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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 07/01/2021 - 06/30/2022 

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the 
cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only a 
summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-866-344-4442 or visit 
www.fallonhealth.org/gic. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, 
or other underlined terms see the Glossary.  You can view the Glossary at www.fallonhealth.org/gic or call 1-866-344-4442 to request a copy. 

Fallon Health: Select Care Coverage for: Individual and Individual + Family |  Plan Type: HMO 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

$500 person/$1,000 family. 
Doesn't apply to preventive 
care. 

Generally you must pay all the costs from providers up to the deductible amount before this plan 
begins to pay. If you have other family members on the plan, each family member must meet their 
own individual deductible until the total amount of deductible expenses paid by all family members 
meets the overall family deductible. 

Are there services covered 
before you meet your 
deductible? 

Yes. Preventive care and 
primary care services are 
covered before you meet your 
deductible. 

This plan covers some items and services even if you haven't yet met the deductible amount. But a 
copayment or coinsurance may apply. 

Are there other deductibles 
for specific services? 

Yes. $100 person/$200 family 
for prescription drug coverage. 
There are no other specific 
deductibles. 

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? 

For in-network providers: 
$5,000/person or 
$10,000/family. 

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other 
family members in this plan, they have to meet their own out-of-pocket limits until the overall family 
out-of-pocket limit has been met . 

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

Premiums, balance-billed 
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. See 
www.fallonhealth.org/gic or call 
1-866-344-4442 for a list of
participating providers.

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. 

(DT - OMB control number: 1545-0047/Expiration DATE: 12/31/2019)(DOL - OMB control number: 1210-0147/Expiration DATE: 5/31/2022) 2A266 
(HHS - OMB control number: 0938-1146/Expiration DATE: 10/31/2022) 

http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#premium
http://www.healthcare.gov/sbc-glossary/#allowed-amount
http://www.healthcare.gov/sbc-glossary/#balance-billing
http://www.healthcare.gov/sbc-glossary/#coinsurance
http://www.healthcare.gov/sbc-glossary/#copayment
http://www.healthcare.gov/sbc-glossary/#deductible
http://www.healthcare.gov/sbc-glossary/#provider
http://www.healthcare.gov/sbc-glossary/#deductible
http://www.healthcare.gov/sbc-glossary/#deductible
http://www.healthcare.gov/sbc-glossary/#deductible
http://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
http://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
http://www.healthcare.gov/sbc-glossary/#network-provider
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Important Questions Answers Why This Matters: 

Do you need a referral to 
see a specialist? 

Yes. Your Primary Care 
Physician can provide you with 
a copy of the referral form 
when you need to see a 
specialist. 

This plan will pay some or all of the costs to see a specialist for covered services but only if you have 
a referral from your PCP before you see the specialist. 

http://www.healthcare.gov/sbc-glossary/#referral
http://www.healthcare.gov/sbc-glossary/#specialist
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All copayment and coinsurance costs shown in this chart are either before or after your deductible has been met, if a deductible applies. 

What You Will Pay Limitations, Exceptions, & Other Important Common 
Services You May Need Network Provider Medical Event Out-of-Network Provider Information

(You will pay the least) (You will pay the most) 
Primary care visit to treat an $20 copay/visit Not covered ------------None-------------injury or illness 

Tier 1: $30 copay/visit; Tier 2: Referral and preauthorization required for If you visit a health Specialist visit $60 copay/visit; Tier 3: $75 Not covered certain covered services. care  provider's  office or copay/visit 
clinic You may have to pay for services that aren't 

Preventive care/ preventive. Ask your provider if the services No charge Not covered screening/immunization needed are preventive. Then check what 
your plan will pay for. 

Diagnostic test (x-ray, blood Deductible Not covered ------------None-------------work) 

Limited to one copay per day when If you have a test 
Imaging (CT/PET scans, $100 copay/test then performed at the same facility for the same Not covered MRIs) deductible diagnosis. Referral and preauthorization 

required for certain covered services. 

http://www.healthcare.gov/sbc-glossary/#copayment
http://www.healthcare.gov/sbc-glossary/#coinsurance
http://www.healthcare.gov/sbc-glossary/#deductible
http://www.healthcare.gov/sbc-glossary/#deductible
http://www.healthcare.gov/sbc-glossary/#provider
http://www.healthcare.gov/sbc-glossary/#specialist
http://www.healthcare.gov/sbc-glossary/#preventive-care
http://www.healthcare.gov/sbc-glossary/#screening
http://www.healthcare.gov/sbc-glossary/#diagnostic-test
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Common 
Medical Event Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 
InformationNetwork Provider 

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

Tier 1 

$10 copay /prescription (retail 
and emergency); $25 copay/ 
prescription (mail order) after 
deductible 

Not Covered 

Prescription drug coverage is administered 
by ExpressScripts. For additional 
information, visit www.express-
scripts.com/gicrx or call Customer Service at 
1-855-283-7679 (TTY 711)

If you need drugs to 
treat your illness or 
condition 
More information about 
prescription drug 
coverage is available 
at www.express-
scripts.com/gicrx 

Tier 2 

$30 copay/ prescription (retail 
and emergency); $75 copay/ 
prescription (mail order) after 
deductible 

Not Covered 

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. 

Tier 3 

$65 copay/ prescription (retail 
and emergency); $165 copay/ 
prescription (mail order) after 
deductible 

Not Covered 
Some drugs require prior authorization to be 
covered. Some drugs have quantity 
limitations. 

Tier 4 

SPECIALTY DRUGS: Limited 
to a 30-day supply with 
appropriate tier copay (see 
above) when purchased at a 
designated specialty 
pharmacy. 

Not covered 

Limited to a 30-day supply. May be filled 
once at a retail pharmacy. After initial fill, 
must be obtained at a designated specialty 
pharmacy. Some drugs require prior 
authorization to be covered. Some drugs 
have quantity limitations. Some specialty 
drugs may also be covered under your 
medical benefit. 

If you have outpatient 
surgery 

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

$250 copay/surgery then 
deductible; Outpatient 
Surgery for Eye and GI 
procedures; Non-Hospital 
setting; $150 copay/surgery 
then deductible 

Not covered 
Up to four copays per member per benefit 
year. Referral and prior authorization 
required for certain covered services. 

Physician/surgeon fees Deductible Not covered Referral and preauthorization required for 
certain covered services. 

Emergency room care $100 copay/visit then 
deductible 

$100 copay/visit then 
deductible Copayment waived if admitted 

If you need immediate 
medical attention 

Emergency medical 
transportation Deductible Deductible ------------None-------------

Urgent care $20 copay/visit $20 copay/visit Includes visits to contracted limited service 
clinics. 

http://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
http://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
http://www.healthcare.gov/sbc-glossary/#emergency-room-care-emergency-services
http://www.healthcare.gov/sbc-glossary/#emergency-medical-transportation
http://www.healthcare.gov/sbc-glossary/#emergency-medical-transportation
http://www.healthcare.gov/sbc-glossary/#urgent-care
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Common 
Medical Event Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 
InformationNetwork Provider 

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

If you have a hospital 
stay 

Facility fee (e.g., hospital 
room) 

Tier 1: $275 copay; Tier 2: 
$500 copay; Tier 3: $1,500 
copay/admission then 
deductible 

Not covered 

One copayment, per member, per quarter 
each benefit year. Referral and 
preauthorization required for certain covered 
services. 

Physician/surgeon fees Deductible Not covered Referral and preauthorization required for 
certain covered services. 

If you need mental
health, behavioral
health, or substance
abuse services 

Outpatient services $20 copay/visit Not covered Referral and preauthorization required for 
certain covered services. 

Inpatient services No charge Not covered Referral and preauthorization required for 
certain covered services. 

Office visits 
Tier 1: $15 copay/visit; Tier 2: 
$20 copay/visit; Tier 3: $30 
copay/visit 

Not covered For prenatal care, you pay an office visit 
copay for your first visit only. 

If you are pregnant 

Childbirth/delivery 
professional services 

See childbirth/delivery facility 
services. 

See childbirth/delivery facility 
services. See childbirth/delivery facility services. 

Childbirth/delivery facility 
services 

Tier 1: $275 copay; Tier 2: 
$500 copay; Tier 3: $1,500 
copay/admission then 
deductible 

Not covered 

One copayment, per member, per quarter 
each benefit year. Referral and 
preauthorization required for certain covered 
services. Inpatient amount is inclusive of 
childbirth/delivery professional services. 
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Common 
Medical Event Services You May Need 

What You Will Pay Limitations, Exceptions, & Other Important 
InformationNetwork Provider 

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

Home health care Deductible Not covered Referral and preauthorization required for 
certain covered services. 

Rehabilitation services $20 copay/visit in an office Not covered 
Prior authorization required after 90 days for 
short-term physical and occupational 
therapy. 

If you need help 
recovering or have 
other special health 
needs 

Habilitation services $20 copay/visit in an office Not covered 

Early intervention services covered for 
children from birth to age 3 with no 
copayment. Referral and preauthorization 
required for certain covered services. 

Skilled nursing care Deductible Not covered 
Up to 100 days per year. Referral and 
preauthorization required for certain covered 
services. 

Durable medical equipment 20% coinsurance after 
deductible Not covered Referral and preauthorization required for 

certain covered services. 

Hospice services No charge Not covered Referral required. 

If your child needs 
Children's eye exam $20 copay/visit Not covered Routine eye exams are limited to one per 24 

month period. 

dental or eye care Children's glasses Not covered Not covered ------------None-------------

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.) 

• Acupuncture • Long-Term Care • Private-Duty Nursing 
• Cosmetic Surgery • Non-Emergency Care When Traveling Outside • Routine Foot Care 

the U.S. 
• Dental Care (Adult) 

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your  plan  document.) 
• Abortion Services • Hearing Aids • Routine Eye Care (Adult) 
• Bariatric Surgery • Infertility Treatment • Weight Loss Programs 
• Chiropractic Care (limited to 12 visits per benefit

year) 

http://www.healthcare.gov/sbc-glossary/#home-health-care
http://www.healthcare.gov/sbc-glossary/#rehabilitation-services
http://www.healthcare.gov/sbc-glossary/#habilitation-services
http://www.healthcare.gov/sbc-glossary/#skilled-nursing-care
http://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
http://www.healthcare.gov/sbc-glossary/#hospice-services
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#excluded-services
http://www.healthcare.gov/sbc-glossary/#plan
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. For more information, contact the insurer at 
1-800-868-5200. You may also contact your state insurance department at Massachusetts Division of Insurance Consumer Service Section 1-877-563-4467. The
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the Department of Health and Human Services,
Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. 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 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 your state insurance department at Massachusetts Division of Insurance Consumer Service Section 1-877-563-4467. Contact Health Care for All, 
One Federal St., Boston, MA 02110, 1-617-350-7279, www.massconsumerassistance.org. Group members may also contact the Department of Labor's Employee 
Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa. 

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. 

Does this plan meet Minimum Value Standards? Yes 
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. 

Language Access Services: 
Spanish (Español): Para obtener asistencia en Español, llame al 1-866-344-4442. 
whitespace 

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

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The 
valid OMB control number for this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response, including the time 
to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of the time 
estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

www.dol.gov/ebsa
www.massconsumerassistance.org
www.HealthCare.gov
www.cciio.cms.gov
www.dol.gov/ebsa
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About these Coverage Examples: 

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. 

Peg is Having a Baby Managing Joe's type 2 Diabetes Mia's Simple Fracture 
(9 months of in-network pre-natal care and a (a year of routine in-network care of a well- (in-network emergency room visit and follow up 

hospital delivery) controlled condition) care) 

The  plan's overall deductible.   $500 The  plan's overall deductible.   $500 The  plan's overall deductible.   $500 
PCP $20 PCP $20 PCP $20 
Specialist $30 Specialist $30 Specialist $30 
Hospital Stay $275 Durable Medical Equipment 20% Emergency Room $100 

This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like: 
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical 
Childbirth/Delivery Professional Services disease education) supplies) 
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray) 
Diagnostic tests (ultrasounds and blood work) Prescription drugs Durable medical equipment (crutches) 
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy) 

Total Example Cost $22,712 Total Example Cost $12,674 Total Example Cost $2,800 

In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay: 

Cost Sharing 

Deductibles $500 

Copayments $570 

Coinsurance $0 

What isn't covered 

Limits or exclusions $30 

The total Peg would pay is $1,100 

Cost Sharing 

Deductibles $500 

Copayments $260 

Coinsurance $0 

What isn't covered 

Limits or exclusions $20 

The total Joe would pay is $780 

Cost Sharing 

Deductibles $500 

Copayments $510 

Coinsurance $10 

What isn't covered 

Limits or exclusions $0 

The total Mia would pay is $1,020 

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

http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#provider
http://www.healthcare.gov/sbc-glossary/#cost-sharing
http://www.healthcare.gov/sbc-glossary/#deductible
http://www.healthcare.gov/sbc-glossary/#copayment
http://www.healthcare.gov/sbc-glossary/#coinsurance
http://www.healthcare.gov/sbc-glossary/#excluded-services
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#plan


 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 

 

 
 

 
 

 
 

 
 

 
 

 
 

 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
  

 
 

 

Im
portant! 

If you, or som
eone you’re helping, has questions about Fallon H

ealth, you have the right to get 
help and inform

ation 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 H

ealth, tiene 
derecho a obtener ayuda e inform

ación en su idiom
a sin costo alguno. Para hablar con un 

intérprete, llam
e al 1-800-868-5200. 

Portuguese: 
Se você, ou alguém

 a quem
 você está ajudando, tem

 perguntas sobre o Fallon H
ealth, você 

tem
 o direito de obter ajuda e inform

ação em
 seu idiom

a e sem
 custos. Para

 falar com
 um

 
intérprete, ligue para 1-800-868-5200. 

C
hinese: 

如
果

您
，
或

是
您
正
在
協
助
的
對
象
，
有
關
於

[插
入

項
目

的
名

稱
 Fallon H

ealth 方
面

的
問
題

，
您
有

權
利

免
費

以
您
的

母
語
得
到
幫
助
和
訊
息
。
,洽
詢
一
位

翻
譯
員
，

請
撥

電
話

 [在
此
插

入
數
字

 1-800-868-5200. 

H
aitian C

reole: 
Si oum

enm
 osw

a yon m
oun w

 ap ede gen kesyon konsènan Fallon H
ealth, se dw

a w
 pou 

resevw
a asistans ak enfòm

asyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale 
avèk yon entèprèt, rele nan 1-800-868-5200. 

Vietnam
ese: 

N
ếu quý vị, hay người m

à quý vị đang giúp đỡ, có câu
 hỏi về Fallon H

ealth, quý vị sẽ có quyền 
được giúp

 và có thêm
 thông tin

 bằng ngôn ngữ
 của m

ình m
iễn phí. Đ

ể nói chuyện với m
ột 

thông dịch viên, xin
 gọi 1-800-868-5200. 

R
ussian: 

Если у вас или лица, котором
у вы

 пом
огаете, им

ею
тся вопросы

 по поводу Fallon H
ealth, то  

вы
 им

еете право на бесплатное получение пом
ощ

и и инф
орм

ации на ваш
ем язы

ке. Для  
разговора с переводчиком

 позвоните по телеф
ону 1-800-868-5200. 

Arabic: 
كيدل ناك نإ

ىدل وأ 
ش 

صخ
ت 

س
سأ هدعا

ب ةلئ
صخ

صو
 Fallon H

ealth ، ف
كيدل

قحلا 
ف 

ي
صحلا 

 لو
ىلع

سملا 
تامولعملاو ةدعا

ضلا 
ب ةيرور

تغل
ك

ت ةيا نود نم 
فلك

تلل .ة
ثدح

تم عم 
تا مجر

ص
ب ل

 )
1-800-868-5200.

Khm
er/C

am
bodian: 

 
 

 
 Fallon H

ealth
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 1-800-868-5200 



 

 
 

 
 

 
 

 
 

 
 

 
 

 

 
 

 
 

 
 

 
 

 
 

 
 

ο
ο

 
 

ę

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 

French: 
Si vous, ou quelqu'un que vous êtes en train d’aider, a des questions à propos de Fallon H

ealth, 
vous avez le droit d'obtenir de l'aide et l'inform

ation 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 dom

ande su Fallon H
ealth, hai il diritto di ottenere 

aiuto e inform
azioni nella tua lingua gratuitam

ente. Per parlare con un interprete, puoi chiam
are 

1-800-868-5200.

Korean: 
 

Fallon H
ealth

. 
 

1-800-868-5200
. 

G
reek: 

Εάν εσείς ή κάπ
οιος π

ου βοηθάτε έχετε ερω
τήσεις γύρω

 απ
ο τ  Fallon H

ealth, έχετε τ   
δικαίω

μα να λάβετε βοήθεια και π
ληροφορίες στη γλώ

σσα σας χω
ρίς χρέω

ση.Για να μιλήσετε  
σε έναν διερμηνέα, καλέστε 1-800-868-5200. 

Polish: 
Jeśli Ty lub osoba, której pom

agasz ,m
acie pytania odnośnie Fallon

 H
ealth, m

asz praw
o do

 
uzyskania bezpłatnej inform

acji i pom
ocy w

e w
łasnym

 j zyku .Aby porozm
aw

iać z tłum
aczem

,  
zadzw

oń pod num
er 1-800-868-5200. 

H
indi:
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Fallon H
ealth [
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 ,1-800-868-5200 

 
 

G
ujarati: 
 

 
 

 
 

 
 

 
 Fallon H

ealth 
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. 

 
 

 
 

 
,

 1-800-868-5200 
 

 
.

Laotian: 
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, 

 
 

 
 Fallon H

ealth,  
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 1-800-868-5200. 

16-735-008a R
ev. 00 5/16 



 

 
 

 

 

 

N
otice of nondiscrim

ination 
Fallon H

ealth com
plies w

ith applicable Federal civil rights law
s and does not discrim

inate 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. 

Fallon H
ealth: 


Provides free aids and services to people w

ith disabilities to com
m

unicate effectively
w

ith us, such as:
o

Q
ualified sign language interpreters

o
W

ritten inform
ation in other form

ats (large print, audio, accessible electronic
form

ats, other form
ats)


Provides free language services to people w

hose prim
ary language is not English, such

as:
o

Q
ualified interpreters

o
Inform

ation w
ritten in other languages

If you need these services, contact C
ustom

er Service at the phone num
ber on the back of your 

m
em

ber ID
 card, or by em

ail at cs@
fallonhealth.org. 

If you believe that Fallon H
ealth has failed to provide these services or discrim

inated in another 
w

ay on the basis of race, color, national origin, age, disability or sex, you can file a grievance 
w

ith: 
C

om
pliance D

irector 
Fallon H

ealth 
10 C

hestnut St. 
W

orcester, M
A 01608 

Phone: 1-508-368-9988 (TR
S 711) 

Em
ail: com

pliance@
fallonhealth.org 

You can file a grievance in person or by m
ail, fax or em

ail. If you need help filing a grievance, 
the C

om
pliance D

irector is available to help you. 

You can also file a civil rights com
plaint w

ith the U
.S. D

epartm
ent of H

ealth and H
um

an 
Services, O

ffice for C
ivil R

ights, electronically through the O
ffice for C

ivil R
ights C

om
plaint 

Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by m
ail or phone at: 

U
.S. D

epartm
ent of H

ealth and H
um

an Services 
200 Independence Avenue SW

., R
oom

 509F, H
H

H
 Building 

W
ashington, D

.C
., 20201 

Phone: 1-800-368-1019 (TD
D

: 1-800-537-7697) 

C
om

plaint form
s are available at http://w

w
w

.hhs.gov/ocr/office/file/index.htm
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