Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
This health plan is offered by Quartz Health Benefit Plans Corporation

Quartz

Coverage Period: 1/1/2023 - 12/31/2023

9030654 - QUARTZ ONE WITH AURORA HEALTH CARE GOLD 1402  Coverage for: Single/Family | Plan Type: HMO
MAINTENANCE VALUE TIER RX DIRECT

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, visit www.QuartzBenefits.com/certlookup. 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.healthcare.gov/sbc-glossary or call 1-800-362-3310 to request a copy.

Important Questions | Answers | WhythisMatters: ___

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Are there other
deductibles for specific
services?

What is the out-of-pocket
limit for this plan?

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

Will you pay less if you
use a network provider?

Tracking ID: Q1G235124100
HMO Individual SBC
QA00174 (0522)

Single: $1,500 per Benefit Year
Family: $1,500/individual or $3,000/family per
Benefit Year

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

No.

Single: $8,000 per Benefit Year
Family: $8,000/individual or $16,000/family
per Benefit Year

Premiums, balance billing charges, dental
coinsurance, cost-sharing assistance for your
prescriptions, and health care this plan
doesn't cover.

Yes.

See www.QuartzBenefits.com/FindADoctor

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 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 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.

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

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.

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

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
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or call 1-800-362-3310 for a list of network pays (balance billing). Be aware, your network provider might use an out-of-network provider

providers. for some services (such as lab work). Check with your provider before you get services.
Do vou need a referral to In-Network providers: No. In-Network: You can see the specialist you choose without a referral.
y N a—— Out-of-Network providers: Yes, written Out-of-Network: This plan will pay some or all of the costs to see a specialist for covered
see a specialist? . . . , i
referral is required. services but only if you have a referral before you see the specialist.

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

What You Will Pay

Medical Event Services You May Need In Network Out-of-Network Limitations, Exceptions, & Other Important Information
You will pay the least) | (You will pay the most

Common

Primary care visit to treat $35 copay/visit; Virtual Visits and Telehealth Visits are covered at no charge.
nary care deductible does not Not covered Deductible and/or coinsurance may apply for additional
an injury or illness : -
apply services performed at your visit.

A covered Telehealth visit applies the same cost-sharing as

$70 copayfvisit, an in-person visit
SR —gedluctlble el MIBEBEER Deductible and/or coinsurance may apply for additional
. PPy services performed at your visit.
If you visit a health Benefits are not available for care that is Maintenance and
care provider’s office Chiro/Non-Routine Adult :
o . . L o Supportive Care.
or clinic Other practitioner office Vision: $35 copay/visit; : "
" , Not covered Routine Adult Vision exams are not covered.
visit deductible does not D . . ”
apply edyctlble and/or coinsurance may apply for additional
services performed at your visit.
Coverage is limited to preventive services as defined by the
Preventive care/screening/ | No charge; deductible Afforaable Care Act.
’ Not covered You may have to pay for services that aren’t preventive. Ask

edtel SEESEL L) your provider if the services needed are preventive. Then

check what your plan will pay for.
Lab: $35 copay/visit;
deductible does not

Diagnostic test (x-ray, apply ~
vouhave atest | DI00d WO X-Ray: $70 copayhvisit; | ot covered none
youhave ates deductible does not
apply
:\ng)n g (CT/PET scans, $150 copay/visit Not covered none
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What You Will Pay

:\:Ilzr(;]i::na?rl‘ivent Services You May Need In Network Out-of-Network Limitations, Exceptions, & Other Important Information
You will pay the least) | (You will pay the most
Value Tier: $5
copay/prescription
If you need drugs to | Preferred Generics | Tier 1 Not covered Multiple copays will apply for claims of greater than 30 day
treat your illness or All others: $10 supply when covered:; for claims of 31 to 60 days supply,
condition copay/prescription two copays will apply, and for claims of 61 to 90 days
More information about Value Tier: $5 supply, three copays will apply.
prescription drug copay/prescription Coverage restrictions may apply to some medications. See
coverage is available | Preferred Brands | Tier 2 Not covered the Quartz Formulary for details
at Al others: $40 Manufacturer-funded cost-sharing assistance for your
www.QuartzBenefits.c copay/prescription prescriptions will not be credited to your Annual Maximum
om/formulary Non-Preferrgd Brands & 50% coinsurance Not covered Out-of-Pocket Limit.
Generics | Tier 3 =
Tier 4 60% coinsurance Not covered
Facility fee (e.g., No charae Not covered Prior authorization may be required. See
If you have ambulatory surgery center) g www.QuartzBenefits.com/WIPAList or call (800) 362-3310
outpatient surgery . for additional information.
Physician/surgeon fees No charge Not covered Oral Surg_; ery: Not covered
$500 copay/visit; $500 copay/visit; Emergency room copay waived if admitted.
Emergency room care deductible does not deductible does not Deductible/coinsurance does not apply to additional
e | apply apply services performed at your visit.
. . . Emergency medical
immediate medical . No charge No charge none
: transportation
attention $70 Nisit §70 Nisit
copayvisit, copay/vistt, Deductible and/or coinsurance may apply for additional
Urgent care deductible does not deductible does not , =
services performed at your visit.
apply apply
. , $2,500 copay/day;
If vou have a hosbital rF:ocril;y 159 (2, sl deductible does not Not covered Prior authorization is required. See
< tz P apply www.QuartzBenefits.com/WIPAList or call (800) 362-3310
y . No charge; deductible for additional information.
Physician/surgeon fees Not covered

does not apply
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Common
Medical Event

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

If you are pregnant

If you need help
recovering or have
other special health
needs

Services You May Need

Outpatient services

Inpatient services

Office visits

Childbirth/delivery
professional services

Childbirth/delivery facility
services

Home health care

Rehabilitation services

$35 copay/visit;
deductible does not

apply

$2,500 copay/day;
deductible does not
apply

PCP: $35 copay/visit

Specialist: $70
copay/visit; deductible

does not apply

No charge; deductible
does not apply
$2,500 copay/day;
deductible does not
apply

No charge

$50 copay/visit

What You Will Pay

In Network Out-of-Network
You will pay the least You will pay the most

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Limitations, Exceptions, & Other Important Information

Benefits are not available for care that is Maintenance and
Supportive Care.

Virtual Visits and Telehealth Visits are covered at no charge.
Deductible and/or coinsurance may apply for additional
services performed at your visit.

Prior authorization is required. See
www.QuartzBenefits.com/WIPAList or call (800) 362-3310
for additional information.

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

Prior authorization is required for inpatient services. See
www.QuartzBenefits.com/WIPAList or call (800) 362-3310
for additional information.

Deductible and/or coinsurance may apply for additional
services performed at your visit.

Coverage is limited to 60 visits per Benefit Year.

Prior authorization is required. See
www.QuartzBenefits.com/WIPAList or call (800) 362-3310
for additional information.

Coverage is limited to 20 visits each for Physical, Speech
and Occupational therapy and Pulmonary Rehab per Benefit
Year.

Cardiac Rehab is limited to 36 visits per Benefit Year.
Inpatient Rehab is limited to 60 days per Benefit Year.

Post Cochlear Implant Aural Therapy is limited to 30 visits
per Benefit Year.

A covered Telehealth visit applies the same cost-sharing as
an in-person visit.

Deductible and/or coinsurance may apply for additional
services performed at your visit.
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Common
Medical Event

Services You May Need

Habilitation services

What You Will Pay

In Network

(You will pay the least)

$50 copay/visit

Out-of-Network
You will pay the most

Not covered

Limitations, Exceptions, & Other Important Information

Coverage is limited to 20 visits each for Physical, Speech

and Occupational therapy per Benefit Year.

Prior authorization may be required. See
www.QuartzBenefits.com/WIPAList or call (800) 362-3310
for additional information.

A covered Telehealth visit applies the same cost-sharing as
an in-person visit.

Deductible and/or coinsurance may apply for additional
services performed at your visit.

Skilled nursing care

No charge

Not covered

Coverage limited to 30 days per confinement. This benefit is
combined with the Swing Bed Care benefit.

Prior authorization is required. See
www.QuartzBenefits.com/WIPAList or call (800) 362-3310
for additional information.

Durable medical
equipment

No charge

Not covered

Purchase of DME with a per unit cost of $500 or more
(except for hearing aids and glasses/contacts) and all DME
rentals must be Prior Authorized.

Glasses/contacts for Adult Routine Vision are not covered.
Coverage for --

Hearing Aids: Limited to one per ear every 36 months.

To obtain the list of covered hearing aid models log onto
www.QuartzBenefits.com/hearingaids or contact Customer
Service.

Hospice services

No charge

Not covered

Prior authorization is required. See
www.QuartzBenefits.com/WIPAList or call (800) 362-3310
for additional information.

Hospice coverage excludes room and board charges in a
Skilled Nursing Facility.

If your child needs
dental or eye care

Children's eye exam

$35 copay/visit;
deductible does not

apply

Not covered

none

Children's glasses

No charge

Not covered

Limited to one pair of glasses or set of contacts per Benefit
Year.

Children's dental check-up

Not covered

Not covered

none
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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.)

+ Abortions (except in cases of rape, incest orwhen < Dental care (Adult) * Private-duty nursing
the life of the mother is endangered) * Infertility treatment * Routine eye care (Adult)

* Acupuncture + Long-term care + Weight loss programs

+ Bariatric surgery + Non-emergency care when traveling outside the U.S.

+ Cosmetic surgery

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.)
+ Chiropractic care * Hearing aids * Routine foot care (Limited)

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: Office
of the Commissioner of Insurance, Complaints Department, PO Box 7873, Madison, W1 53707-7873, the U.S. Department of Labor, Employee Benefits Security Administration
at 1-866-444-EBSA (3272) or www.dol.gov/agencies/ebsa/about-ebsa/ask-a-question/ask-ebsa, or visit www.HealthCare.gov or call 1-800-318-2596. 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 for assistance, contact: Office of
the Commissioner of Insurance, Complaints Department, PO Box 7873, Madison, WI 53707-7873, or if coverage is under a group health plan the Employee Benefits Security
Administration at 1-866-444-EBSA (3272).

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 Coverage Meet the Minimum Value Standard? Not Applicable

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-362-3310 or 1-800-877-8973 (TTY).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-362-3310 or 1-800-877-8973 (TTY)

Chinese (FFX): SNRFEHXHVEED), BHRFITX NS5 1-800-362-3310 or 1-800-877-8973 (TTY)

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-362-3310 or 1-800-877-8973 (TTY)

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

Peg is Having a Baby

(9 months of in-network pre-natal care and a hospital

B The plan’s overall deductible $1,500
M Specialist copayment $70
M Hospital (facility) coinsurance 0%
M 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 $2,800
Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Peg would pay is $2,800

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

B The plan’s overall deductible $1,500
W Specialist copayment $70
B Hospital (facility) coinsurance 0%
B 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 $700
Coinsurance $0

What isn’t covered

Limits or exclusions $0
The total Joe would pay is $700

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.

Mia’s Simple Fracture

(in-network emergency room visit and follow up

care
B The plan’s overall deductible $1,500
W Specialist copayment $70
B Hospital (facility) coinsurance 0%
B 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 $1,500
Copayments $800
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,300

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

7 of 7


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

Quartz

Notice of Non-Discrimination and Availability of Language
Assistance Services and Auxiliary Aids and Services

Quartz is the brand name for a group of companies committed to your health: Quartz Health Benefit Plans
Corporation, Quartz Health Insurance Corporation, Quartz Health Plan Corporation, and Quartz Health Plan MN
Corporation. These companies are separate legal entities. In this notice, "we" refers to all Quartz companies.

For assistance understanding these materials in a language other than English, call (800) 362-3310, and a Customer
Success representative will assist you. TTY users should call 711 or (800) 877-8973.

We comply with applicable Federal civil rights laws and do not discriminate on the basis of race, color, national
origin, age, disability, or sex (includes sex characteristics, including intersex traits; pregnancy or related
conditions; sexual orientation; gender identity; and sex stereotypes). Quartz does not exclude people or treat
them less favorably because of race, color, national origin, age, disability, or sex.

We provide reasonable modifications and free appropriate auxiliary aids and services to people with disabilities to communicate
effectively with us and to participate in health programs or activities, such as -

If you believe we failed to provide these services or discriminated in another way on the basis of race, color, national
origin, age, disability, or sex, you canfile a grievance with-

Chief Compliance Officer

2650 Novation Parkway

Fitchburg, WI53713

Phone: (800) 362-3310

TTY: 711 or toll-free (800) 877-8973

Fax: (608) 644-3500

Email: AppealsSpecialists@QuartzBenefits.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, our Chief Compliance
Officer 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

* Qualified sign language interpreters ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at:

* Written information in other formats (large print, audio, accessible electronic formats, other formats)
U.S. Department of Health and Human Services

We provide free language services to people whose primary language is not English, such as - 200 Independence Avgnue, SWA
* Qualified interpreters Room 509F, HHH Building Washington, D.C. 20201

. . . (800) 368-1019; (800) 537-7697 (TDD)
* Information written in other languages.

If you need these services, contact Customer Success at (800) 362-3310.

Complaint forms are available at hhs.gov/ocr/office/file/index.html. Quartz is a Qualified Health Plan issuer in the

Health Insurance Marketplace® in certain states. To learn more, visit the Health Insurance Marketplace® at

HealthCare.gov.
ATTENTION: 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) 362-3310, TTY: 711 / (800) 877-8973.

Spanish - ATENCION: Si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia lingliistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares apropiados para proporcionar informacién en formatos accesibles. Llame al
(800) 362-3310. TTY: 711 / (800) 877-8973 o hable con su proveedor.

Chinese - & : MNREH[hX], HEIVGEHACRBESHIRS - RIVEEHRHESUNBH TEMRS - UERSRIREES - B8 (800) 362-3310. TTY: 711/ (800) 877-8973 R EFWRHIR S IR HE -

Hmong - LUS CEEV TSHWJ XEEB: Yog hais tias koj hais Lus Hmoob muaj cov kev pab cuam txhais lus pub dawb rau koj. Cov kev pab thiab cov kev pab cuam ntxiv uas tsim nyog txhawm rau muab lus ghia paub ua cov hom ntaub ntawv uas tuaj yeem nkag
cuag tau rau los kuj yeej tseem muaj pab dawb tsis xam tus ngi dab tsi ib yam nkaus. Hu rau (800) 362-3310. TTY: 711 / (800) 877-8973 los sis sib tham nrog koj tus kws muab kev saib xyuas kho mob.

Russian - BHUMAHMUE: Ecsiu Bbl rOBOpUTE Ha PYCCKUH, BaM JAOCTYIHbBI 6eCIIaTHbIE YCJIYTH I3bIKOBOW NMojAep>KKH. COOTBETCTBYIOIIHME BCIIOMOraTeJIbHble CPeJICTBA U YCJIYTH 110 NPeAoCTaBJeHUI0 MHPOPMaLK B JOCTYNHBIX popMaTax TakxKe
npefocTaBsoTcs 6ecriatHo. [lo3BoHUTe 10 TesiedoHy (800) 362-3310. TTY: 711 / (800) 877-8973 usin 06paTUTECH K CBOEMY NOCTABIIUKY YCIYT.

Vietnamese - LI'U Y: Néu ban ndi tiéng Viét, chiing toi cung cip mién phi cac dich vu hd tro ngdn ngit. Cac hd tro dich vu phli hop dé cung cip théng tin theo cac dinh dang dé tiép can ciing dwoc cung cdp mién phi. Vui long goi theo s6 (800) 362-3310.
TTY: 711/ (800) 877-8973 hodc trao ddi v&i ngudi cung cip dich vu caa ban.

Laotian - cgLFIV: TPIVICTIWIFI 299, FLBUSTNIVROS0IVWIFICLLUIBOI NI, LLHDIFOS (AT NIVUSNIVCLLUILONICBVIFVCWB I ELL IVSVCLLITEIVINCEICTHOT LMICU(800) 362-3310. TTY: 711 / (800) 877-8973 vT
SouHLEIUSNIW2891ID.

German - ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur Verfligung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in barrierefreien Formaten stehen ebenfalls kostenlos zur
Verfuigung. Rufen Sie (800) 362-3310. TTY: 711 / (800) 877-8973 an oder sprechen Sie mit Ihrem Provider.

Pennsylvania Dutch - LET OP: als je Nederlands spreekt, zijn er gratis taalhulpdiensten voor je beschikbaar. Passende hulpmiddelen en diensten om informatie in toegankelijke formaten te verstrekken, zijn ook gratis beschikbaar. Bel (800) 362-3310. TTY:
711/ (800) 877-8973 of spreek met je provider."

Arabic - ol e Joail Ulaa Leall J g sl (1S lpuniiy il sheall 1 5il Lt cilads g saclise Qi 5535 LS Zlaall & salll s Lisall cilodd ol 5 siind iy jall 2alll Gaaati i€ 13) 404 1(800) 362-3310. TTY: 711/ (800) 877-8973 Zexall asia ) cuaai i,

Polish - UWAGA: Osoby méwigce po polsku mogg skorzystac z bezptatnej pomocy jezykowej. Dodatkowe pomoce i ustugi zapewniajgce informacje w dostepnych formatach s3 réwniez dostepne bezptatnie. Zadzwon pod numer (800) 362-3310. TTY: 711/
(800) 877-8973 lub porozmawiaj ze swoim dostawca.

French - ATTENTION : Si vous parlez Frangais, des services d'assistance linguistique gratuits sont a votre disposition. Des aides et services auxiliaires appropriés pour fournir des informations dans des formats accessibles sont également disponibles
gratuitement. Appelez le (800) 362-3310. TTY: 711 / (800) 877-8973 ou parlez a votre fournisseur.

Hindi - T &: T&f 1Y g aieid &, Y 3 At ARRIe HTST TGTaa YaTd Suaay i & | au [RRU  SHeRI ReM $3 & At SUgdhd Teiad A1 3R Jard Hi AFX[ae Iua«@ &1 | (800) 362-3310. TTY / TDD: 711 / (800) 877-8973 TR
PId B3 T 3T TR I 1T B
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Korean -F2|: [3t=0{]& AFE3HA £ 2 7= A0 X| @l MH|AE 0|83t = UASLITE 0| & 7tset YA ez FE qE

MB[A H S X0l 22l5t AL

]

XS5

rir
ot

FEZE 7|7 Y ME| AR 222 X5 E LT (800) 362-3310. TTY: 711 / (800) 877-8973 H 2 2 3|8 7Lt

Albanian - VINI RE: Nése flisni [shqip], shérbime falas té ndihmés sé gjuhés jané né dispozicion pér ju. Ndihma té pérshtatshme dhe shérbime shtesé pér té siguruar informacion né formate té pérdorshme jané gjithashtu né dispozicion falas. Telefononi
(800) 362-3310. TTY: 711 / (800) 877-8973 ose bisedoni me ofruesin tuaj té shérbimit.

Tagalog - PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika. Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang magbigay ng impormasyon sa mga naa-access na format.
Tumawag sa (800) 362-3310. TTY: 711 / (800) 877-8973 o makipag-usap sa iyong provider.

Somali - FIIRO GAAR AH: Haddaad ku hadasho Soomaali, adeegyo kaalmada luugadda ah oo bilaash ah ayaad heli kartaa. Qalab caawinaad iyo adeegyo 0o habboon si loogu bixiyo macluumaadka qaabab la adeegsan karo ayaa sidoo kale bilaa lacag heli
karaa. Wac (800) 362-3310. TTY: 711 / (800) 877-8973 ama la hadal bixiyahaaga. Gargaarsi gargaaraa fi tajaajilli sirrii ta’ee fi odeeffannoo bifa dhaggabamaa ta’een kennuunis bilisaan ni argama.

Cushite (Oromo) - XIYYEEFFANNOO: Afaan Kushii yoo dubbattan tajaajilli gargaarsa afaanii bilisaan isiniif ni kennama. Gargaarsi gargaaraa fi tajaajilli sirrii ta’ee fi odeeffannoo bifa dhaggabamaa ta’een kennuunis bilisaan ni argama. (800) 362-3310 bilbili.
TTY: 711/ (800) 877-8973 ykn dhiyeessaa keessan waliin haasa’aa.

Amharic - MAANP:- ATICT PTG NUTT PRIR £96 1A% N1 BPCNAPFA: ALET LA $CAT ATIPLAN +IN, PUF +aT9Z ATHPTF AT A14°1FF A18U- N19 275 4= NNAR €L (800) 362-3310. TTY: 711 / (800) 877-8973 £ 2O~ MLI™

ATATT ARGNPTY PTN%n
C o C @ N _o Q c.ocCo ocC_ C oC N C [P x _Q oco C cC 9. Q9 C C < c cc C O C C .9 C c c . C
Karen - q?— ?910’)0)1 001‘?’)(\)1.(9391 3200, 0)139933 (T{P(Y)'IGOPGC?G'LO)'II Q0100001 ORP(\)T)‘DK\)'I%OK\)'L. UNG?P H UJ'IG'LO'IIOO'I?K.?U:(\X?Z 0210101100101 Q132 0’)@3’37)[3 (\)1(73(@?0)101001(7{]1 C\)1U)191§133109(7)UP (\)'IUJ(\)T)URPC\)D@I

C\)'I:?(e)(:IC\G')'L. o3 (800) 362-3310. TTY: 711/ (800) 877-8973 @oog?ﬁ P33 $Q100109P ﬁslommwoewuoomﬁ

Mon-Khmer, Cambodian (Khmer) - UHWRSHHSANA: UINSULHSASUNW Mgyl ninAyuSSwMaNaASSUISHSHEIUHSAY SSw SHuiAyusiuhmigwsuuigw
ASHMINAUNSSMUSHINSIUHMGETUUITUNNIUS AHNGIRMSSINWHRSARSUIREETY Nigiunssiol (800) 362-3310. TTY: 711/ (800) 877-8973 USUNWIS 1M SHSANS NIINIUNHS MY

Serbo-croatian (Serbian) - [TAYKHbA: Ako roBopuTe CpIICKOXpPBAaTCKH, JOCTYIHe Cy BaM GecryiaTHe jesuuke ycayre. BecriaTHa cy v ogrosapajyha noMohHa nomarasa u ycjyre 3a npyare HHbopMmalnuja y npuctynadyium ¢opmaruma. [lososute
(800) 362-3 TTU: 711 / (800) 877-8973 msiu pa3roBapajTe ca CBOjUM IPOBAjEPOM.

Thai - winowis: waaaldawn Wy idvsmsanudiomdodiuasng uonannil Sefiiedosfiouazudmsshnnasiie Wdoua lusuuuuiidngsldles liduenT#:s Tusalussiasio (800) 362-3310. TTY: 711 / (800) 877-8973 wiaudnwns Hudnsvasans”

Gujarati - gllet UL ) d 42Ul ollall ), cll dMIRL M2 Hed HINL A&l Al Guanyd 8. Yaet slRH1HT His(dl Yreled scl M12 AR USIUS USIA o Adi] ULl HsdHi Buasiy 8. s1d 521 (800) 362-3310. TTY: / (800) 877-8973
weldl dHRLYReELAL A8 did 53

Urdu - (- i Cia (g Dladd ) 5) el §slan calia ) S8 il )i e sbea (e tza sy DB o Dl Ciladd (S ade (Sl i i Sl gieom s 53,50 Gl 81 ia 5800) 362-3310 -8 JS 5 TTY: 711/ (800) 877-8973 -0 S Sl s 02 sl i il

Italian - ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica gratuiti. Sono inoltre disponibili gratuitamente ausili e servizi ausiliari adeguati per fornire informazioni in formati accessibili. Chiama I'(800) 362-3310. TTY: 711 / (800)
877-8973 o parla con il tuo fornitore.

Greek - [IPOZOXH: Edv piddte eAAnvikd, vndpyovv Stabéotueg Swpedv vnmpeoieg vmootipeng ot ovykekpévn yAwooa. AtatiBevtat Swpedv katdAAnAa fondnpata Kat UINPesies YL mapoxt TANPoQopLOV o€ pocPaotpes poppés. Karéote
70 (800) 362-3310. TTY: 711 / (800) 877-8973 1} anevBuvbeite otov ndpoxd oag.

Nepali - {0 &R T& qUTS AUTe SIeHg® A, JUISdTs AR HINT TgRIdT JaTeR, IUAqY B+ Ug i STaTexdl STHHGRI [RaM TR SUIHd Hed Herdiey X SaTey U1 e Suaqy B & (800) 362-3310| TTY: 711 / (800) 877-
8973 T ST TRATIHRIT &3] TRARI

Ukrainian - YBAT'A: fIkiio BU po3MOBJIsIETe YKpaiHCbKA MOBa, BaM JOCTYIHI 6€3K0IITOBHI MOBHI nocayry. BianosigHi fonomixcHi 3aco6u Ta noc/1yru AJ1st HafaHHs iHpopMaLil y JOCTynHUX GopMaTax TaKoX AOCTYIHI 6e3KOLITOBHO.
3aresiepoHyiiTe 3a HoMepoM (800) 362-3310. TTY: 711 / (800) 877-8973 a60 3BepHIThCsA 10 CBOTO NOCTAYaIbHUKA.

Tibetan - Fy=pps 3r =g igsr ivadgs=~2g dgys A S i §apv gl Avags § fprrararvg A v g g g g g R e g =2 dn g iR e i e (<e0)auz-3370 TTY: 711 / (800) 877-8973 w3 Fadfm Iy 5§ 9 sy

Wolof - FATTAL: Sooy wax Wolof, ay serwiis yu lay jappale ci lakk wi doo fay. Ay ndimbal ak ay serwiis yu war ngir joxe leeral ci formaa yu yomb am nafiu ci te doo fay. Woowal (800) 362-3310. TTY: 711 / (800) 877-8973 wala nga waxtaan ak sa joxekat.
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