Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 09/01/2026 - 08/31/2027

Health

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
M9, share the cost for covered health care services. NOTE: Information about the cost of this plan (called the contribution?) 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 1-800-252-8039 or visit
www.healthselectoftexas.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 www.healthcare.gov/sbc-glossary/ or call 1-800-252-8039 to request a copy.

Important Questions | Answers _______________________ WhyThis Maters:

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

of Texas

HealthSelect® of Texas (In-Area) Plan Coverage for: Individual + Family | Plan Type: POS

What is the overall Network: $0 Individual / $0 Family the plan, each family member must meet their own individual deductible until
deductible? Non-network':$500 Individual / $1,500 Family pan, y ) ) ; TN
the total amount of deductible expenses paid by all family members meets
the overall family deductible.
This plan covers some items and services even if you haven't yet met the
Are there services Yes. Network preventive services and all other network | deductible amount. But a copayment or coinsurance may apply. For example,
covered before you services are covered before you meet your deductible. this plan covers certain preventive services without cost sharing and before
meet your deductible? you meet your deductible. See a list of covered preventive services at
www.healthcare.gov/coverage/preventive-care-benefits/.
Are th h You must pay all of the costs for these services up to the specific deductible
d(:?iucfiLeI:s fg: specific Yes. $50 for prescription drug expenses per person and | @mount before this plan begins to pay for these services.
services? $5,000 for bariatric surgery for active employees. Note: The $50 prescription drug deductible does not apply to formulary insulin

and certain diabetic supplies.

x . . -
e 1000 el SL 517, 000 il ety The out-of-pocket limit is the most you could pay in a year for covered

V\Lhcakt;f Iitrrr‘leit%s ‘l{laor:1r11et2v8§r7k)1 No Limit services. If you have other family members in this plan, they have to meet
;Iﬂ'?— Coinsurance Limit' their own out-of-pocket limits until the overall family out-of-pocket limit has

$2,000 Network /$7,000 Non-network' per individual been met.

What is not included in | Contributions3, balance-billing* charges, services this plan | Even though you pay these expenses, they don’t count toward the out-of-
the out-of-pocket limit? | doesn’t cover, and bariatric surgery benefits. pocket limit.
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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 a non-network! provider,

Will you pay less if you

use a network Yes. See www.healthselectoftexas.com or call and you might receive a bill from a provider for the difference between the
N 1-800-252-8039 for a list of network providers. provider’s charge and what your plan pays (balance billing)*. Be aware, your

rovider? ) : , :
provider network provider might use a non-network’ provider for some services (such

as lab work). Check with your provider before you get services.

This plan will pay some or all of the costs to see a specialist for covered
services but only if you have an approved referral before you see the
specialist. Some services do not require a referral from your PCP.*

Do you need a referral | Yes. A valid written referral from your primary care
to see a specialist? provider is required to see a specialist.

1 Under this plan, out-of-network is considered non-network.

20ut-of-pocket limits under this plan reset each calendar year. The network out-of-pocket limit that applies to this plan from 9/1/2026 through 12/31/2026 is $8,300
per Individual and $16,600 per Family.

sUnder this plan, payment for your health plan coverage is considered a contribution rather than a premium.

4 Non-network! providers may not balance bill you for certain services. Refer to the Master Benefit Plan Document (MBPD) for details.

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

What You Will Pa

Me?jti)({:PEovlnt Services You May Need Network Provider Out-of-Network Provider Limitations, Exf:g‘r';';sti;? ther Important
(you will pay the least) (you will pay the most)

Primary care visit to treat
an injury or illness

$25 copayment/visit 40% coinsurance None

A valid referral to see a network specialist
(including telemedicine visits) is required to access

If you visit a health care Specialist visi $40 copaymentlvisit 40% coinsurance network benefits. Some services do not require a
p_lr_oylder’s office or referral from your PCP. *
clinic
Sesaie You may have to pay for services that aren’t
care/screening/ No charge 40% coinsurance %{% A?gvﬁliirv ‘[(I(}V—;giréfhtlskswer:\gfizur plan
Immunization ) DrEVENVe.
will pay for.
Diagnostic test (x-ray, 20% coinsurance 40% coinsurance None
blood work, etc.)
If you have a test $100 copayment/visit
Imaging (CT/PET scans, | plus 20% coinsurance | $100 copayment/visit None
MRIs) plus 40% coinsurance

* For more information about limitations, exceptions, & other important information, see the plan or policy document at www.healthselect.bcbstx.com/medical- 2 of 8
benefits.
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Common
Medical Event

Services You May Need

What You Will Pa

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.healthselectrx.com.

* For more information about limitations, exceptions, & other important information, see the plan or policy document at www.healthselect.bchstx.com/medical-

benefits.

Generic drugs (Tier 1)

Preferred brand drugs
(Tier 2)

Non-preferred brand
drugs (Tier 3)

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

$10 copayment (non-
maintenance) (30-day
supply),

$10 copayment
(maintenance) (30-day
supply);

$30 copayment

(mail order or extended
days’ supply) (90-day
supply)

$35 copayment (non-
maintenance) (30-day
supply),

$45 copayment
(maintenance) (30-day
supply);

$105 copayment (mail

order or extended days’

supply) (90-day supply)

$60 copayment

(non-maintenance) (30-

day supply),

$75 copayment
(maintenance) (30-day
supply);

$180 copayment (mail

order or extended days’

supply) (90-day supply)

$10 copayment plus 40%
coinsurance

(non-maintenance) (30-day
supply),

$10 copayment plus 40%
coinsurance (maintenance)

(30-day supply);

$30 copayment plus 40%

coinsurance

(mail order or extended days’

supply) (90-day supply)

$35 copayment plus 40% Preauthorization may be required. Failure to obtain
coinsurance preauthorization may increase your cost. Note: If a
(non-maintenance) (30-day generic drug is available and you choose to buy
supply), the preferred or non-preferred brand drug, you will

$45 copayment plus 40%
coinsurance (maintenance)
(30-day supply);

$105 copayment plus 40%
coinsurance (mail order or
extended days’ supply) (90-
day supply)

$60 copayment plus 40%
coinsurance
(non-maintenance) (30-day
supply),

$75 copayment plus 40%
coinsurance (maintenance)
(30-day supply);

$180 copayment plus 40%
coinsurance (mail order or
extended days’ supply) (90-

day supply)

pay the generic copayment plus the cost
difference between the preferred or non-preferred
brand drug and the generic drug.

Note: Outpatient formulary insulin, regardless of
tier, has a maximum $25 copayment per 30-day

supply.
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Common
Medical Event

Services You May Need

What You Will Pa

Limitations, Exceptions, & Other Important
Information*

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital
stay

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

* For more information about limitations, exceptions, & other important information, see the plan or policy document at www.healthselect.bchstx.com/medical-

benefits.

Specialty drugs

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

Physician/surgeon fees

Emergency room care

Emergency medical
transportation

Urgent care
Facility fee (e.g., hospital
room)

Physician/surgeon fees

Outpatient services

Inpatient services

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

If purchased through a
pharmacy, specialty
drugs are covered as
preferred brand drugs or
non-preferred brand
drugs as listed above.
Otherwise, covered as a
medical benefit.

$100 copayment/visit
plus 20% coinsurance

20% coinsurance

$150 copayment/visit
plus 20% coinsurance

20% coinsurance

$50 copayment/visit
plus 20% coinsurance

If purchased through a
pharmacy, specialty drugs are

Preauthorization may be required. Failure to obtain
preauthorization may increase your cost. Note: If a

covered as preferred brand
drugs or non-preferred brand
drugs as listed above.
Otherwise, covered as a
medical benefit.

$100 copayment/visit
plus 40% coinsurance

40% coinsurance

$150 copayment/visit
plus 20% coinsurance

20% coinsurance

$50 copayment/visit plus 20%
coinsurance

$150/day copayment per
admission plus
20% coinsurance

20% coinsurance

$25 copayment for office
visits and 20%
coinsurance for other
outpatient services

$150/day copayment per
admission plus
20% coinsurance

$150/day copayment per
admission plus

40% coinsurance
40% coinsurance

40% coinsurance

$150/day copayment per
admission plus

40% coinsurance

generic drug is available and you choose to buy
the preferred or non-preferred brand drug, you will
pay the generic copayment plus the cost
difference between the preferred or non-preferred
brand drug and the generic drug.

None

None

Non-network! deductible does not apply.
Emergency room copayment waived if admitted.

See the plan document for non-emergent benefit
information.

Non-network! deductible does not apply.

Non-network! deductible does not apply.
See the plan document for non-emergent benefit
information.

$750 copayment maximum per admission. $2,250
inpatient copayment maximum per calendar year
per person.

None

None

$750 copayment maximum per admission. $2,250
inpatient copayment maximum per calendar year
per person.
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What You Will Pa

Common
Medical Event

Limitations, Exceptions, & Other Important
Information*

Services You May Need Network Provider Out-of-Network Provider
(you will pay the least) (you will pay the most)

If you are pregnant

If you need help

recovering or have
other special health

needs

If your child needs
dental or eye care

* For more information about limitations, exceptions, & other important information, see the plan or policy document at www.healthselect.bchstx.com/medical-

benefits.

Office visits

Childbirth/delivery
professional services

Childbirth/delivery facility
services

Home health care

Rehabilitation services
Habilitation services

Skilled nursing care

Durable medical
equipment

Hospice services

Children’s eye exam

Children’s glasses
Children’s dental check-
up

$25 copayment for

primary care
provider/$40 copayment

for specialist for initial
office visit to confirm
pregnancy

No Charge after initial
visit for routine maternity
care

No Charge

$150/day copayment per
admission plus
20% coinsurance

20% coinsurance

20% coinsurance
20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

$40 copayment/visit

Not covered

Not covered

40% coinsurance

40% coinsurance

$150/day copayment per
admission plus
40% coinsurance

40% coinsurance

40% coinsurance
40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

Not covered

Not covered

Depending on the type of service, a copayment,
coinsurance, or deductible may apply for non-
routine maternity care. Non-routine maternity care
includes things like ultrasound, amniocentesis,
special screening tests for genetic disorders, etc.

Benefits to treat any related complications of
pregnancy will be paid at the same level as
benefits for any other condition, sickness, or Injury.

$750 copayment maximum per admission. $2,250
inpatient copayment maximum per calendar year
per person.

Maximum of 100 non-network’ visits per calendar
year per person. Non-network! home infusion
therapy is not covered.

None

None

Repair or replacement limit of one every 3 years
per person unless change in condition or physical
status.

None

Limit of one routine exam per calendar year per
person. No referral is required for eye exams. One

preventive care visual acuity screening covered
with no copayment at network provider.

None

None
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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.)

e Acupuncture o Educational services, excluding Diabetes Self- e Long-term care
o Cosmetic surgery Management Training Programs o Personal comfort items
e Dental care o Glasses and Contact Lenses ¢ Routine foot care

o Infertility treatment

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

o Bariatric surgery for active employees e Non-emergency care when traveling outside the U.S. e Routine eye care

e Chiropractic care e Private-duty nursing (limited to 96 hours per year for non- o \Weight loss programs (Limited to certain

e Hearing aids (limited to $1,000 per ear network") programs. See Master Benefit Plan Document for
per 36-month period). Eligible minors o Network diagnostic mammograms are covered at 100% details on covered programs)

aged 18 and under are not subject to
$1,000 hearing aid maximum.

* For more information about limitations, exceptions, & other important information, see the plan or policy document at www.healthselect.bcbstx.com/medical- 6 of 8
benefits.
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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. The contact information for those
agencies is: the HealthSelect of Texas plan at 1-800-892-2803, U.S. Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform, or 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 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: Blue Cross and Blue Shield of Texas at 1-800-252-8039 or visit www.healthselectoftexas.com, or contact the U.S. Department of Labor's Employee Benefits
Security Administration at 1-866-444-EBSA (3272) or visit www.dol.gov/ebsa/healthreform. Additionally, a consumer assistance program can help you file your
appeal. Contact the Texas Department of Insurance's Consumer Health Assistance Program at 1-800-252-3439 or visit www.texashealthoptions.com.

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, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the 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:

Spanish (Espariol): Para obtener asistencia en Espafiol, llame al 1-800-252-8039.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-252-8039.
Chinese (" 32): AR T2 e A E), 1B IRFTE A 515 1-800-252-8039.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-252-8039.

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

i

A

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)

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

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

B The plan’s overall deductible $0
M Specialist copayments $40
M Hospital (facility) coinsurance 20%
B Hospital (facility) copayments $150
B Other coinsurance 20%

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 $10

Copayments $400

Coinsurance $1,900

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $2,370

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

B The plan’s overall deductible $0
B Specialist copayments $40
W Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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 $50

Copayments $700

Coinsurance $20

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $790

up care)
B The plan’s overall deductible $0
B Specialist copayments $40
W Hospital (facility) coinsurance 20%
B Hospital (ER) copayments $150
B Other coinsurance 20%

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 $10
Copayments $400
Coinsurance $400
What isn’t covered

Limits or exclusions $0
The total Mia would pay is $810
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@ @ BlueCross BlueShield of Texas

Non-Discrimination Notice
o

P

Health Care Coverage Is Important For Everyone

We do not discriminate on the basis of race, color, national origin (including limited English
knowledge and first language), age, disability, or sex (as understood in the applicable
regulation). We provide people with disabilities with reasonable modifications and free
communication aids to allow for effective communication with us. We also provide free
language assistance services to people whose first language is not English.

charge, please call us at 800-252-8039.

To receive reasonable modifications, communication aids or language assistance free of

you can file a grievance with:

Office of Civil Rights Coordinator
Attn: Office of Civil Rights Coordinator
300 E. Randolph 5t., 35th Floor
Chicago, IL 60601

If you believe we have failed to provide a service, or think we have discriminated in another way,

Phone: 855-664-7270 (voicemail)
TTY/TDD: 855-661-6965

Fax: 855-661-6960

Email: CivilRightsCoordinator@bcbsil.com

You can file a grievance by mail, fax or email. If you need help filing a grievance, please call the
toll-free phone number listed on the back of your ID card (TTY: 711).

Office for Civil Rights, at:

Centralized Case Management Operations
US Dept of Health & Human Services

200 Independence Avenue SW

Room 509F, HHH Building

Washington, DC 20201

Email: OCRComplaint@hhs.gov

You may file a civil rights complaint with the US Department of Health and Human Services,

Phone: 800-368-1019

TTY/TDD: 800-537-7697

Complaint Portal:
ocrportal.hhs.gov/ocr/smartscreen/main.jsf
Complaint Forms:
hhs.gov/civil-rights/filing-a-complaint/index.html

This notice is available on our website at healthselect.bcbstx.com/important-info/non-

discrimination-notice

Healthselectoftexas.com
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ATTENTION: If you speak another language, free language assistance services are available to you.
Appropriate auxiliary aids and services to provide information in accessible formats are also available
free of charge. Call 800-252-8039 (TTY: 711) or speak to your provider.

ATENCION: Si habla espaficl, tiene a su disposicién servicios gratuitos de asistencia

Espafiol lingUistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares
Spanish apropiados para proporcionar informacién en formatos accesibles. Llame al 800-252-
8039 (TTY: 711) c hable con su proveedor.

) LUU Y: Néu ban néi tiéng Viét, ching téi cung cap midn phi cac dich vu hd tro ngdn ngt.
Viet Cac ho tro dich vu phu hop de cung cap théng fin theo cac dinh dang de tiep céan ciing dwoc
Vietnamese | cung cap mién phi. Vui long goi theo s6 800-252-8039 (Ngwei khuyét tat: 711) hodc trao dbi

véi ngwdi cung cap dich vu cla ban.
b8 ER: WREUH, BATERRNEREEST IR . RATIE % T E0& = 6045 B) T EA R
Chinese %, TR IE4LE B, $H 800-252-8039 (GLAHE: 711) BLEMEAIIRSIREM .
5320 FO|: 3t=0| S At 23IA = E2 22 20| X8 MH|AE 0| 851 == Rl& L} 0|2 Tts ¢
o dMoR YRE N Sol= MEot 2 7|7 8l MH|~E 282 XS &L Ch 800-252-8039
Korean (TTY: 711)H2 2 HSPSEALE A H| & KIS YH| 0| 22I5HA| 2.
yld S Asalie cilead g sacline Jilus a6 LS Aol g sall) saclodl il @l b gitd cdu yalt Aall Caaati i€ Y raus
o A e duaih U el o (s ity i ol
Arabic Al i ) ni f (TTY: 711) 800-252-8039
o | el Slashas U il Sl BB o Slies Sl Fade Chs § OB Q& ST om a0l ST S i s
ab? b (S JE 5 (800-252-8039 (TTY: 711-(p lies G (o o gl Slsl (glas Gwelin J 8 555
Urdu L i
_ijgub o 80S
PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika.
Tagalog Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang magbigay ng
Tagalog impormasyon sa mga naa-access na format. Tumawag sa 800-252-8039 (TTY: 711) o makipag-usap sa
iyong provider.
_ ATTENTION : Si vous parlez Frangais, des services d'assistance linguistique gratuits sont a votre
Francais disposition. Des aides et services auxiliaires appropriés pour fournir des informations dans des formats
French accessibles sont également disponibles gratuitement. Appelez le 800-252-8039 (TTY : 711) ou parlez a

votre fournisseur.

zfd

o & afe oy i) e 8 oo ferg = U1 JREdT HaTd SUasy | gaH urear
THGRITGH & %%Egmwm;ww t@arﬁlﬁﬁ:@q%mmg@o%o-zﬁasz-sow

Hindi (TTY: 711) TR BIdT B T 304 Weldl 9 &7d B3 |
o Blezy Olods 5 LSS prizad 15 513 bl uses 55 080D G Glasity Olads (S s Cvomn (08 51 1453

v (711 1+545) 800-252-8039 oyl b Aiibis 590 0Bl ssbds o (Bl5 S 1> D! Ll Sy i

Persian S Cpman 393 00D b b b eles
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur Verfugung.

Deutsch Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in barrierefreien Formaten

German stehen ebenfalls kostenlos zur Verfligung. Rufen Sie 800-252-8039 (TTY: 711) an oder sprechen Sie
mit lhrem Provider.

ol €2llot AUl %l AR OfrRAcll et & Al Hgcl tnlLglal Asldcdl oA dHRLME GUeeu B,

Euiarati 202l UEIAR] sl u ARG szl HBcl Yyl us e Hizoll el uQH[adl HEA

! GUAGH 8. 800-252-8039 (TTY: 711) UR St 530 U clHIRL YELctl A& cllet 53U,

BHUMAHMWE: Ecav Bbl rOBOpUTE Ha PYCCKMIA, Bam AOCTYMHbI BECniaTHbIE YCAYTU A3bIKOBOM MOALEPKKH.

PYCCKNI CooTBETCTBYIOW,ME BCNOMOraTe/bHble CPeACTBa U YCAYMU NO NPEAOCTaBAEHNI0 MHPOPMaLLUK B

Russian LOCTyMHBIX dopmaTax TakxKe npegocTasafoTca 6ecrnaTtHo. MosBoHUTe no Tenedpory 800-252-8039
(TTY: 711) nnu obpaTUTeCh K CBOEMY NOCTaBLLUKY YCAYT.

_ % BAEEESNOBE . MHOSEREY —EREHAVLEHES,
BERE | T7EL T L FIATES LR BN H R CIEHEIRET 510
Japanese @@tﬂt;*ﬁﬂﬂi?ﬁb#—g ALEHTITFBLFZI3ET . 800-252-8039

(TTY: 71D ETHEEZEN FIE, CHAOELEEZITTHEHIZEL,
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