Fallon Health: Preferred Care QHD 2000 HSA
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: Beginning on or after 01/01/2017
Coverage for: Individual and Individual + Family | Plan Type: PPO

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
document at www.fallonhealth.org/plandocs. or by calling 1-888-468-1541.
Important Questions

What is the overall
deductible?

Are there other
deductibles for specific
services?

Answers
$2,000 person/$4,000
family for in-network
services. $4,000
person/$8,000 family for
out-of-network services.
Doesn't apply to innetwork preventive care
services.

Why this Matters:

No.

You don't have to meet deductibles for specific services, but see the chart starting on page 2 for other
costs for services this plan covers.

You must pay all the costs up to the deductible amount before this plan begins to pay for covered
services you use. Check your policy or plan document to see when the deductible starts over (usually,
but not always, January 1st). See the chart starting on page 2 for how much you pay for covered
services after you meet the deductible.

Yes. For in-network
covered services $6,550
Is there an out–of–pocket person / $13,100 family. The out-of-pocket limit is the most you could pay during a coverage period (usually one year) for your
limit on my expenses?
share of the cost of covered services. This limit helps you plan for health care expenses.
For out-of-network
covered services $6,550
person / $13,100 family.
Premiums, balance-billed
What is not included in
and health care
Even though you pay these expenses, they don't count toward the out-of-pocket limit.
the out–of–pocket limit? charges,
this plan doesn't cover.
Is there an overall annual
The chart starting on page 2 describes any limits on what the plan will pay for specific covered
limit on what the plan
No.
services, such as office visits.
pays?
Yes. See
www.fallonhealth.org/pla
Does this plan use a
ndocs or call 1-888-468network of providers?
1541 for a list of
participating providers.
Do I need a referral to see No. You don't need a
a specialist?
referral to see a specialist.

If you use an in-network doctor or other health care provider, this plan will pay some or all of the costs
of covered services. Be aware, your in-network doctor or hospital may use an out-of-network provider
for some services. Plans use the term in-network, preferred, or participating for providers in their
network. See the chart starting on page 2 for how this plan pays different kinds of providers.
You can see the specialist you choose without permission from this plan.

Questions: Call 1-888-468-1541 or visit us at www.fallonhealth.org/plandocs.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary
at www.fallonhealth.org/plandocs or call 1-888-468-1541 to request a copy.
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Fallon Health: Preferred Care QHD 2000 HSA
Summary of Benefits and Coverage: What this Plan Covers & What it Costs
Important Questions

Answers

Are there services this
plan doesn’t cover?

Yes.

Coverage Period: Beginning on or after 01/01/2017
Coverage for: Individual and Individual + Family | Plan Type: PPO

Why this Matters:
Some of the services this plan doesn't cover are listed in the section Excluded Services & Other
Covered Services. See your policy or plan document for additional information about excluded
services.

Questions: Call 1-888-468-1541 or visit us at www.fallonhealth.org/plandocs.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary
at www.fallonhealth.org/plandocs or call 1-888-468-1541 to request a copy.
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Fallon Health: Preferred Care QHD 2000 HSA
Summary of Benefits and Coverage: What this Plan Covers & What it Costs
•
•
•
•

Coverage Period: Beginning on or after 01/01/2017
Coverage for: Individual and Individual + Family | Plan Type: PPO

Co-payments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.
Co-insurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if
the plan’s allowed amount for an overnight hospital stay is $1,000, your co-insurance payment of 20% would be $200. This may change if
you haven’t met your deductible.
The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and
the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)
This plan may encourage you to use in-network providers by charging you lower deductibles, co-payments and co-insurance amounts.

Common Medical Services You May Need
Event
Primary care visit to treat an
injury or illness
Specialist visit
If you visit a health
care provider’s office
or clinic

Other practitioner office visit

Preventive
care/screening/immunization

If you have a test

Diagnostic test (x-ray, blood
work)
Imaging (CT/PET scans,
MRIs)

Your Cost if
You Use an InNetwork
Provider

Your Cost If
You Use an
Out-ofNetwork
Provider

$35 co-pay/visit
after deductible
$45 co-pay/visit
after deductible
$35 co-pay/visit
with your PCP
and certain other
providers after
deductible; $45
co-pay/visit with a
specialist after
deductible

20% coinsurance
after deductible
20% coinsurance
after deductible

----------------------------------None-----------------------------------

20% coinsurance
after deductible

Preauthorization required for certain covered services.

No charge

20% coinsurance
after deductible

----------------------------------None-----------------------------------

20% coinsurance
after deductible

----------------------------------None-----------------------------------

20% coinsurance
after deductible

Preauthorization required for certain covered services.

Lab Services $30
co-pay after
deductible, Non
Lab Services
Covered in Full
after deductible
$150 co-pay/test
after deductible

Limitations & Exceptions

Preauthorization required for certain covered services.

Questions: Call 1-888-468-1541 or visit us at www.fallonhealth.org/plandocs.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary
at www.fallonhealth.org/plandocs or call 1-888-468-1541 to request a copy.
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Fallon Health: Preferred Care QHD 2000 HSA
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Common Medical Services You May Need
Event

Tier 1 plus Mail Order

If you need drugs to
treat your illness or
condition

Tier 2 plus Mail Order

More information
about prescription
drug coverage is
available at
www.fallonhealth.org.
Tier 3 plus Mail Order

Tier 4 plus Mail Order
Facility fee (e.g., ambulatory
If you have outpatient surgery center)
surgery
Physician/surgeon fees

Your Cost if
You Use an InNetwork
Provider
$5 co-pay
/prescription after
deductible (retail
and emergency);
$10 co-pay
/prescription
(mail order) after
deductible
$30 co-pay
/prescription after
deductible (retail
and emergency);
$60 co-pay
/prescription
(mail order) after
deductible
$60 co-pay
/prescription after
deductible (retail
and emergency);
$120 co-pay
/prescription
(mail order) after
deductible
50% coinsurance
/prescription
(retail, emergency
and mail order)
after deductible
Deductible
Deductible

Coverage Period: Beginning on or after 01/01/2017
Coverage for: Individual and Individual + Family | Plan Type: PPO

Your Cost If
You Use an
Out-ofNetwork
Provider

Limitations & Exceptions

20% coinsurance
after deductible

Retail covers up to a 30-day supply; Emergency services
covers up to a 14-day supply; Mail order covers up to a 90
day supply.

20% coinsurance
after deductible

Retail covers up to a 30-day supply; Emergency services
covers up to a 14-day supply; Mail order covers up to a 90
day supply.

20% coinsurance
after deductible

Retail covers up to a 30-day supply; Emergency services
covers up to a 14-day supply; Mail order covers up to a 90
day supply.

20% coinsurance
after deductible

Retail covers up to a 30-day supply; Emergency services
covers up to a 14-day supply; Mail order covers up to a 90
day supply.

20% coinsurance
after deductible
20% coinsurance
after deductible

Preauthorization required for certain covered services.
Preauthorization required for certain covered services.

Questions: Call 1-888-468-1541 or visit us at www.fallonhealth.org/plandocs.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary
at www.fallonhealth.org/plandocs or call 1-888-468-1541 to request a copy.
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Fallon Health: Preferred Care QHD 2000 HSA
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Common Medical Services You May Need
Event
Emergency room services
If you need immediate Emergency medical
medical attention
transportation
Urgent care
If you have a hospital
stay

If you have mental
health, behavioral
health, or substance
abuse needs

If you are pregnant

Your Cost if
You Use an InNetwork
Provider

Coverage Period: Beginning on or after 01/01/2017
Coverage for: Individual and Individual + Family | Plan Type: PPO

Your Cost If
You Use an
Out-ofNetwork
Provider

Limitations & Exceptions

$150 co-pay/visit $150 co-pay/visit ----------------------------------None----------------------------------after deductible
after deductible
Deductible

Deductible

----------------------------------None-----------------------------------

$35 co-pay/visit
after deductible

20% coinsurance
after deductible

----------------------------------None-----------------------------------

20% coinsurance
after deductible
20% coinsurance
after deductible

Preauthorization required for certain covered services.

20% coinsurance
after deductible
20% coinsurance
after deductible
20% coinsurance
after deductible
20% coinsurance
after deductible

Preauthorization required for certain covered services.

20% coinsurance
after deductible
20% coinsurance
after deductible

For prenatal care, you pay an office visit co-pay for your first
visit only.

Facility fee (e.g., hospital room) Deductible
Physician/surgeon fee

Deductible

Mental/Behavioral Health
Outpatient Services
Mental/Behavioral Health
Inpatient Services
Substance use disorder
outpatient services
Substance use disorder
inpatient services

$35 co-pay/visit
after deductible

Prenatal and postnatal care

$35 co-pay/visit

Delivery and all inpatient
services

Deductible

Deductible
$35 co-pay/visit
after deductible
Deductible

Preauthorization required for certain covered services.

Preauthorization required for certain covered services.
Preauthorization required for certain covered services.
Preauthorization required for certain covered services.

Preauthorization required for certain covered services.

Questions: Call 1-888-468-1541 or visit us at www.fallonhealth.org/plandocs.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary
at www.fallonhealth.org/plandocs or call 1-888-468-1541 to request a copy.
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Fallon Health: Preferred Care QHD 2000 HSA
Summary of Benefits and Coverage: What this Plan Covers & What it Costs
Your Cost If
You Use an
Out-ofNetwork
Provider

Limitations & Exceptions

Deductible

20% coinsurance
after deductible

Preauthorization required for certain covered services.

$35 co-pay/visit
in an office after
deductible
$35 co-pay/visit
in an office after
deductible

20% coinsurance
after deductible

Short-term physical and occupational therapy limited to 60
visits combined in- and out-of-network per year.
Preauthorization required for certain covered services.

20% coinsurance
after deductible

Preauthorization required for certain covered services.

Skilled nursing care

Deductible

Up to 100 days per year combined in- and out-of-network.
Preauthorization required for certain covered services.

Durable medical equipment

30% coinsurance
after deductible

Hospice service

Deductible

20% coinsurance
after deductible
30% coinsurance
after deductible
20% coinsurance
after deductible

Eye exam

No charge

Glasses

No charge

Dental check up

No charge

Home health care
Rehabilitation services

If your child needs
dental or eye care

Coverage for: Individual and Individual + Family | Plan Type: PPO

Your Cost if
You Use an InNetwork
Provider

Common Medical Services You May Need
Event

If you need help
recovering or have
other special health
needs

Coverage Period: Beginning on or after 01/01/2017

Habilitation services

20% coinsurance
after you meet
your deductible
20% coinsurance
after you meet
your deductible
Not covered

Preauthorization required for certain covered services.
Preauthorization required for certain covered services.
Routine eye exams are limited to one per 12 month period.
One designated set, once per calendar year.
Dental check ups are limited to two per 12 month period.

Excluded Services & Other Covered Services:
Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)
•

Acupuncture

•

Hearing Aids (over the age of 21)

•

Private-Duty Nursing

•
•

Cosmetic Surgery
Dental Care (Adult)

•
•

Long-Term Care
Non-Emergency Care When Traveling
Outside the U.S.

•

Routine Foot Care

Questions: Call 1-888-468-1541 or visit us at www.fallonhealth.org/plandocs.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary
at www.fallonhealth.org/plandocs or call 1-888-468-1541 to request a copy.
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Fallon Health: Preferred Care QHD 2000 HSA
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: Beginning on or after 01/01/2017
Coverage for: Individual and Individual + Family | Plan Type: PPO

Excluded Services & Other Covered Services:
Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these
services.)
•

Abortion Services

•

Chiropractic Care

•

Routine Eye Care (Adult)

•

Bariatric Surgery

•

Infertility Treatment

•

Weight Loss Programs

Your Rights to Continue Coverage:
If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay
while covered under the plan. Other limitations on your rights to continue coverage may also apply. For more information on your rights to continue
coverage, contact the plan at 1-888-468-1541. You may also contact your state insurance department, the U.S. Department of Labor, Employee Benefits
Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or
www.cciio.cms.gov.

Your Grievance and Appeals Rights:
If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For questions
about your rights, this notice, or assistance, you can contact: If you are a Massachusetts resident: Fallon, Member Appeals, 10 Chestnut Street, Worcester,
MA, 01608, 1-800-333-2535, ext. 69950. For non-Massachusetts residents: American Health Holding, Inc., 1-800-641-5566. You may also contact your
state insurance department at Massachusetts Division of Insurance Consumer Service Section 1-617-521-7794. Additionally, a consumer assistance program
can help file your appeal. Contact Health Care for All, 30 Winter St., Ste. 1004, Boston, MA 02108, 1-800-272-4232, www.massconsumerassistance.org.

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This
health coverage does meet the minimum value standard for the benefits it provides.

Questions: Call 1-888-468-1541 or visit us at www.fallonhealth.org/plandocs.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary
at www.fallonhealth.org/plandocs or call 1-888-468-1541 to request a copy.
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Fallon Health: Preferred Care QHD 2000 HSA
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage for: Individual and Individual + Family | Plan Type: PPO

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as "minimum essential coverage". This plan or policy does provide
minimum essential coverage.

Language Access Services
Spanish (Español): Para obtener asistencia en Español, llame al 1-888-468-1541.

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

Questions: Call 1-888-468-1541 or visit us at www.fallonhealth.org/plandocs.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary
at www.fallonhealth.org/plandocs or call 1-888-468-1541 to request a copy.
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Fallon Health: Preferred Care QHD 2000 HSA
Coverage Examples

About these Coverage
Examples:
These examples show how this plan might
cover medical care in given situations. Use
these examples to see, in general, how much
financial protection a sample patient might
get if they are covered under different plans.

This is not a
cost estimator.
Don’t use these examples to
estimate your actual costs under
this plan. The actual care you
receive will be different from these
examples, and the cost of that care
will also be different.
See the next page for important
information about these examples.

Coverage for: Individual and Individual + Family | Plan Type: PPO

Having a baby

Managing type 2 diabetes

(normal delivery)

(routine maintenance of
a well-controlled condition)

Amount owed to providers: $7,540
Plan pays $5,460
Patient pays $2,080

Sample care costs:
Hospital charges (mother)
Routine obstetric care
Hospital charges (baby)
Anesthesia
Laboratory tests
Prescriptions
Radiology
Vaccines, other preventive
Total

$2,700
$2,100
$900
$900
$500
$200
$200
$40
$7,540

Patient pays:
Deductibles
Co-pays
Co-insurance
Limits or exclusions
Total

$2,000
$50
$0
$30
$2,080

Amount owed to providers: $5,400
Plan pays $2,730
Patient pays $2,670

Sample care costs:
Prescriptions
Medical Equipment and Supplies
Office Visits and Procedures
Education
Laboratory tests
Vaccines, other preventive
Total

$2,900
$1,300
$700
$300
$100
$100
$5,400

Patient pays:
Deductibles
Co-pays
Co-insurance
Limits or exclusions
Total

Questions: Call 1-888-468-1541 or visit us at www.fallonhealth.org/plandocs.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary
at www.fallonhealth.org/plandocs or call 1-888-468-1541 to request a copy.

$2,000
$630
$0
$40
$2,670
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Fallon Health: Preferred Care QHD 2000 HSA
Coverage Examples

Coverage for: Individual and Individual + Family | Plan Type: PPO

Questions and answers about the Coverage Examples:
What are some of the
assumptions behind the
Coverage Examples?

What does a Coverage Example
show?

Can I use Coverage Examples to
compare plans?

For each treatment situation, the Coverage
Example helps you see how deductibles, copayments, and co-insurance can add up. It also
helps you see what expenses might be left up to
you to pay because the service or treatment isn’t
covered or payment is limited.

ü Yes. When you look at the Summary of

•

Costs don’t include premiums.

•

Sample care costs are based on national
averages supplied by the U.S. Department of
Health and Human Services, and aren’t
specific to a particular geographic area or
health plan.

•

The patient’s condition was not an excluded
or preexisting condition.

•

All services and treatments started and ended
in the same coverage period.

•

There are no other medical expenses for any
member covered under this plan.

•

Out-of-pocket expenses are based only on
treating the condition in the example.

•

The patient received all care from in-network
û
providers. If the patient had received care
from out-of-network providers, costs would
have been higher.

Does the Coverage Example
predict my own care needs?
û No. Treatments shown are just examples.

Benefits and Coverage for other plans, you’ll
find the same Coverage Examples. When you
compare plans, check the “Patient Pays” box
in each example. The smaller that number,
the more coverage the plan provides.

Are there other costs I should
consider when comparing plans?

The care you would receive for this condition ü
could be different based on your doctor’s
advice, your age, how serious your condition
is, and many other factors.

Does the Coverage Example
predict my future expenses?
No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your own
costs will be different depending on the care
you receive, the prices your providers charge,
and the reimbursement your health plan
allows.

Yes. An important cost is the premium you
pay. Generally, the lower your premium, the
more you’ll pay in out-of-pocket costs, such
as co-payments, deductibles, and coinsurance. You should also consider
contributions to accounts such as health
savings accounts (HSAs), flexible spending
arrangements (FSAs) or health
reimbursement accounts (HRAs) that help
you pay out-of-pocket expenses.

Questions: Call 1-888-468-1541 or visit us at www.fallonhealth.org/plandocs.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary
at www.fallonhealth.org/plandocs or call 1-888-468-1541 to request a copy.
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Important!
If you, or someone you’re helping, has questions about Fallon Health, you have the right to get
help and information in your language at no cost. To talk to an interpreter, call 1-800-868-5200.
Spanish:
Si usted, o alguien a quien usted está ayudando, tiene preguntas acerca de Fallon Health, tiene
derecho a obtener ayuda e información en su idioma sin costo alguno. Para hablar con un
intérprete, llame al 1-800-868-5200.
Portuguese:
Se você, ou alguém a quem você está ajudando, tem perguntas sobre o Fallon Health, você
tem o direito de obter ajuda e informação em seu idioma e sem custos. Para falar com um
intérprete, ligue para 1-800-868-5200.
Chinese:
ዴᯝᝍ㸪ᡈᝍṇᅾ༠ຓⓗᑞ㇟㸪᭷㜝[ᥨධ㡯┠ⓗྡ✃Fallon Health ᪉㠃ⓗၥ㢟㸪ᝍ᭷Ḓ
ච㈝௨ᝍⓗẕㄒᚓ฿ᖳຓイᜥࠋέュ୍⩻㆞ဨ㸪ㄳ᧕㟁ヰ[ᅾṈᥨධᩝᏐ1-800-868-5200.
Haitian Creole:
Si oumenm oswa yon moun w ap ede gen kesyon konsènan Fallon Health, se dwa w pou
resevwa asistans ak enfòmasyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale
avèk yon entèprèt, rele nan 1-800-868-5200.
Vietnamese:
NӃu quý vӏKD\QJѭӡi mà quý vӏ ÿDQJJL~Sÿӥ, có câu hӓi vӅ Fallon Health, quý vӏ sӁ có quyӅn
ÿѭӧc giúp và có thêm thông tin bҵng ngôn ngӳ cӫa mình miӉQSKtĈӇ nói chuyӋn vӟi mӝt
thông dӏch viên, xin gӑi 1-800-868-5200.
Russian:
ȿɫɥɢɭɜɚɫɢɥɢɥɢɰɚɤɨɬɨɪɨɦɭɜɵɩɨɦɨɝɚɟɬɟɢɦɟɸɬɫɹɜɨɩɪɨɫɵɩɨɩɨɜɨɞɭ)DOORQ+HDOWKɬɨ
ɜɵɢɦɟɟɬɟɩɪɚɜɨɧɚɛɟɫɩɥɚɬɧɨɟɩɨɥɭɱɟɧɢɟɩɨɦɨɳɢɢɢɧɮɨɪɦɚɰɢɢɧɚɜɚɲɟɦɹɡɵɤɟȾɥɹ
ɪɚɡɝɨɜɨɪɚɫɩɟɪɟɜɨɞɱɢɤɨɦɩɨɡɜɨɧɢɬɟɩɨɬɟɥɟɮɨɧɭ1-800-868-5200.
Arabic:

1-800-868-5200.

·ϥ ϙϥ ϝΩϱϙ ϭ ϝΩϯ εΥι ΕαωΩϩ αΉϝΓ ΏΥιϭι Fallon Health ˬ ϑϝΩϱϙ ϝΡϕ ϑϱ ϝΡιϭϝ
ωϝϯ ϝϡαωΩΓ ϭϝϡωϝϭϡΕ ϝνέϭέϱΓ ΏϝύΕϙ ϡϥ Ωϭϥ ϱΓ ΕϙϝϑΓ. ϝϝΕΡΩΙ ϡω ϡΕέΝϡ Ειϝ Ώ )
Khmer/Cambodian:

ŹŒƕǣōŒȆŸǪƨŎÝ ǈōŸķŪŎōÝșȇĜŽƨŎÝÝȍŠǵõȇĜĄǻů ŪŎōƕȍĴǻŸƨȹÙŠȍ ǩ Fallon Health ȆŒ, ƨŎÝŪŎōƕǣȆÙňǣȆÙȆÙÙǻ ŽĄȍōǻůōǣõŠȱȇÙÙȝŪŎō ȆŘÝōǵõŨƘ ŸŸƕșƨŎÝ
ȆŕůŪǣōƨƖșŒȹÙǢÝș Ȼ ȇŒȆÙǿŪŒǩōǣŲůćŪǻůƨŎÝŸÝĜŹŒ ƕǸŪ 1-800-868-5200 Ȼ

French:
Si vous, ou quelqu'un que vous êtes en train d’aider, a des questions à propos de Fallon Health,
vous avez le droit d'obtenir de l'aide et l'information dans votre langue à aucun coût. Pour parler
à un interprète, appelez 1-800-868-5200.
Italian:
Se tu o qualcuno che stai aiutando avete domande su Fallon Health, hai il diritto di ottenere
aiuto e informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare
1-800-868-5200.
Korean:
⬀㚱GỴ䚌G❄⏈GỴ䚌ᴴG┉ḔG㢼⏈G㛨⛘G㇠⣀㢨GFallon Health㜄GḴ䚨㉐G㫼ⱬ㢨G㢼␘⮨GỴ䚌⏈G
Ἤ⤠䚐G⓸㟴ḰG㥉⸨⪰GỴ䚌㢌G㛬㛨⦐G⽸㟝G⺴㛺㢨G㛯㡸G㍌G㢼⏈GỀ⫠ᴴG㢼㏩⏼␘. Ἤ⤻᷀G
䋩㜡㇠㝴G㛌ὤ䚌ὤG㠸䚨㉐⏈G1-800-868-5200⦐G㤸䞈䚌㐡㐐㝘.
Greek:
ǼȐȞİıİȓȢȒțȐʌȠȚȠȢʌȠȣȕȠȘșȐĲİȑȤİĲİİȡȦĲȒıİȚȢȖȪȡȦĮʌȠĲȠ)DOORQ+HDOWKȑȤİĲİĲȠ
įȚțĮȓȦȝĮȞĮȜȐȕİĲİȕȠȒșİȚĮțĮȚʌȜȘȡȠĳȠȡȓİȢıĲȘȖȜȫııĮıĮȢȤȦȡȓȢȤȡȑȦıȘīȚĮȞĮȝȚȜȒıİĲİ
ıİȑȞĮȞįȚİȡȝȘȞȑĮțĮȜȑıĲİ1-800-868-5200.
Polish:
-HĞOL7\OXERVREDNWyUHMSRPDJDV]PDFLHS\WDQLDRGQRĞQLHFallon Health, masz prawo do
X]\VNDQLDEH]SáDWQHMLQIRUPDFMLLSRPRF\ZHZáDVQ\PMĊ]\NX$E\SRUR]PDZLDü]WáXPDF]HP
]DG]ZRĔSRGQXPHU1-800-868-5200.
Hindi:
Ǘ ȡ ĤȡÜ ȯ ȡ \ͬȡ ¡Ȱ @  Ȣ

¡ȡȡ f ȡ ¡ȯ  Ȣ åÈ ȯ Fallon Health [ȯ ȡȯ Ʌ Ĥæ ¡ɇ
¡ȡȡ k

ȯ ȡ ȯ ȯ ͧf ,1-800-868-5200  Ȩǔʜ Ʌ @

\Ȣ ȡȡ Ʌ Ý
Ǖ  Ʌ

Ǒ ]ȯ ,ȡ ] ɮȡȡ
,Ȫ ]ȯ ȡ
ǔʜʜǕȡf
Gujarati:

Ks S\p 7Tah S\p Ds9Wp \UU D^ ^ɆuФhФhФ5 Sp\ ФhФ5Tj Ds9Wp Fallon Health iabp ̆ĕs esȿu Ss S\Wp
\UU 7Wp \ eeSj \p`iФ Ws 7iaD ^ Jp . Sp E]½ iaW S\ ^ [ c \ ФhФ5 ̆ ƜS D^ bD ȿu Jp . U [
acȿu Фs iФ S D^ \ N°,8 1-800-868-5200 X^ Ds_ D^s.
Laotian:
ǚ ǩƞƊ
Ǚ ƞƋ, Ƙ ǘ ǩǔ ǩƂ
Ǚ ƞƋƀ
Ǟ ƞƕǐƃƅ
Ǚ ƖƆƩƘ ǘ ǩǔ ǩƙ, ƒ Ǟ ƂƞƉƞƒƀ
Ǚ ǟƖƀǐƌ Fallon Health, Ɗ
Ǚ ƞƋƒ
Ǘ ƋƊ Ǚ ǩƊ
ǖ ƋƁ
ǐ ƋƐƞƗƞƁƙƃƊ
ǚ ƚǐƌƀƞƋƅ
Ǚ ƖƆƩƘ ǘ ǩǔ ǩƙƪƕƜƁ
Ǟǚ ƒ
Ǚ ƞƖƗƞƋƊ Ǚ ǩƩƍ
Ǚ ƞƋƌ
ǞǙ ƒ Ƃ
Ǚ ƞƬƅ
ǚ Ƅ
Ǚ ƞƆ.
Ǒ ƗƇƊ Ǚ ǩƄƜƭƇ
ƀƞƋƫƙ
ǚ ƕ
ǚ ƫƊƘƞ 1-800-868-5200.
Ǘ ƒƀǐƌƋƞƆƐƞƗƞ, ƬƘ
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Notice of nondiscrimination
Fallon Health complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability or sex. Fallon does not exclude people or
treat them differently because of race, color, national origin, age, disability or sex.

Qualified sign language interpreters
Written information in other formats (large print, audio, accessible electronic
formats, other formats)

Qualified interpreters
Information written in other languages

Provides free language services to people whose primary language is not English, such
as:

o
o

Provides free aids and services to people with disabilities to communicate effectively
with us, such as:

Fallon Health:
x

x
o
o

If you need these services, contact Customer Service at the phone number on the back of your
member ID card, or by email at cs@fallonhealth.org.
If you believe that Fallon Health has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability or sex, you can file a grievance
with:
Compliance Director
Fallon Health
10 Chestnut St.
Worcester, MA 01608
Phone: 1-508-368-9382 (TRS 711)
Email: compliance@fallonhealth.org
You can file a grievance in person or by mail, fax or email. If you need help filing a grievance,
the Compliance Director 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 https://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, D.C., 20201
Phone: 1-800-368-1019 (TDD: 1-800-537-7697)
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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