facility Services
Diagnostic tests (witrasounds and bivod work)
Specialist visit (anesthesia)

# The plan’s overall deductible $1,500
B Specialist coinsurance 10%
B Hospital (facility) coinsurance 10%
@ Other coinsurance 10%

This EXAMPLE event includes setvices
like:

Primary care physician office visits (inc/uding
disease education)

Diagnostic tests (bhod work}

Prescription drugs

Durable medical equipment {g/ucose meter)

B The plan’s overall deductible $1,500
B Specialist cornsurance 10%
B Hospital (facility) coinsurance 10%
# Other coinsurance 10%

'This EXAMPLE event includes setvices
like:

Emergency toom care (zueluding medical supplies)
Diagnostic test (x-ray)

Durable medical equipment (uiches)
Rehabilitation services (physical therapy)

otal Brainple Cost Towl Bxample Cos 600 ol Example Gost
In ﬂ’llS example, Peg would pay: In thls example Joe would pay: In thls cxample Mia would pay
. RN Cost S]mrmg _____ T el Cost Sbmmg L Pt CostSbarmg e
Deductibles §1,500 Deductibles $1,500 Deductibles $1,500
Copayments $10  Copayments $700  Copayments $10.
Comsumncc $1,100 Comqumnce $50 CoinsuranCL $100
S What dswteovered o Whatisn't covered S \What isn't covered o
L 1rmtbﬂor exclusmns $60 Llnuts ot CXCIUSIOHb 420 Llrmts or exclusions
670 The total Joewould payis =~ | $2270  The total Mia would pay is

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Language Access Services:

(T'T'Y /TDD: 711)

Albanian (Shqip): Nése keni pyetje né lidhje me kété dokument, keni té drejté t& merrni falas ndihmé dhe informacion né gjuhén tuaj. Pér té€ kontaktuar me
njé pérkthyes, telefononi (833) 578-4441

Ambharic (RTICT): NARLY A12 Y@ e hAPT NLNP 27E ACRH AT BUY ARLE NIR PAINTH ABqF AAPT= AN+LATY, AGITIL (833) 578-
4441 2 RM~frx:

. (833) 578-4441 o Jeall can o M Siandll e gaatialy cile glaadl g Basbuadl o ) peandl ol Gacd caitidl 1aa ol ol ladiag @i alal A 1Y ;(3_,,..,1):.5) Arabic

Armenian (huylipkl). Bpl wyu thwunwpenph hhun juwjws hwpglip nihbp, npmp hpunjnibip niikp win]&wp winwtiug ogimtpnis b
b lunynipynih dbp hqny: Pupguwiish hin unubne hudup quiiquihupbp hnlyug hbpwunuahwdopny ' (833) 578-4441;

Bussa (‘Bisi) Wiidin): M dyi dyi-dié-dg bé bédé ba cée-d2 nia ke dyind, o md ni dyi-Bdin-d2 b&h ké gbo-kpa-kpa ké b5 kp5 dé m bidi-widitin
b6 pidyi. BE m ké wudu-ziin-nyd qo gbo wudi ke, da (833) 578-4441.

Bengali (RFT): T 9% AIf0iad 9@ S@E (ST 98 4F, G IR ST Fean[Ey SRy T0E 8 OFf 8T NS ST ow|
AFS (WS ST FAT AT S (333) 5784441 —(® FF FPA

Burmese ([g§0): ofengodenmdsé vodonode oot eefgsindanpbypm§olon mqodmconiypisé smeando? meefmieg cowepecdd
c0§omomeomifgd qupdbet cofoal §dloopdr somigs s comre[pEaf ¢ (833) 578-4441 o3 ol Q&ﬂil

Chinese (F130) ¢ WNRMEASIAAEIEER - ARERETHYES DEESHEINEN - WFEPEER M » HEHE(833) 578-4441,

Dinka (Dinka): Na not) thiééc né ke de yi thotg, ke yin nog lofy bé vi kuony ku wer aléu bé geer vic yin ne thoty du ke cin wéu tddug ke piny. T'e kor vin
ba jam wéné ran ye thok geryic, ke yin ¢al (833) 578-4441.

Dutch (Nedetlands): Bij vragen over dit document hebt u recht op hulp en informatie in nw taal zonder bifkomende kosten. Als u een tolk wilt spreken,
belt u (833) 578-4441.

pad Gt 1y Sed 3 Oledbl LS syl e Py G gl adoasla Liw Ge!l st e b 48 L3530 3o ! {wy LB) Farsi
v daa i wlad (833) 578-4441 sobad Lo e dldd ppals S Loy 383538 sl o iS adloyd glisaatba Glo) 4 st adig)s




Language Access Services:
French (Frangais) : Si vous avez des questions sur ce document, vous avez la possibilité d’accéder pratuitement a ces informations et 4 une alde dans votre

langue. Pour patler & un interpréte, appelez le (833) 578-4441.

German (Deutsch): Wenn Sie Fragen zu diesem Dokument haben, haben Sie Anspruch auf kostenfreie Hilfe und Information in Threr Sprache. Um mit
einem Dolmetscher zu sprechen, bitte withlen Sie (833) 578-4441.

Greek (EAMvidr) Av éyete toydv amopleg oyetnd pe 1o nopdv éyypayo, éyete o Smalwpa va hafete Bonbeia non nhypopoples o1y yAwooa cug Swoedv. T vor
pAvoete pe namotov Steppnvén, Tispuvhote oto (833) 578-4441.

Gujarati (%2Ucll): ] 2l €d(Qoy 23 wUa S16URL Wsl & dl, S1EURL WY ddR viuedl dIT Hee e HilEdl Aaadis] dye
wES1R B, glNaul AE did Sl Hie, Sle 5] (833) 5784441,

Haitian Creole (Kreyol Ayisyen): Si ou gen nenpot kesyon sou dokiman sa a, ou gen dwa pou jwenn éd ak enfomasyon nan lang ou gratis. Pou pale ak yon
entépret, rele (833) 578-4441.

Hindi (fg&l: 3R 9% IRT 50 Tl & 91 3 1S 25T 5, A 3! foT:3fedh 3lT 81191 A Heg 3 ARl UIed Siel i ISR g
TR art &) & v, wia wi(833) 578-4441 I

Hmong (White Hmong): Yog tias koj muaj lus nug dab tsi ntsig txog daim ntawv no, koj muaj cai tau txais kev pab thiab lus ghia hais ua koj hom lus yam
tsim xam tus nqi. Txhawm tau tham nrog tus neeg txhats lus, hu xov tooj rau (833) 578-4441.

Igbo (Igbo): O bur u na i nwere ajuju ¢ bula ghasara akwukwo 2, 1 nwere ikike inweta enyemaka na ozi n'asusu gi na akwughi ugwo 0 bula. Ka gi na gkgwa
okwu kwuo okwu, kpog (833) 578-4441.

Ilokano (Tlokano): Nu addaan ka iti aniaman a saludsod panggep iti daytoy a dokumento, adda karbengam a makaala ti tulong ken impormasyon babaen t
lenguahem nga awan ti bayad na. Tapno makatungtong ti maysa nga tagipatarus, awagan ti (833) 578-4441.

Indonesian (Bahasa Indonesia): Jika Anda memiliki pertanyaan mengenai dokumen ini, Anda memiliki hak untuk mendapatkan bantuan dan informast
dalam bahasa Anda tanpa biaya. Untuk berbicara dengan interpreter kami, hubungi {833) 578-4441.

Italian (Italiano): In caso di eventuali domande sul presente documento, ha il dititto di ricevere assistenza ¢ informazioni nella sua lingua senza alcun costo

aggiuntivo. Per parlare con un interprete, chiami il numero (833) 578-4441
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Language Access Setvices:

Japanese ([l Z58): CONECOWNBEPTTERL mbHNE. BEECEHBED S5 CERNTEER0 HHREESETINH DS

¥, WARCFETICME. (833) 578-4441 i RS,

Khmer (324): idgamnsainypns]anfiamanns: grensndsgusguSurifme e i oSN s e A sif

1SN AW RUMTL gietyTi833) 578-4441 !

Kitundi (Kirundi): Ugize ikibazo ico atico cose kuri iyi nyandiko, ufise uburenganzira bwo kuronka ubufasha mu rurimi rwawe ata giciro. Kugira uvugishe
umusemuzi, akura (833) 578-4441,

Korean (SH0]); & 2 A 0f CHeff o st Ro|AME 0|2t UE A, HoloAl= HEH7t ArBSt= I0l2 R =5 Y HEE & Ha7t
Q& L|CH £ 9 ALRt O] OF7 | 512 ™ (833) 578-4441 B E2|SHUA| 2.

Lao (W9559290): fauanddmanlogryoriucensgint, vaniSoldsunoingonciie wor cynclinwisnasyymlosteases.
cioalsSuudnccuwama, Toilums (833) 578 4441,

Navajo (I}iné): Dif naaltsoos biké'igii ahgo bina'idilkidgo n& bohénéedzi doo bee ah6ot'l” t'34 ni nizaad k'ehji bee nit hodconih t'dadoo badh ilinig6o.
Ata’ halne’igii 1a* bich’i’ hadeesdzih ninizingo kop' hodiilnih (833) 578-4441.

Nepali (Z39TelN): A& A7 FISIAET TITEHT Fgt WIEE S 3, ST ATTTAT T:970% TG T STHEHHT TOT 56 rae g T9reeT gl
SYVTIRRT F7 o1 AT, A5t T TR (833) 578-4441

Oromo (Oromifaa): Sanadi kanaa wajiin walqabaate gaffi kamiyuu yoo qabduu tanaan, Gatrgaarsa argachuu fi odeeffanoo afaan ketiin kaffaltii alla argachunt
mirgaa gabdaa. Tutjumaana dubaachuuf, (833) 578-4441 bilbilla.

Pennsylvania Dutch (Deitsch): Wann du Frooge iwwer selle Document hoscht, du hoscht die Recht um Helfe un Information zu griege in dei Schprooch
mitaus Koscht. Um mit en Twwersetze zu schwetze, ruff (833) 578-4441 aa.

Polish (polski): W przypadku jakichkolwiek pytad zwigzanych z niniejszym dokumentem masz prawo do bezplatnego uzyskania pomocy oraz informacji w
swoim jezyku. Aby porozmawiaé z tlumaczem, zadzwon pod numer (833) 578-4441.

Portuguese (Portugués): Se tiver quaisquer dividas acerca deste documento, tem o diteito de solicitar ajuda e informagdes no seu idioma, sem qualquer
custo. Para falar com um intérprete, ligue para (833) 578-4441.
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Language Access Services:
Punjabi (dFrsh: 3 3o fow orzew O3 o9t AES g U5 3 3R 8% Hes €8 wiuE 3 B9 Hee v wreardt YUs §96 o witiera ger
J1 B grie &8 918 I9% B (833) 5784441 IS T

Romanian (Romina): Dacd aveti intrebird referitoare la acest document, avefi dreptul sd primifi ajutor §iinformatii in limba dumneavoastriin mod

gratuit. Pentro a va adresa unui interpret, contactatitelefonic (833) 578-4441.

Russian (Pyccxmii): ccau v BAC €CTH KaKAE-ANO0 BOIPOCH B OTHONIERMIT ALHHOTO AOKYMEHT4, BEI HMECTE IIPABO HA OECTIAATHOE HOAYIEHNE TOMOIIHE U

uHOPMANIH HA BAIITEM A3SHXE. QTOOH CBA3ATHCH C YCTHRIM IEPEBOATHKOM, IFOSBOHHATE 10 T¢A.  (833) 578-4441.

Samoan (Samoa): Afai ¢ iai ni ou fesili e uiga i lenei tusi, e iai lou ‘aia ¢ maua se fesoasoani ma faamatalaga i lou Java gagana e aunoa ma se totogi. Ina ia
talanoa i se tagata faalili, vili (833) 578-4441.

Serbian (Srpski): Ukoliko imate bilo kakvih pitanja u vezi sa ovim dokumentom, imate pravo da dobijete pomo¢ 1 informacije na vasem jeziku bez ikalvih
troskova. Za razgovor sa prevodiocem, pozovite (833) 578-4441.

Spanish (Espaifiol): 51 tiene preguntas acetca de este documento, dene derecho a recibir ayuda e informacién en su tdioma, sin costos. Para hablar con un
intérprete, Hame al (833) 578-4441.

Tagalog (Tagalog): Kung mayroon kang anumang katanungan tungkol sa dokumentong ito, may karapatan kang humingi ng tulong at impormasyon sa
ityong wika nang walang bayad. Makipag-usap sa i1sang tagapagpaliwanag, tawagan ang (833) 578-4441.

Thai (W) winvihuddranuien emduanasativi vinuddnivazlssuanuhaunfavardayalummvasvitu e llfier @ Inains
(833) 578-4441 1aWAARALAIY

Ukrainian (¥xpafHchika): K0 ¥ BAC BHHUKAIOTH 3AIHTIHEA 3 IPHBOAY IBOTO AOKYMEHTA, BH MAETE IPABO DEIKOMITOBHO OTPHMATH AOIIOMOTY &
HOPMATIIO BAMIOIO PIAHOIO MOBOIO. [TI00 OTPHMATH HOCAYTH NEPEKAAAATA, 32TEAEDOHYHTE 32 HOMEDPOM: (833) 578-4441,

éf}ﬁhfeﬁws-d@héaﬁfﬁdmhmujmmw Oy el Jj!.na}safiﬁ &ddijméﬁlﬂcfig}n&)@:ijﬁt’uﬁuﬂ;l Z(}-{)i)Urdu
- S JE g (833) 578 4441 (et

Vietnamese (Tiéng Viét): Néu quy vi cd bét Ly thic mfc nio v& tai libu nay, quy vi c6 quyén nhén sy trg giup va thong tin béng ngon ngit clla quy vi hoan
toan mien phi. PE trac ddi véi mdt thong dich vién, hiy goi (833) 578-4441.

I¥ [TUY Y TP0D 7 [N JROIDW YR 'R VYROINDYR DYT WP 1Y GOV T 1R UND DIV RT DYUT [AUH TH7RY 0N R IR {6 TR) (Yiddish)
- (833) 578-4441 USN QWNVYTWIAN X
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Language Access Services:
Yoruba (Yorttba): T o bd ni éyfkéyii théré nipa ikosile Vi, o ni eto lit gba irinwo iti fwiffin ni 8dé re 1060¢. B4 wa 6gb1}fd kan sQro, pe (833) 578-4441.

It's impottant we treat you fairly

That’s why we follow federal civil tights laws in our health programs and activities. We don’t discriminate, exclude people, or treat them differently on the
basis of tace, colot, national origin, sex, age or disability. or people with disabilities, we offer free aids and services. For people whose primary language isn’t
English, we offer free language assistance services through interpreters and other written languages. Interested in these services? Call the Member Services
number on yout 1D card for help (T'TY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color, national origin, age,
disability, ot sex, you can file a complaint, also known as a grievance. You can file a complaint with outr Compliance Coordinator in writing to Compliance
Coordinator, P.0O. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you can file a complaint with the U.S. Department of Health and
Human Services, Office for Civil Rights at 200 Independence Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 ot by calling 1-800-368-
1019 (TDD: 1- 800-537-7697) ot online at https://ocrportal.hhs.pov/oct/portal/lobby.jsf. Complaint forms ate available at

hitp:/ /www.hhs.gov/oce/office/file /index.html
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