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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 1-844-508-4677 or visit
www.truehealthnewmexico.com.  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 https://www.cms.gov/CCIIO/Resources/Forms-Reports-and-Other-
Resources/Downloads/UG-Glossary-508-MM.pdf or call 1-855-756-4448 to request a copy.

Important Questions Answers Why This Matters:

What is the overall
deductible?

$0 at Indian Health Care
Provider (IHCP) or with IHCP
referral at non-IHCP; or $8,550
individual/$17,100 family.

Generally, you must pay all of 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 the 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
services where a copay is
listed.

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?

$0 at IHCP or with IHCP
referral at non-IHCP

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? $8,550 Ind / $17,100 Fam

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 limit until the overall family out
of pocket limit has been met.

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

Premium, balance billing
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.truehealthnewmexico.com
or call 1-844-508-4677 for a list
of network 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
from the difference between the provider's charge and what your plan pays (balance billing). Be
aware, your network provider might use an out-of-network provider for some services (such as lab
work). Check with your provider before you get services.

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

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period:  01/01/2021 - 12/31/2021

 True Bronze AIAN Limited Coverage for: Individual, Individual + Spouse, Family  |  Plan Type: HMO

THNM-PD0371-0820 42776NM007000803

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/#plan
http://www.healthcare.gov/sbc-glossary/#plan
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/#deductible
http://www.healthcare.gov/sbc-glossary/#plan
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/#plan
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/#plan
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/#out-of-pocket-limit
http://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
http://www.healthcare.gov/sbc-glossary/#premium
http://www.healthcare.gov/sbc-glossary/#balance-billing
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
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#provider
http://www.healthcare.gov/sbc-glossary/#network
http://www.healthcare.gov/sbc-glossary/#provider
http://www.healthcare.gov/sbc-glossary/#network
http://www.healthcare.gov/sbc-glossary/#provider
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#provider
http://www.healthcare.gov/sbc-glossary/#referral
http://www.healthcare.gov/sbc-glossary/#specialist
http://www.healthcare.gov/sbc-glossary/#specialist
http://www.healthcare.gov/sbc-glossary/#referral


Page 2 of 8

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

Common
Medical Event

What You Will Pay

Services You May Need Indian Health Care
 Provider (IHCP)
 (You will pay the

 least)

Non-IHCP In-
Network Provider

(You will pay more)

Non-IHCP Out-of-
Network Provider
(You will pay the

most)

Limitations, Exceptions, & Other
Important Information

If you visit a health
care provider's office or
clinic

Primary care visit to treat an
injury or illness

No Charge;
deductible does not
apply

$35
copayment/Visit;
deductible does not
apply

Not Covered
Virtual Visits: No charge; deductible does
not apply. See the Evidence of Coverage
for more details.

Specialist visit
No Charge;
deductible does not
apply

No Charge after
deductible Not Covered None

Preventive care/screening/
immunization

No Charge;
deductible does not
apply

No Charge;
deductible does not
apply

Not Covered None

If you have a test

Diagnostic test (x-ray, blood
work)

No Charge;
deductible does not
apply

No Charge after
deductible Not Covered

None

Imaging (CT/PET scans,
MRIs)

No Charge;
deductible does not
apply

No Charge after
deductible Not Covered
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Common
Medical Event

What You Will Pay

Services You May Need Indian Health Care
 Provider (IHCP)
 (You will pay the

 least)

Non-IHCP In-
Network Provider

(You will pay more)

Non-IHCP Out-of-
Network Provider
(You will pay the

most)

Limitations, Exceptions, & Other
Important Information

If you need drugs to
treat your illness or
condition
More information about
prescription drug
coverage is available
at
www.truehealthnewme
xico.com

Generic drugs
No Charge;
deductible does not
apply

No Charge after
deductible Not Covered

Preferred brand drugs
No Charge;
deductible does not
apply

No Charge after
deductible Not Covered

Covers up to a 30-day retail supply. Insulin
or a Medically Necessary alternative will
not exceed $25.00 for a 30-day supply.

Non-preferred drugs
No Charge;
deductible does not
apply

No Charge after
deductible Not Covered

Preferred specialty drugs
No Charge;
deductible does not
apply

No Charge after
deductible Not Covered

Covers up to a 30-day retail or mail-order
supply. Failure to obtain Prior Approval
may result in a denial of coverage.

Non-preferred specialty drugs
No Charge;
deductible does not
apply

No Charge after
deductible Not Covered

If you have outpatient
surgery

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

No Charge;
deductible does not
apply

No Charge after
deductible Not Covered Failure to obtain Prior Approval may result

in denial of coverage.

Physician/surgeon fees
No Charge;
deductible does not
apply

No Charge after
deductible Not Covered Failure to obtain Prior Approval may result

in denial of coverage.

If you need immediate
medical attention

Emergency room care
No Charge;
deductible does not
apply

No Charge after
deductible

No Charge after
deductible

Emergency medical
transportation

No Charge;
deductible does not
apply

No Charge after
deductible

No Charge after
deductible

Urgent care
No Charge;
deductible does not
apply

$40
copayment/Visit;
deductible does not
apply

$40
copayment/Visit;
deductible does not
apply
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Common
Medical Event

What You Will Pay

Services You May Need Indian Health Care
 Provider (IHCP)
 (You will pay the

 least)

Non-IHCP In-
Network Provider

(You will pay more)

Non-IHCP Out-of-
Network Provider
(You will pay the

most)

Limitations, Exceptions, & Other
Important Information

If you have a hospital
stay

Facility fee (e.g., hospital
room)

No Charge;
deductible does not
apply

No Charge after
deductible Not Covered Failure to obtain Prior Approval may result

in a denial of coverage.

Physician/surgeon fees
No Charge;
deductible does not
apply

No Charge after
deductible Not Covered Failure to obtain Prior Approval may result

in a denial of coverage.

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

Outpatient services
No Charge;
deductible does not
apply

No Charge;
deductible does not
apply

Not Covered Failure to obtain Prior Approval may result
in a denial of coverage.

Inpatient services
No Charge;
deductible does not
apply

No Charge after
deductible Not Covered

If you are pregnant

Office visits
No Charge;
deductible does not
apply

No Charge after
deductible Not Covered

Childbirth/delivery
professional services

No Charge;
deductible does not
apply

No Charge after
deductible Not Covered Home birth not covered.

Childbirth/delivery facility
services

No Charge;
deductible does not
apply

No Charge after
deductible Not Covered
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Common
Medical Event

What You Will Pay

Services You May Need Indian Health Care
 Provider (IHCP)
 (You will pay the

 least)

Non-IHCP In-
Network Provider

(You will pay more)

Non-IHCP Out-of-
Network Provider
(You will pay the

most)

Limitations, Exceptions, & Other
Important Information

If you need help
recovering or have
other special health
needs

Home health care
No Charge;
deductible does not
apply

No Charge after
deductible Not Covered Coverage is limited to 100 visits per

calendar year.

Rehabilitation services
No Charge;
deductible does not
apply

$35
copayment/Visit;
deductible does not
apply

Not Covered

Includes physical, occupational, and
speech therapy in an office or outpatient
setting and therapeutic services by a
Chiropractor or
Doctor of Oriental Medicine. Failure to
obtain Prior Approval may result in a denial
of coverage.

Habilitation services
No Charge;
deductible does not
apply

$35
copayment/Visit;
deductible does not
apply

Not Covered

Includes physical, occupational, and
speech therapy in an office or outpatient
setting and therapeutic services by a
Chiropractor or
Doctor of Oriental Medicine. Failure to
obtain Prior Approval may result in a denial
of coverage.

Skilled nursing care
No Charge;
deductible does not
apply

No Charge after
deductible Not Covered Coverage is limited to 60 days/visits per

calendar year.

Durable medical equipment
No Charge;
deductible does not
apply

No Charge after
deductible Not Covered

Failure to obtain Prior Approval may result
in a denial of coverage. The Plan covers
hearing aids and the evaluation for the
fitting of Hearing Aids only for
Dependent children up to age eighteen
(18), or up to age twenty-one (21) if still
attending high school.

Hospice services
No Charge;
deductible does not
apply

No Charge after
deductible Not Covered Failure to obtain Prior Approval may result

in a denial of coverage.
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Common
Medical Event

What You Will Pay

Services You May Need Indian Health Care
 Provider (IHCP)
 (You will pay the

 least)

Non-IHCP In-
Network Provider

(You will pay more)

Non-IHCP Out-of-
Network Provider
(You will pay the

most)

Limitations, Exceptions, & Other
Important Information

If your child needs
dental or eye care

Children's eye exam
No Charge;
deductible does not
apply

No Charge;
deductible does not
apply

50% coinsurance;
deductible does not
apply

Coverage is limited to one exam per
calendar year.

Children's glasses
No Charge;
deductible does not
apply

No Charge;
deductible does not
apply

50% coinsurance;
deductible does not
apply

Coverage is limited to one pair of lenses
and frames per calendar year.

Children's dental check-up Not Covered Not Covered Not Covered
Pediatric dental coverage can be
purchased separately as a standalone
policy.

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.)

   • Abortion Services (except in cases of rape, incest,
or when the life of the mother is endangered)

   • Home Births    • Private-duty nursing

   • Cosmetic surgery    • Infertility treatment (except for diagnosis and
medically indicated treatments for physical
conditions causing infertility)

   • Routine eye care (Adult)

   • Dental care (Adult)    • Long-term care    • Weight loss programs (Unless for Medically
necessary treatment for morbid obesity)

   • Hearing aids (Adult)    • Non-emergency care when traveling outside the
U.S.

<space>

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)
   • Acupuncture (Max of 20 visits / year)    • Chiropractic care (Max of 20 visits / year)    • Routine foot care (diabetics only)
   • Bariatric surgery

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies
is: the plan at 1-855-808-3568. You may also contact the Office of the Superintendent of Insurance (OSI) at 1-855-427-5674. 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
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Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: True Health New Mexico 1-844-508-4677.

You may also contact the Office of the Superintendent of Insurance at 505-827-4601.
Does this plan provide Minimum Essential Coverage?  Yes.
If you don't have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this plan meet Minimum Value Standards?  Yes.
If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.
Language Access Services:
See Multi-Language insert at the end of this document.
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.
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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
(9 months of in-network pre-natal care and a

hospital delivery)

The plan's overall deductible $8,550
Specialist Copayment 0%
Hospital (facility) coinsurance 0%
Other coinsurance 0%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,700

In this example, Peg would pay:

Cost Sharing

Deductibles $0

Copayments $0

Coinsurance $0

What isn't covered

Limits or exclusions $60

The total Peg would pay is $60

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

controlled condition)

The plan's overall deductible $8,550
Specialist Copayment 0%
Hospital (facility) coinsurance 0%
Other coinsurance 0%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)

Total Example Cost $5,600

In this example, Joe would pay:

Cost Sharing

Deductibles $0

Copayments $0

Coinsurance $0

What isn't covered

Limits or exclusions $20

The total Joe would pay is $20

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

care)

The plan's overall deductible $8,550
Specialist Copayment 0%
Hospital (facility) coinsurance 0%
Other coinsurance 0%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,800

In this example, Mia would pay:

Cost Sharing

Deductibles $0

Copayments $0

Coinsurance $0

What isn't covered

Limits or exclusions $0

The total Mia would pay is $0
blank space

Note: These numbers assume the patient does not participate in the plan's wellness program. If you participate in the plan's wellness program, you may be able to
reduce costs. For more information about the wellness program please contact: 1-844-508-4677
Note: These numbers assume the patient received care from an IHCP provider or with IHCP referral at a non-IHCP. If you receive care from a non-IHCP provider
without a referral from an IHCP your costs may be higher.

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


LaŶguage AssistaŶĐe ServiĐes 
ServiĐios de aĐĐeso al idioŵa 

THNM-IDϬϬϰϵ-ϭϬϭϵà

EŶglishà áTTENTION:àIfàǇouàspeakàEŶglish,àlaŶguageàassistaŶĐeàseƌǀiĐes,àfƌeeàofàĐhaƌge,àaƌeàaǀailaďleàtoàǇou.àCallàϭ-ϴϰϰ-ϱϬϴ-ϰϲϳϳà;TTY:àϳϭϭͿ.à

SpaŶishà áTENCIÓN:àsiàhaďlaàespañol,àtieŶeàaàsuàdisposiĐiſŶàseƌǀiĐiosàgƌatuitosàdeàasisteŶĐiaàliŶgüístiĐa.àLlaŵeàalàϭ-ϴϰϰ-ϱϬϴ-ϰϲϳϳà;TTY:àϳϭϭͿ.à

Naǀajoà Díí baa akó nínízin: Díí saad bee yánílti’go Diné Bizaad, saad bee áká’ánída’áwo’déé’, t’áá jiik’eh, éí ná hóló, koji’ hódíílnih 1-844-
508-4677 (TTY: 711.)

VietŶaŵeseà CHÚàÝ:àN uàď ŶàŶſiàTi ŶgàVi t,àĐſàĐĄĐàd Đhàǀ àh àtƌ àŶgƀŶàŶg àŵi ŶàphíàdăŶhàĐhoàď Ŷ.àG iàs àϭ-ϴϰϰ-ϱϬϴ-ϰϲϳϳà;TTY:àϳϭϭͿ.à

GeƌŵaŶà áCHTUNG:àWeŶŶàSieàDeutsĐhàspƌeĐheŶ,àsteheŶàIhŶeŶàkosteŶlosàspƌaĐhliĐheàHilfsdieŶstleistuŶgeŶàzuƌàVeƌfüguŶg.àRufŶuŵŵeƌ:àϭ-
ϴϰϰ-ϱϬϴ-ϰϲϳϳà;TTY:àϳϭϭͿ.

ChiŶeseà ϭ-ϴϰϰ-ϱϬϴ-ϰϲϳϳ TTY ϳϭϭ à
áƌaďiĐà 1-844-508-4677711.(
KoƌeaŶà : . 1-844-508-4677 (TTY : 711) .

Tagalog-
FilipiŶoà

PáUNáWá:àKuŶgàŶagsasalitaàkaàŶgàTagalog,àŵaaaƌiàkaŶgàguŵaŵitàŶgàŵgaàseƌďisǇoàŶgàtuloŶgàsaàǁikaàŶaŶgàǁalaŶgàďaǇad.à
Tuŵaǁagàsaàϭ-ϴϰϰ-ϱϬϴ-ϰϲϳϳà;TTY:àϳϭϭͿ.à

JapaŶeseà 1-844-508-4677 TTY: 711

FƌeŶĐhà áTTENTION:àSiàǀousàpaƌlezàfƌaŶçais,àdesàseƌǀiĐesàd’aideàliŶguistiƋueàǀousàsoŶtàpƌoposésàgƌatuiteŵeŶt.àáppelezàleàϭ-ϴϰϰ-ϱϬϴ-ϰϲϳϳà
;áTS:àϳϭϭͿ.à

ItaliaŶà áTTEN)IONE:àIŶàĐasoàlaàliŶguaàpaƌlataàsiaàl’italiaŶo,àsoŶoàdispoŶiďiliàseƌǀiziàdiàassisteŶzaàliŶguistiĐaàgƌatuiti.àChiaŵaƌeàilàŶuŵeƌoàϭ-
ϴϰϰ-ϱϬϴ-ϰϲϳϳà;TTY:àϳϭϭͿ.

RussiaŶà :à à à à à à ,à à à à à à .à ϭ-ϴϰϰ-ϱϬϴ-ϰϲϳϳà
à

HiŶdià : , , 1-844-508-4677 ( : 711)

Faƌsià  : .ϭ-ϴϰϰ-ϱϬϴ-ϰϲϳϳà;TTY:àϳϭϭͿ.à

Thaià :à à àϭ-ϴϰϰ-ϱϬϴ-ϰϲϳϳà;TTY:àϳϭϭͿ



NotiĐe of NoŶ-DisĐriŵiŶatioŶ aŶd AĐĐessiďility 
Aviso de Ŷo disĐriŵiŶaĐióŶ y aĐĐesiďilidad 

 

THNM-IDϬϬϱϬ-ϭϬϭϵ 

 
The folloǁiŶg is a stateŵeŶt desĐƌiďiŶg ŶoŶdisĐƌiŵiŶatioŶ foƌ Tƌue Health Neǁ MeǆiĐo aŶd the seƌǀiĐes it pƌoǀides to its ĐlieŶts aŶd ŵeŵďeƌs. 

We do Ŷot disĐƌiŵiŶate oŶ the ďasis of ƌaĐe, Đoloƌ, Đƌeed oƌ ƌeligioŶ, seǆual oƌieŶtatioŶ, ŶatioŶal oƌigiŶ, age, disaďilitǇ, oƌ geŶdeƌ iŶ ouƌ health 
pƌogƌaŵs oƌ aĐtiǀities.  
We pƌoǀide help fƌee of Đhaƌge to people ǁith disaďilities oƌ ǁhose pƌiŵaƌǇ laŶguage is Ŷot EŶglish. To ask foƌ a doĐuŵeŶt iŶ aŶotheƌ foƌŵat suĐh as laƌge 
pƌiŶt, oƌ to get laŶguage help suĐh as a Ƌualified iŶteƌpƌeteƌ, please Đall Tƌue Health Neǁ MeǆiĐo Custoŵeƌ SeƌǀiĐe at ϭ-ϴϰϰ-ϱϬϴ-ϰϲϳϳ, MoŶdaǇ thƌough 
FƌidaǇ, ϴ:ϬϬ a.ŵ. to ϱ:ϬϬ p.ŵ. TTY: ϭ-ϴϬϬ-ϲϱϵ-ϴϯϯϭ. 
If Ǉou ďelieǀe that ǁe haǀe failed to pƌoǀide these seƌǀiĐes oƌ disĐƌiŵiŶated iŶ aŶotheƌ ǁaǇ oŶ the ďasis of ƌaĐe, Đoloƌ, ŶatioŶal oƌigiŶ, age, disaďilitǇ, oƌ 
geŶdeƌ, Ǉou ĐaŶ seŶd a ĐoŵplaiŶt to: Tƌue Health Neǁ MeǆiĐo CoŵpliaŶĐe HotliŶe, ϮϰϰϬ LouisiaŶa Blǀd. NE, Suite ϲϬϭ, AlďuƋueƌƋue, NM ϴϳϭϭϬ. PhoŶe: ϭ-
ϴϱϱ-ϴϴϮ-ϯϵϬϰ. Faǆ: ϭ-ϴϲϲ-Ϯϯϭ-ϭϯϰϰ. 

You also haǀe the ƌight to file a ĐoŵplaiŶt diƌeĐtlǇ ǁith the U.S. Dept. of Health aŶd HuŵaŶ SeƌǀiĐes oŶliŶe, ďǇ phoŶe, oƌ ďǇ ŵail:  
OŶliŶe: https://oĐƌpoƌtal.hhs.goǀ/oĐƌ/poƌtal/loďďǇ.jsf. CoŵplaiŶt foƌŵs aƌe aǀailaďle at http://ǁǁǁ.hhs.goǀ/oĐƌ/offiĐe/file/iŶdeǆ.htŵl.  
PhoŶe: Toll-fƌee: ϭ-ϴϬϬ-ϯϲϴ-ϭϬϭϵ, TDD: ϭ-ϴϬϬ-ϱϯϳ-ϳϲϵϳ 
Mail: U.S. Dept. of Health & HuŵaŶ SeƌǀiĐes, ϮϬϬ IŶdepeŶdeŶĐe Aǀe. SW, Rooŵ ϱϬϵF, HHH Bldg., WashiŶgtoŶ, DC ϮϬϮϬϭ

 
Aviso de Ŷo disĐriŵiŶaĐióŶ y aĐĐesiďilidad  
A ĐoŶtiŶuaĐióŶ pƌeseŶtaŵos uŶa deĐlaƌaĐióŶ Ƌue ƌesuŵe la Ŷoƌŵa de Ŷo disĐƌiŵiŶaĐióŶ de True Health Neǁ Mexico Ǉ los seƌǀiĐios Ƌue pƌestaŵos a Ŷuestƌos 
ĐlieŶtes Ǉ aseguƌados. 

No disĐƌiŵiŶaŵos poƌ la ƌaza, el Đoloƌ, el Đƌedo o la ƌeligióŶ, la oƌieŶtaĐióŶ seǆual, el oƌigeŶ ŶaĐioŶal, la edad, las disĐapaĐidades o el seǆo eŶ 
Ŷuestƌas aĐtiǀidades o pƌogƌaŵas de salud.  
AǇudaŵos gƌatuitaŵeŶte a las peƌsoŶas Ƌue tieŶeŶ disĐapaĐidades o ĐuǇo idioŵa Ŷatiǀo Ŷo es el iŶglés. Paƌa pediƌ uŶ doĐuŵeŶto eŶ otƌo foƌŵato, Đoŵo eŶ 
letƌa gƌaŶde, o paƌa ƌeĐiďiƌ la aǇuda de uŶ iŶtéƌpƌete ĐalifiĐado, faǀoƌ de llaŵaƌ al CeŶtƌo de AteŶĐióŶ al ClieŶte de True Health Neǁ Mexico al ϭ-ϴϰϰ-ϱϬϴ-
ϰϲϳϳ, paƌa los seƌǀiĐios TTY llaŵe al ϭ-ϴϬϬ-ϲϱϵ-ϴϯϯϭ, de luŶes a ǀieƌŶes, de las ϴ:ϬϬ de la ŵañaŶa a las ϱ:ϬϬ de la taƌde.  
Si usted Đƌee Ƌue Ŷo heŵos pƌestado estos seƌǀiĐios o Ƌue le heŵos disĐƌiŵiŶado de alguŶa otƌa ŵaŶeƌa poƌ su ƌaza, Đoloƌ, oƌigeŶ ŶaĐioŶal, edad, 
disĐapaĐidad o seǆo, puede eŶǀiaƌ uŶa Ƌueja a: True Health Neǁ Mexico CoŵpliaŶĐe HotliŶe, ϮϰϰϬ LouisiaŶa Blǀd. NE, Suite ϲϬϭ, AlďuƋueƌƋue, NM ϴϳϭϭϬ. 
TeléfoŶo: ϭ-ϴϱϱ-ϴϴϮ-ϯϵϬϰ. Faǆ: ϭ-ϴϲϲ-Ϯϯϭ-ϭϯϰϰ. 

 
Adeŵás, tieŶe deƌeĐho a pƌeseŶtaƌ uŶa Ƌueja diƌeĐtaŵeŶte al DepaƌtaŵeŶto de Salud Ǉ SeƌǀiĐios HuŵaŶos de los EE. UU. [U.S. Dept. of Health aŶd HuŵaŶ 
Serǀices] Ǉa sea eŶ líŶea, poƌ teléfoŶo o poƌ Đoƌƌeo:  

EŶ líŶea: https://oĐƌpoƌtal.hhs.goǀ/oĐƌ/poƌtal/loďďǇ.jsf. Los foƌŵulaƌios de Ƌueja estáŶ a su disposiĐióŶ eŶ: http://ǁǁǁ.hhs.goǀ/oĐƌ/offiĐe/file/iŶdeǆ.htŵl.  
Poƌ teléfoŶo: LíŶea telefóŶiĐa gƌatis: ϭ-ϴϬϬ-ϯϲϴ-ϭϬϭϵ, TDD: ϭ-ϴϬϬ-ϱϯϳ-ϳϲϵϳ 
Poƌ Đoƌƌeo: U.S. Dept. of Health & HuŵaŶ SeƌǀiĐes, ϮϬϬ IŶdepeŶdeŶĐe Aǀe. SW, Rooŵ ϱϬϵF, HHH Bldg., WashiŶgtoŶ, DC ϮϬϮϬϭ

 


