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Individual Health Plans from QualChoice HEALTH INSURANCE

2019 Application for Individual Coverage — POS

Before you begin, please read thisinformation carefully:

pI h ti fully. T int tv. W t t This form is available at QualChoice.com
o easeanswer each question carerully. lype or print neatly. € cannotacceptyour as a fillable PDF. For the latest version of

applicationifinformationis missing. Adobe Reader (the free software needed
e Allapplicants mustbe age 64 or younger, permanent, legal residents of Arkansas,and | toread the PDF), visit adobe.com.

legal residents of the United States or U.S. citizens.
POS plans include our Select network. To review the network, go to QualChoice.com andselect Find a Doctor or Hospital.

e To find your premium amount, get a quote or apply onlineat QualChoice.com — or call anIQChoicesales representative
at 866.645.1790, or your broker.

e  You must let QualChoiceknow if you use tobacco, including whattype, how much and how often.

e Apply duringthe Open Enrollment Period (OEP) (dates may vary). For a Special Enrollment Period (SEP), you must have a
qualifying event (such as a birth, marriage, divorce or other). You must request coverage and provide proof of most
qualifying events within 60 days of the event or within 90 days of a birth.

e Pediatricdental coverageisrequired under the Affordable Care Act and is available with our benefit plans. Please contact your
broker, the Health Insurance Marketplace, or your dental insurance carrier to purchase a stand-alone dental product.

e Eachapplicantage18 andover mustsignand datethis application. Adigital signature may beused on a writable PDF.

For paper applications only:

v' Useblack or dark blue ink.

v" Ifyou make a mistake, markthrough itand initialit. Then write in the correctinformation. Do not use correction
fluid or correction tape.

v" Your first month’s premium payment must be included with your application.

v Sign and date any attachments containing additional information.

Policy Effective Date: Your effective date will beassignedinaccordancewith applicablelaw. Applicationswill notbe regarded
as received until they are complete. A complete application includes all required documents and the first month’s premium.

B Applying during an annual Open Enrollment Period

Policy is Effective on:
01/01/2019

W Applying duringa Special Enrollment Period with a qualifying event (see Step 2)

If application is received during a Special Enrollment Period Policy Effective on:
on or before the 15th of the month the first of the following month
after the 15th of the month the first of the second following month

NOTE: Coverage for a newborn is effective on the date of the birth if we are notified within 90 days.

Premium Payment: We must receive your firstmonth’s premium payment with your applicationin orderto process it. Please
see Step 10 for payment instructions.

Mail or fax your application, any required documents, and your first month’s premium to:
QualChoice | ATTN: 1QChoice | P.O. Box 26208 | Little Rock, AR 72221 | Fax: 866.645.1788

Underwritten by QCAHealth Plan, Inc.
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2019 Application for Individual Coverage — POS

Step 1: Contact Person

One adultin your family between the ages of 18 and 64 must be the contact person for your application. All informationisrequired.

Legal First Name Mi Legal LastName

Email Address (will receive important benefit messages) Main Phone No. Other Phone No.
Home Address (No P.O. Box please) City State | Zip County

Mailing Address (if different from home address) City State | Zip County

Step 2: Eligibility

O 1am applyingduringan Open Enrollment Period

O 1am applyingduringa Special EnrollmentPeriod.
If yourapplicationis notreceived during an Open Enrollment Period, you must send a ppropriate documentation confirming qualifying
event/Special Enrollment Period (such as, copy of birth or death certificate, copy of marriage license, guardianship docume ntation etc.). This
mustbe sentto us nomorethan45days beforethe event and nolater than 60 days after the event (90 days for birth). Please check (v) all
boxes belowthatapplyand provide date of qualifying event.

Qualifying Event Date of Qualifying Event
D BiTER oot ettt ee s eereee e Date
[l 7Y Ko} o 14 Koo O PRSP PP Date
L DR e e e eeeeenee Date
O DiVOICE/LEGAl SEPATALION ...eueeviriiietiieeieieiete ettt ettt et te st et ste e e tesbe s esesbe st e s et esesbene et enseneeseseseebeneeseseseabaneesensensenessenes Date
1 marria =PSRRI Date
O New guardianship/legal custody/court orderto add child .........cooeoiiiieineirce e Date
] Loss ofMinimum ESSENTIAICOVETAZE c..uviieiiiieiie ettt ettt ettt e et e s b e s bt e e s ate e e baeesabeessteeesbseessbaeesseesabeessaeensaeans Date
O Non-CalendarYear Policy @Xpires OULSIAE OEP.......ccccccuieieriiieieeieesieestesteeeesteeeeseeesseessaesssesseesseesseesseeseensesnseenseensenns Date
This is a one-time SEP used for those losing coverage due to expiration of a non-grandfathered policy
] New coverage becoming available as a result of a permanentMoVve ........cceeviiiiiiiiiiicciie e Date
O Errors, misinterpretation, inaction by the Health Insurance Marketplace, HHS, ortheiragents ......cccccceccevevecvrene Date
L] qualified Health Plan contract violation in relation to @nindivIdUal .................oovveeeeeveeeesreeesssseeesessseeeseseseseseesenan Date
O Loss ofeligibility for Advanced Premium Tax Cre dit (APTC) ..covieeeereerienieeieeieesieesteeteeaeeeesesesneesaeesseeneesasesneesnnenns Date

Step 3: Policy Effective Date

Requested Policy Effective Date: (MM/DD/YYYY)

B Applying during an annual Open Enrollment Period

Policy is Effective on:

01/01/2019

B Applying duringa Special Enrollment Period with a qualifying event (see Step 2)

Ifapplicationisreceived duringa Special EnrollmentPeriod Policy Effective on:
on or before the 15th of the month the first of the following month
after the 15th of the month the first of the second following month

NOTE: Coverage fora newborn is effective on the date of the birth if we are notified within 90 days.

Underwritten by QCA Health Plan, Inc.
P.O.Box 26208 | Little Rock, AR 72221 | P: 866.645.1790 |F: 866.645.1788| QualChoice.com | Page 2 of 7



Step 4: Applicant(s) Information

2019 Application for Individual Coverage — POS

Who is applying for health insurance? Check (v') one box. [ Individual [ Individual & Spouse [ Individual & Children [ Family

Is the contactperson listed in Step 1 applying for coverage? [Yes [ No

Pleaselistbelowall who are applyingfor coverage. Tell us the relationship of each applicant,such as:self, spouse, son, daughter,

stepson, or stepdaughter. IMPORTANT: All applicants (excluding minor children) must live in Arkansas. If you have permanent legal
custody of a child, pleaseattach appropriatecourtdocuments. Domestic partners arenot eligible dependents. If anyone applying is
not a U.S. citizen, they must complete Step 5. If anyone applying uses tobacco products, they must complete Step 6.

Legal First Name

Mi

Legal Last Name

Relationship Female (F)

Male (M) or Birth Date

(MM/DD/YYYY)

Social Security
Number

Tobacco
Use

O Yes
O No

O Yes
O No

] Yes
J No

O Yes
O No

O Yes
O No

O Yes
O No

Step 5: U.S. Citizenship Status
Are all applicants listed in Step4 U.S. citizens? [1 Yes [1 No IfNO, complete the information below.

Legal First Name

Mi

Legal Last Name

Immigration Document Type

Immigration Document ID No.

Step 6: Tobacco Use

Has anyapplicant(s) listed in Step 4 used a tobacco product (other than for religious or ceremonial use) on an average of 4 or more
times per week inthe last6 months? [JYes [1 No IfYES, complete the information below.

Legal First Name

Ml

Legal Last Name

Date Last Used

Type Used

Amount Used Per Week

Example: 6 packs of cigarettes per week

Underwritten by QCA Health Plan, Inc.
P.O.Box 26208 | Little Rock, AR 72221 | P: 866.645.1790 |F: 866.645.1788| QualChoice.com | Page 3 of 7




2019 Application for Individual Coverage — POS

Step 7: Email Address

Enter email address of each applicantage 18 and over to receive messages about their benefits.

Legal First Name Mi Legal Last Name Email Address

vl B W N

Step 8: Select Your Benefit Plan

For information aboutthe available benefitplans and rates, go to QualChoice.com or call anIQChoicesales representativeat
866.465.1790, or your broker. NOTE: POS plans include our Select network. Pediatric dental coverageis required by the
Affordable CareAct. Ifyou already havea qualified pediatricdental plan,you may choosea plan without it.

| Pediatric Dental please check (v) one. Benefit Plan please check (v) one. ‘

I am requesting a benefit plan: [ Bronze Classic Saver 5000 — HSA-qualified high deductible health plan
[ Silver Classic 6500

[ Silver Classic Saver 4000 — HSA-qualified high deductible health plan
[] Without pediatric dental I Gold Classic 2000

[ Catastrophic
Allindividuals electing Catastrophic coverage must be under age 30 or qualify fora
hardship exemption. Visit www.HealthCare.gov to learn more about hardship exemptions.
Applicants reaching age 30 during the plan year will stay enrolled for the rest of the year.

] With pediatric dental

Step 9: Primary Care Physician (PCP)

Yourplan requires youto use a Primary Care Physidan (PCP) who isinthe Select network. To find a PCP and Provider ID, visit QualChoice.com.
Search withinthe Select network. Youmayalsocall 501.228.7111 ortoll free 800.235.7111. You must use your PCP to direct your care, including
referralsto specialists. If you do not have a PCP, you will be assigned one.

Relationshi
First Name MI Last Name ed |ons.. P PCP Name/Provider ID

to Subscriber

1 O Self Name:
[ Spouse
[ Dependent | ID #:

2 O Self Name:
[ Spouse
[ Dependent | ID #:

3 O Self Name:
[0 Spouse
[ Dependent | ID #:

4 O Self Name:
[ Spouse
[ Dependent | ID #:

5 O Self Name:
[ Spouse
[ Dependent | ID #:

6 [ Self Name:
[ Spouse
[0 Dependent | ID #:

Underwritten by QCA Health Plan, Inc.
P.O.Box 26208 | Little Rock, AR 72221 | P: 866.645.1790 |F: 866.645.1788| QualChoice.com | Page 4 of 7



2019 Application for Individual Coverage — POS

Step 10: Premium Payment

Payment for first month’s premium must be included with this application. To find your premium payment amount:
= Get aquote or applyonlineat

QualChoice.com
Amount of first month’s premium: $ = (Callusat866.645.1790

= Callyourbroker/agent

= First Month’s Premium

Choose your first month’s payment method below.

Charge myfirst month’s premiumto my: O visa [ Mastercard [ Discover

Card No. Expiration Date /____ Sec.Code(3digitno.onbackofcard)

[ check enclosed

[ cashier's check enclosed

[ Bank draft (must complete Bank Draft Payment Authorization below)

[ cash (visit the QualChoice office at 12615 Chenal Parkway, Little Rock, AR, Monday through Friday, between 8:00 a.m. and 5:00 p.m.)

= Future Premium Payments pPleasecheck(v') yourfuture payment method below. All future monthly payments are due onthe
firstdayof each month’s coverage period. If the ‘bank draft’ method of paymentis checked, you must complete the Bank Draft Payment
Authorization below.

Choose your future payment method: (Your application cannot be processed without this information.)

Monthly Billing Quarterly Billing Annual Billing

Due first day of each month Due first day of coverage period Duefirst day of coverage period
O Bank Draft [ Bank Draft

[ Bank Draft O Check O Check
O Cash O Cash

ONLINEBILL PAYMENT: You can alsopay your premiums quickly, accurately andsecurely fromyour bank account. Go to
QualChoice.com, select Online Bill Payment.

Bank Draft Payment Authorization

1. lauthorize QualChoice andthe Bank/Financial institutionindicated belowto debit myhealth insurance premium from the account listed.

2. Thisauthorization is toremainin full force and effect until my Bank has received written notification from me of the Bank Draft termination. This
notice must be received insuchtime and such manner asto afford the Bank a reasonable opportunity toact on it, or until the Bankhassent me
ten (10) days’ written notice of the Bank’s termination of this agreement.

3. lunderstandthat byrevokingthe Bank Draft after | have agreedto it, | will also be terminating my insurance coverage, unless QualChoice has
received written notice fromme of my desire to continue coverage at least twenty (20) days prior to the Bank Draft withdrawal date.

4. lunderstandthatifmy bankrejects a bank draft due to insufficient fundsin my account, QualChoice may chargeme a fee of up to $20.00.

| understand and agree that my first month’s premium will be drafted upon initial acceptance of coverage.
| understand and agree that future monthly premiums will be drafted on the 1st day of each month for Monthly Bank Draft, or
on 1st day of coverage period for Quarterly or Annual billing.

o0

Name of Bank or Financial Institution Account Type (check one)

O Checking DSavings
9 Digit Bank Routing Number Bank Account Number

Account Holder Name

Address City State Zip

By signing this Bank Draft Payment Authorization, | agree to all terms and conditions expressed inthe payment method | have
chosen above. | understand that ifl do not followwhat has been authorized on this form, QualChoice may cancel my policy.

Signature of Account Holder Date Signed (MM/DD/YYYY)

X

Underwritten by QCA Health Plan, Inc.
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2019 Application for Individual Coverage — POS

DISCLOSURES: Allapplicants mustread.

| agree to and understand the following:

1. Theinsurancelam applyingfor will notbecome effective until my application hasbeen approvedand| have paidthefirst
month’s premium.

2. Ifan agent/broker hasworked withme onthis application, he/she mayreceive compensation (payment) from QualChoice.
Any such compensationisinduded inmy insurance premium. (Tolearnmore aboutany compensationinvolved, please
contact your agent/broker.)

3. If lam not truthful inmy answerson thisapplication, QualChoice may, insome cases, cancel my coverage as of the original
starting dateand| may notreapply for thiscoverage.

4. If I give falseinformationabout tobacco use, QualChoice can change my premiumto whatit should have been whenthe
policybegan.

5. For Catastrophic plansonly: If anyapplicant reachesage 30during the planyear, all will stay enrolled for the remainder of
the year andcoverage for the applicant who reached age 30 willendat that time.

6. My signature lets QualChoice coordinate my benefits with otherinsurance | may have.

7. My signature authorizes QualChoice to releaseto my broker/agent necessary information about myself and any
family memberslisted onthisapplication. This includes information related to substance use orabuse, but not
psychotherapy notes, as defined in Department of Health and Human Services HIPAA regulation 45 CFR §164.501.
| understand that| may cancel this authorization by sending a written notice to QualChoice, Attn: IQChoice,
P.O.Box 26208, Little Rock, AR72221.

8. QualChoice maycall or email me for more information, if needed.

Authorized Signatures: In signing below, | agree that:

1. My statementsand answersinthisapplicationandanysigned and dated attachments are true, complete and correct.

2. I mustlet QualChoice knowin writing of any changesto the information on myapplication before the policy effective date.

3. Isignedthisapplicationinthe State of Arkansas. All applicants listed (excluding minor children) are permanent, legal
residents of Arkansas.

Each applicant, who is 18 years of age or older, must sign and date below. Please sign correct line only.
Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information

in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Signature of: Legal Full Name Signature Date Signed (MM/DDAYYY)

Person listedin Step 1 orparent/legal
guardian (ifapplying)

Spouse (ifapplying)

Adult (onlyif 18 orover and applying)

Adult (onlyif 18 orover and applying)

Adult (onlyif 18 orover and applying)

X |X [X | X [ X [X

Adult (onlyif 18 orover and applying)

This section to be completed by Broker/Agent
Broker/Agent Name (Please print) Phone No.

Agency Federal Tax ID No. (if applicable) Broker Agency Name Broker/Agent E-mail

Broker/Agent Signature Date Signed (MM/DD/YYYY) National Producer No. (NPN)

X

Underwritten by QCA Health Plan, Inc.
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2019 Application for Individual Coverage — POS

IMPORTANT

Privacy Disclosure

We useand disclose protected health information (PHI)ina number of different ways in connection with health careoperations, the
payment for health care, and treatment. The followingareonlya few examples of the types of uses and disclosures of PHI that we
are permitted to make without individual authorization.

A

Payment: We will useand disclose PHI to administer health benefits policy or contract, which may involvethe determination of

eligibility; claims payment; utilization review and care management; medical necessity review; coordination of care, benefits

and other services;andrespondingto complaints,appealsand external review requests. Likewise, we may also share PHI with

another entity to assistwith subrogation of health claims or to another health planto coordinate benefit payments. Insome

instances, we may alsouseand disclose PHI for purposes of premium billing, underwriting, and the determination of premium

rates and co-payments, deductibles, coinsuranceand other costsharingamounts.

Treatment: We may disclose PHI to health care providers (doctors, dentists, pharmacies, hospitalsand other caregivers) who

request itin connection with treatment. We may also disclose PHI to health care providers in connection with preventive

health, early detection and caremanagement programs,in plans thatoffer these programs.

Health Care Operations: We will useand discloseyour Protected Health Information to support other business activities,

including thefollowing:

1. Qualityassessmentandimprovement activities: peer review and credentialing of Network Providers and accreditation by
independent organizationssuch as the National Committee for Quality Assurance and URAC;

2. Performance measurement and outcomes assessment, health claims analysisand health services research;

3. Operation of preventive health, early detection, care management, and coordination of care programs in plans thatoffer
these programs,includinginformation abouttreatment alternatives, therapies, health careproviders, settings of careor
other health-related benefits and services;

4. Medical carereview;

5. Underwriting, premium determination and administration of reinsurance;

6. Riskmanagement, auditing, legal services and detection and investigation of fraud and other unlawful conduct;

7. Transfer of eligibility and planinformation to business associates (for example: pharmacists, mental health management

companies) for the management of mental health benefits, and other programs as necessary to administer your benefit plan.
8. Other general administrativeactivities, including data and information systems management and customer service.

Individual Right of Access and Additional Information

QualChoicemaintainsstrictadherenceto the protection and confidentiality of PHI. Additional information within QualChoice may be
directed to the Privacy Official, Security Official or the Corporate Responsibility Officer.In addition, anyindividual may request and
receive a copy, includingan electronic copy of his /her PHI on filewith QualChoice.Pleasesubmitinquiries or requests to:

QualChoicePrivacy Officer
11045E. LansingCircle
Englewood, CO 80112
P:720.874.1261

Individual questions or concerns may also be addressed by the:

Department of Health & Human Services
www.hhs.gov/ocr/privacy/hipaa/complaints/

Officefor Civil Rights (OCR) — Will need to filea Health Information Privacy Complaint

Underwritten by QCA Health Plan, Inc.
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Non-Discrimination and Accessibility Notice

QualChoice complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or
sex. QualChoice does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

QualChoice:
e  Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o  Written information in other formats (large print, audio, accessible electronic formats, other formats)
e  Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact Customer Service at (501) 228-7111. If you believe that QualChoice has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability, or sex, you can file a grievance with:

QualChoice Civil Rights Coordinator
QualChoice

P.O. Box 25610

Little Rock, AR 72221-5610

(501) 228-7111

Fax #: 501-707-6729
QCA_COE@qualchoice.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the QualChoice Civil Rights Coordinator is available to
help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights electronically through the
Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of
Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201, 1-800-868-1019, 800-537-7697
(TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Notice of Discrimination Grievance Procedures

It is the policy of QualChoice not to discriminate on the basis of race, color, national origin, sex, age or disability. QualChoice has adopted an
internal grievance procedure providing for prompt and equitable resolution of complaints alleging any action prohibited by Section 1557 of the
Affordable Care Act (42 U.S.C. 18116) and its implementing regulations at 45 CFR part 92, issued by the U.S. Department of Health and Human
Services. Section 1557 prohibits discrimination on the basis of race, color, national origin, sex, age or disability in certain health programs and
activities. Section 1557 and its implementing regulations may be examined in the office of the QualChoice Civil Rights Coordinator, who has been
designated to coordinate the efforts of QualChoice to comply with Section 1557 (the “Section 1557 Coordinator”):

QualChoice Civil Rights Coordinator
QualChoice

P.O. Box 25610

Little Rock, AR 72221-5610

(501) 228-7111

Fax #: 501-707-6729
QCA_COE@qualchoice.com

Any person who believes someone has been subjected to discrimination on the basis of race, color, national origin, sex, age or disability may file a
grievance under this procedure. It is against the law for QualChoice to retaliate against anyone who opposes discrimination, files a grievance, or
participates in the investigation of a grievance.

Procedure:

e  Grievances must be submitted to the Section 1557 Coordinator within sixty (60) days of the date the person filing the grievance becomes
aware of the alleged discriminatory action.

e Acomplaint must be in writing, containing the name and address of the person filing it. The complaint must state the problem or action
alleged to be discriminatory and the remedy or relief sought.

e  The Section 1557 Coordinator (or her/his designee) shall conduct an investigation of the complaint. This investigation may be informal,
but it will be thorough, affording all interested persons an opportunity to submit evidence relevant to the complaint. The Section 1557
Coordinator will maintain the files and records of QualChoice relating to such grievances. To the extent possible, and in accordance with
applicable law, the Section 1557 Coordinator will take appropriate steps to preserve the confidentiality of files and records relating to
grievances and will share them only with those who have a need to know.

e  The Section 1557 Coordinator will issue a written decision on the grievance, based on a preponderance of the evidence, no later than
thirty (30) days after its filing, including a notice to the complainant of their right to pursue further administrative or legal remedies.

e The person filing the grievance may appeal the decision of the Section 1557 Coordinator by writing to the Vice President Corporate
Responsibility within fifteen (15) days of receiving the Section 1557 Coordinator’s decision. The Vice President Corporate Responsibility

shall issue a written decision in response to the appeal no later than thirty (30) days after its filing.
1607 CO 027 1 of 2

53379208.1


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

The availability and use of this grievance procedure does not prevent a person from pursuing other legal or administrative remedies, including filing
a complaint of discrimination on the basis of race, color, national origin, sex, age or disability in court or with the U.S. Department of Health and
Human Services, Office for Civil Rights. A person can file a complaint of discrimination electronically through the Office for Civil Rights Complaint
Portal, which is available at: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf , or by mail or phone at: U.S. Department of Health and Human
Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201.

Complaint forms are available at: http://www.hhs.gov/ocr/office/file/index.html. Such complaints must be filed within 180 days of the date of the
alleged discrimination. QualChoice will make appropriate arrangements to ensure that individuals with disabilities and individuals with limited
English proficiency are provided auxiliary aids and services or language assistance services, respectively, if needed to participate in this grievance
process. Such arrangements may include, but are not limited to, providing qualified interpreters, providing taped cassettes of material for
individuals with low vision, or assuring a barrier-free location for the proceedings. The Section 1557 Coordinator will be responsible for such
arrangements.

QualChoice offers help for members with limited English proficiency (LEP). The following statement is printed in the top languages used in
Arkansas, as required by the Federal government:

ATTENTION: Language assistance services, free of charge, are available to you. Call 1-800-235-7111 (TTY: 711).

Spanish
ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingtiistica. Llame al 1-800-235-7111 (TTY: 711).

Vietnamese
CHU Y: Né&u ban néi Tiéng Viét, cé cac dich vu ho tro ngdn ngit mién phi danh cho ban. Goi s 1-800-235-7111 (TTY: 711).

Marshallese
LALE: Ne kwoj kdnono Kajin Majél, kwomarofi bok jerbal in jipafi ilo kajin ne am ejjelok wonaan. Kaalok 1-800-235-7111 (TTY: 711).

Chinese
AR OREERERT S TR EESES RIIRTS - 552 1-800-235-7111 (TTY: 711).

Lao
{U0g9V: 1999 UIEDIWIZI 299, NIOINIVFOBCTDDAIMVWITI, LoLS e, ccinBwanlviviaw. s 1-800-235-7111 (TTV: 711).

Tagalog
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa
1-800-235-7111 (TTY: 711).

Arabic

(711 oSl 5 puall gl ) 1-800-235-7111 o 2 doal  Glaally @l i 535 45 galll Baclusall iloaa Gl alll SH e i€ 1Y Ak sala
German
ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Rufnummer: 1-800-235-7111 (TTY: 711).

French
ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-800-235-7111 (ATS: 711).

Hmong
LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 1-800-235-7111 (TTY: 711).

Korean
FO: SI2HE MEBSIA= 82, A X3 AHIASE 22 01254 &= JUSLICH 1-800-235-7111 (TTY: 711) O 2 MS5H =& A L.

Portuguese
ATENCAO: Se fala portugués, encontram-se disponiveis servicos linguisticos, gratis. Ligue para 1-800-235-7111 (TTY: 711).

Japanese
FAEEIE: BAEZFEINDGGE. BHOSEXEZ CHAVEFET, 1-800-235-7111 (TTY: 711)s £T, BEREICTIERCFZE LN,

Hindi
egTeT & I 39 TR averet & lr 3reh Tl ol 31 877N WETI AT AaTU STeTstr € 1-800-235-7111 (TTY: 711) TR hiel |

Gujarati
YUsl: % AR 9l AL &, Al [R:24e5 BN sl AU AHIRL MR GUAGU B, Slot 53\ 1-800-235-7111 (TTY: 711).
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