Individual Insurance Election Form -
Quartz Select Network

In order to enroll in Quartz individual insurance coverage, you will need to

Quartz

Offered by: Quartz Health Plan MN Corporation

840 Carolina Street « Sauk City, WI 53583-1374
(800) 362-3310 - (608) 644-3430
Fax (608) 643-2564 - QuartzBenefits.com

complete the Applicant Information and the Individual Insurance Election Form Requested Coverage Effective Date / /.
Plan Options: (Please select a Plan Type)
PLAN TYPE
Gold Silver Bronze Catastrophic
[ cold 1401 [ sitver 1301 [ Bronze 1201 [ catastrophic 1101
D Gold 1402 Maintenance |:| Silver 1302 D Bronze 1202
Only individuals under 30 years old
[] cold 1403 HsA [ silver 1303 [ Bronze 1203 HsA or with a hardship exemption qualify

[ cold 1404 HsA
[ cold 1405

[ sitver 1304 HsA

[ Bronze 1204

for Catastrophic Plans.

Is this a child-only policy?

D Yes D No

If Yes, are you the legal guardian or custodial parent?

D Yes D No

DENTAL OPTION

This policy does not include pediatric dental services as required under the federal Patient Protection and Affordable Care Act. This coverage is available in the insurance
market and can be purchased as a standalone product. Please contact your insurance carrier, agent or MNsure.org if you wish to purchase pediatric dental coverage or
a stand-alone dental services product.

D By checking this box | acknowledge | am electing coverage that does not include pediatric dental services as required under the federal Patient Protection and
Affordable Care Act. | have purchased an Exchange certified stand-alone dental plan.

For plan descriptions, please visit QuartzBenefits.com or call Quartz Customer Service at (800) 362-3310.

Primary Care Clinic - Ifthere is not enough space provided, please attach information for any additional applicants on a separate page.

Name (First, Ml, Last) Primary Care Clinic Are You A Current Patient?
Applicant [ ves [ No
Person 2 I:l Yes |:| No
Person 3 [ Yes D No
Person 4 |:| Yes D No

Enrollment Reason - NOTE: Additional documentation may be required.

D Open Enrollment

[] Special Enroliment

Please Select One:

O Loss of Other Coverage (including COBRA)

D | attest that | did not lose coverage due to non-payment of premium or voluntary termination during my plan year.

O Permanent Move

Event Date / /

Prior Carrier Name:

Phone Number:

Prior Carrier Name:

O Loss of Other Coverage due to failure to pay premium

O Change in Eligibility for Tax Credits or Cost-Sharing Reductions

QA01221(0920)

Phone Number:

O Birth / Adoption / Foster Care

O Other

Q Marital Status Change

Continue to the next page. —

1



Other Insurance Information

Does anyone applying for coverage currently have other health insurance, including Medicare? |:| Yes D No If yes, please fill in your insurance information below:
Current Insurance Provider: Phone Number:
Policyholder:

List all individuals covered under this policy:

Member ID Number(s):

Termination Date (if applicable):

Invoice and Payment Options
You will receive a mailed paper invoice. If you would prefer to receive your invoice electronically, please visit QuartzMyChart.com. You can also arrange one-time or recurring
Automated Clearing House (ACH) payments through MyChart. Other acceptable methods of payment include paper checks, cashier’s checks, money orders, ACH,

credit cards and all general-purpose pre-paid debit cards.

Applicant’s Full Name (Please print): Date:

Applicant’s Signature:

Continue to the next page. —p 2



Applicant Information

All fields are required in order for an application to be considered for enrollment.

SII=CA Ml Tell us about yourself.

(We’ll need one adult in the family to be the contact person for your application.)

1. First Name, Middle Name, Last Name and Suffix:

2. Home Address:

3. Apartment or Suite Number:

4. City: 5. State: 6. ZIP Code: 7. County:
8. Mailing Address (if different from home address): 9. Apartment or Suite Number:
10. City: 11. State: 12. ZIP Code: 13. County:

14. Phone Number:

15. Other Phone Number:

16. E-mail Address:

17. Preferred spoken or written language (if not English):

18. Do you need health coverage?

|:| Yes D No

19. Social Security Number or Taxpayer Identification Number (TIN):

20. Sex:

|:| Male D Female

21. Date of Birth (mm/dd/yyyy):

22. Do you use tobacco (required if age 21+)? D Yes

DNo

Tobacco use is defined as use of tobacco on average of four or more times per week in the past six months.

Failure to provide a Social Security Number will not affect the processing of your application.

Continue to the next page. = 3



Applicant Information

SIS aPHl Tell us about anyone else who needs health coverage.

(If you have more people to include, make a copy of this page and attach.)

STEP 2: PERSON 2

1. First Name, Middle Name, Last Name and Suffix: 2. Relationship to you:

3. Social Security Number or Taxpayer Identification Number (TIN): 4. Date of Birth (mm/dd/yyyy): 5. Sex:

- - / / D Male D Female

6. Does Person 2 live at the same address as you? |:|| Yes D No If no, list address:

7. Does Person 2 use tobacco (required if age 21+)? EI] Yes D No

Tobacco use is defined as use of tobacco on average of four or more times per week in the past six months.

STEP 2: PERSON 3

1. First Name, Middle Name, Last Name and Suffix: 2. Relationship to you:

3. Social Security Number or Taxpayer Identification Number (TIN): 4. Date of Birth (mm/dd/yyyy): 5. Sex:

- - / / |:| Male |:| Female

6. Does Person 3 live at the same address as you? D Yes D No If no, list address:

7. Does Person 3 use tobacco (required if age 21+)? l:ll Yes I:I No

Tobacco use is defined as use of tobacco on average of four or more times per week in the past six months.

STEP 2: PERSON 4

1. First Name, Middle Name, Last Name and Suffix: 2. Relationship to you:

3. Social Security Number or Taxpayer Identification Number (TIN): 4. Date of Birth (mm/dd/yyyy): 5. Sex:

- - / / D Male D Female

6. Does Person 4 live at the same address as you? D Yes D No If no, list address:

7. Does Person 4 use tobacco (required if age 21+)? D Yes D No

Tobacco use is defined as use of tobacco on average of four or more times per week in the past six months.

Failure to provide a Social Security Number will not affect the processing of your application. Continue to the next page. _} 4



Applicant Information

SISCHE Read and sign this application.

| acknowledge that | have read and completed the entire Application. If | received assistance in reading or completing this Application, | have
identified the person(s) who assisted me. | agree that the answers are, to the best of my knowledge and ability, complete and true.

I understand that my answers, together with any supplements or additional pages, are the basis for the certificate or policy that is issued. | agree
that no insurance will be effective until the date specified by the insurance company on the certificate or policy.

| understand that any intentional misrepresentation of a material fact relied upon by the insurer may be used to deny a claim. | further understand that this
contract can be voided if within the first 24 months from the date of the policy or certificate it is determined that | or a family member made an intentional

misrepresentation in the application.

| understand that it may be a crime to submit an application or file a claim based on a false or deceptive statement. | further understand it may be
a crime to submit an application that is intended to mislead an insurer or conceal significant information about the applicant.

I understand that | may request a copy of this Application and the notice of the company’s privacy practices. | agree that a photocopy is as valid
as an original. A legible facsimile or electronic signature shall have the same force as the original.

| understand that | must pay all outstanding amounts owed for premiums to Quartz for the last 12 months in order for coverage to become effective.

Signature: Date Signed:

SILE A Mail or E-mail your completed application.

Mail your completed application to:
Quartz - Sales Department

840 Carolina St.

Sauk City, WI 53583

Scan and E-mail your completed application to:
IndividualSales@QuartzBenefits.com

Continue to the next page. = 5



Applicant Information

SIISEH Please sign the Notice to Applicant.

NOTICE TO APPLICANT
REGARDING REPLACEMENT OF ACCIDENT AND SICKNESS INSURANCE

According to the information furnished by you on your application for insurance coverage, you intend to lapse or otherwise terminate your present
policy and replace it with a policy to be issued by Quartz. For your own information and protection, certain facts
should be pointed out to you which should be considered before you make this change.

1. Questions in the application for the new policy must be answered truthfully and completely; otherwise, the validity of the policy and the
payment of any benefits thereunder may be voided.

2. The new policy will be issued at a higher age than that used for issuance of your present policy; therefore, the cost of the new policy,
depending upon the benefits, may be higher than you are paying for your present policy.

3. The renewal provisions of the new policy should be reviewed so as to make sure of your rights to periodically renew the policy.

4. It may be to your advantage to secure the advice of your present insurer or its agent regarding the proposed replacement of your present
policy. You should be certain that you understand all the relevant factors involved in replacing your present coverage.

The above “Notice to Applicant” was delivered to me on

(Date)
(Signature of Applicant)
Printed Name of Agent: Date:
Agency Name: National Producer Number:

Signature of Agent:

PLEASE KEEP A COPY OF THIS NOTICE FOR YOUR FILES.

Continue to the next page. —p 6



Applicant Information

SIS Assistance with Completing this Application (if applicable)

YOU CAN CHOOSE AN AUTHORIZED REPRESENTATIVE.

You can give a trusted person permission to talk about this application with us, see your application and act for you on matters related to this
application, including getting information about your application and signing your application on your behalf. This person is called an “authorized
representative.” If you ever need to change your authorized representative, contact us. If you're a legally appointed representative for someone on
this application, submit proof with the application.

1. First Name, Middle Name, Last Name and Suffix:

2. Address: 3. Apartment or Suite Number:

4. City: 5. State: 6. ZIP Code:

7. Phone Number:

8. Organization Name: 9. ID Number (If applicable)

By signing, you allow this person to sign your application, get official information about this application and act for you on all future matters with this agency.

10. Signature 11.Date (mm/dd/yyyy)

FOR CERTIFIED APPLICATION COUNSELORS, NAVIGATORS, AGENTS AND BROKERS ONLY.

Complete this section if you’re a certified counselor, navigator, agent or broker filling out this application for someone else.

1. Application Start Date (mm/dd/yyyy)

2. First name, Middle name, Last name and Suffix:

4. Organization Name: 4. 1D Number (if applicable)

Quartz is a Qualified Health Plan issuer in the Health Insurance Marketplace.

Quartz does not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity, sexual orientation, or health status in the
administration of the plan, including enrollment and benefit determinations.



Quartz

Non-Discrimination & Language Access

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
Service 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.

We provide free aids and services to people with disabilities

to communicate effectively with us, such as —

B Qualified sign language interpreters

m Written information in other formats (large print, audio,
accessible electronic formats, other formats)

We provide free language services to people whose primary

language is not English, such as —

B Qualified interpreter

® |nformation written in other languages

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

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 can file a
grievance with —

Kristie Meier, Compliance Officer

840 Carolina Street

Sauk City, WI 53583

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, Kristie Meier, 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 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, D.C. 20201

(800) 368-1019; (800) 537-7697 (TDD)

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.

For help to translate or understand this, please call
(800) 362-3310, TTY: 711/ (800) 877-8973.

Spanish — Este Aviso contiene informacion importante. Este aviso
contiene informacion importante acerca de su solicitud o cobertura
a través de Quartz. Preste atencion a las fechas clave que contiene
este aviso. Es posible que deba tomar alguna medida antes de
determinadas fechas para mantener su cobertura médica o ayuda
con los costos. Usted tiene derecho a recibir esta informacion

y ayuda en su idioma sin costo alguno. Llame al (800) 362-3310.
TTY /TDD: 711/ (800) 877-8973.

Hmong — Tsab ntawv tshaj xo no muaj cov ntshiab lus tseem ceeb.
Tsab ntawv tshaj xo no muaj cov ntsiab lus tseem ceeb txog koj daim
ntawv thov kev pab los yog koj ghov kev pab cuam los ntawm Quartz.
Saib cov caij nyoog los yog tej hnub tseem ceeb uas sau rau hauv daim
ntawv no kom zoo. Tej zaum koj kuj yuav tau ua gee yam uas peb kom
koj ua tsis pub dhau cov caij nyoog uas teev tseg rau hauv daim ntawv
no mas koj thiaj yuav tau txais kev pab cuam kho mob los yog kev pab
them tej ngi kho mob ntawd. Koj muaj cai kom lawv muab cov ntshiab
lus no uas tau muab sau ua koj hom lus pub dawb rau koj. Hu rau

(800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

Vietnamese — Théng bdo nay cung cap théng tin quan trong. Théng
bdo nay cé théng tin quan trong ban vé don nép hodc hgp déng
bao hiém qua chuong trinh Quartz. Xin xem ngay then chét trong
théng bao nay. Quy vij ¢ thé phai thuc hién theo théng bdo ding
trong thai han dé duy tri bao hiém stic khde hodc dudc trg trip
thém vé chi phi. Quy vi cé quyén dudc biét théng tin nay va dugc trg
gitp bang ngdn ngti clia minh mi&n phi. Xin goi s6 (800) 362-3310.
TTY /TDD: 711/ (800) 877-8973.

Chinese - A3B%18 B EZ RGN E ABIEAIREE Quartz A
7 ﬁE’]EP FeXRPEBREMNGEE FAEABHNPEEREEMNA
HA WelRE RS ERIA L BERZ AIfRERTTE - LLRBBEBIGE
I%T%Fﬁé)iﬁﬁﬁ#‘”\?“ ﬁ:ﬁ#é%'lﬁ%dﬁ:é’]l SR 2= BNFDER
B E (800) 362-3310 © 711/ (800) 877-8973.

Russian — HacToslee yBegomneHne coaepxuT BaxHyto nHdopmaumio.
370 yBEAOM/EHME COAEPXMUT BaXKHYIO MHPOPMaLIMIO O BaLLeM
3asBIEHUM U/IN CTPAXOBOM MOKPbLITUK Yepe3 Quartz. MocmoTpute

Ha K/loYeBble JaTbl B HAaCTOSALWEM yBeAOM/IeHN. Bam, BO3MOXHO,
noTpebyeTcst NPUHATL Mepbl K onpeaeneHHbIM NpeaebHbIM Cpokam
AN COXPaHEHUsT CTPaxXOBOro MOKPbLITUS MAN MOMOLLM C pacXofaMu.

Bbl MeeTe npaBo Ha 6ecnnaTHOe NonyyYyeHne aton nHdopmaumm n
NMOMOLLb Ha BalleM a3blke. 3BoHUTE no Tenedony (800) 362-3310.

TTY /TDD: 711/ (800) 877-8973.

Laotian — ccagmvsvuuv.ua.uvmsmv
cc’.agn')USVUUDuaunmﬁmumonu?usjvmnn v
:r)‘méwé)e‘_)aagmncmn Quartz. 99NMIBLNFIOV
?Umvjsccagn‘mﬁuuuv 1I97099cBVABIUEAVOMILCOI
U)nvvozowccuUevcwesr)mZonvvanaa‘)ze"wvuaejmvv
m QoecmSO‘)Da‘)?qme U)‘)UJ.)EiOm’e%zOSU2J.)DD e
s)O‘mqoa)ctz)s‘luw‘)sﬂaejm?uioaucsem. tnmach (800)
362 3310. TTY / TDD: 711/ (800) 877 8973.



German — Diese Benachrichtigung enthélt wichtige Informationen. Pennsylvanian Dutch — Die Bekanntmaching gebt wichdichi

Diese Benachrichtigung enthalt wichtige Informationen bezliglich Auskunft. Die Bekanntmaching gebt wichdichi Auskunft baut dei
Ihres Antrags auf Krankenversicherungsschutz durch Quartz. Suchen Application oder Coverage mit Quartz. Geb Acht fer wichdiche

Sie nach wichtigen Terminen in dieser Benachrichtigung. Sie Daadem in die Bekanntmachung. Es iss meeglich, ass du ebbes
koénnten bis zu bestimmten Stichtagen handeln missen, um lhren duh muscht, an beschtimmde Deadlines, so ass du dei Health
Krankenversicherungsschutz oder Hilfe mit den Kosten zu behalten. Coverage bhalde kannscht, odder bezaahle helfe kannscht. Du

Sie haben das Recht, kostenlose Hilfe und Informationen in lhrer hoscht es Recht fer die Information un Hilf in deinre eegne Schprooch
Sprache zu erhalten. Rufen Sie an unter (800) 362-3310. TTY / TDD: griege, un die Hilf koschtet nix. Kannscht du (800) 362-3310 uffrufe.
711/ (800) 877-8973. TTY /TDD: 711/ (800) 877-8973.

Arabic — 13 Jeah dage Gloslza o jlady) a5 giny Polish — To ogtoszenie zawiera wazne informacje. To ogtoszenie zawiera

) Anlazs o bl Jls il o iy wazne informacje odnosnie Parstwa wniosku lub zakresu Swiadczen
). Quartz e < S el Jsa = ot poprzez Quartz.Prosimy zwrdcic uwage na kluczowe daty zawarte w tym

Jﬂ“ﬁ sl Euﬂ 3 'Jl"":‘.‘y‘;‘;“ @:"‘““"JM @J‘Jﬂ) U‘“ ogtoszeniu aby nie przekroczyc termindw w przypadku utrzymania polisy
S Anall elivdass g_éf— Lliall Jal (e Aima i) gal 18 5 Aina ubezpieczeniowej lub pomocy zwigzanej z kosztami. Macie Paristwo
Ola slaall o2a Jganll 8 Ball ol Callil) 8 3ac Lisal) prawo do bezptatnej informacji we wtasnym jezyku. Zadzworicie pod
e Joil "f ol os éi JERTSIA L}S)Tﬁ / TDD: (800) 362-3310. TTY / TDD: 711/ (800) 877-8973.
711/ (800) 877-8973 / (800) 362-3310,  Hindi — & et & wecarqet st enfver ¥1 53 a1
French — Cet avis a d’importantes informations. Cet avis a d'importantes Quartzﬁs_l's‘ . o ??EITI'# e S
informations sur votre demande ou la couverture par I'intermédiaire de AT WWﬁWWHﬁMHNﬁI AT
Quartz. Rechercher les dates clés dans le présent avis. Vous devrez Waﬁwﬁm@éﬁﬂﬁ%%@m@mmﬁ

eut-étre prendre des mesures par certains délais pour maintenir !
° ’ ’ g FIATS AT AL & | 3T T 37T 37797 2, =7 fohelt ok &

votre couverture de santé ou d’aide avec les colts. Vous avez le droit
d’obtenir cette information et de I'aide dans votre langue a aucun co(it. S SATARRT 3R TETIAT Y U1 &7 ATARR 1 (800) 362-3310.
Appelez (800) 362-3310. TTY / TDD: 711/ (800) 877-8973. TTY / TDD: 711/ (800) 8778973 T et Ft |

Korean — & SX|M0ll= 328 FEII E0 USLICEL F 0] SX|ME= st
Ao 2510 32|10 Quartzg S8 AHHE|X| off 2tst YEHE ZEstn

Albanian — Ky njoftim pérmban informacion té réndésishém. Ky njoftim
pérmban informacion té réndésishém pér aplikimin ose mbulimin tuaj

USLICLE SXMOIM SHAO| El= EMES FoMAR. F5t= P8t népérmjet Quartz. Kontrolloni pér data té réndésishme né kété njoftim.
2L HHE|X|E AL X|5HHLE H|2 S 25| Q6iAM LA st Otz ntX| Mund t’ju duhet t& ndérmerrni veprim brenda afatave té caktuara pér té
X2 |50 e QT UYS AQSLICE A 5t= 0|28 HEQ 28 mbajtur mbulimin tuaj shéndetésor ose pér ndihmén me koston. Keni

té drejté ta merrni kété informacion dhe ndihmé falas né gjuhén tuaj.
Telefononi numrin (800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

Somali — FIIRO GAAR AH: Haddii aad ku hadashid af Soomaali,
adeegyada caawimada luugada, ayaa waxaa laguugu siinayaa
bilaash, waa laguu heli karaa. 1-800-362-3310

(TTY: 1-800-877-8973) bilbilaa.

TFI5tel 102 H|8 2El0| €2 = U= HE[7IJSLICE (800) 362-3310
2 MSFSHYAIR. TTY / TDD: 711/ (800) 877-8973.

Tagalog — Ang Paunawa na ito ay naglalaman ng mahalagang
impormasyon. Ang paunawa na ito ay naglalaman ng mahalagang
impormasyon tungkol sa iyong aplikasyon o pagsakop sa pamamagitan
ng Quartz. Tingnan ang mga mahalagang petsa dito sa paunawa.
Maaring mangailangan ka na magsagawa ng hakbang sa ilang mga
itinakdang panahon upang mapanatili ang iyong pagsakop sa kalusugan
o tulong na walang gastos. May karapatan ka na makakuha ng ganitong
impormasyon at tulong sa iyong wika ng walang gastos. Tumawag sa
(800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

Cushite — Oroomiffa XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa
(800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

Ambharic - TNFOF: P95  RI% ATICT WP PTFCTH° ACBF CE-PTE (1R ALTHPT +HHOE+PA: OL “Lhtha-
®TC LLM (800) 362-3310. (PNt ATAGTFD~: 711 / (800) 877-8973).

Karen — o%q?ﬁoSw:— $61onB1 ;8 0fpeedd, ser4] ofpmodieroncn caBopSaoder odronSopgdcdt. od: (800) 362-3310.TTY /TDD: 711 /(800) 877-8973.

Mon-Khmer, Cambodian — s 1WGdschgmSunw Manigl wunsSSwigsman wSsSAsU SHcsESnUMTEAY G §indg

(800) 362-3310. TTY / TDD: 711 / (800) 877-8973.

Serbocroatian —- OBAVJESTENIJE: Ako govorite srpskohrvatski, usluge jezi¢ke pomoéi dostupne su vam besplatno. Nazovite
(800) 362-3310 TTY- Telefon za osobe sa oste¢enim govorom ili sluhom: 711 /(800) 877-8973.

Thai — Bau: 01 Aoung A1 InsanENsales 3n1somdantenislad 5 s (800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

Gujarati — YUell: L R Al etdl &, Al Q:ges et Astd Al dHIRL W2 Guaott B. §lot 5 (800) 362-3310.
TTY /TDD: 711 /(800) 877-8973.
Urdu — JS - G liied e e iladd (S 030 (S 0l Sl 5w e 53l G 81 lasa

(800) 362-3310. TTY / TDD: 711 / (800) 877-8973. ws

Italian — ATTENZIONE: In caso la lingua parlata sia Iitaliano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero
(800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

Greek — [MPOZOXH: Av pIAGTE EAANVIKA, aTn dIABe0T gag BpiokovTal UTTNPETIES YAWOTIKNAG UTTOATAPIENG, Ol OTTOIEG TTAPEXOVTAI
dwpeav. KaAéaTe (800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

QA00172 (0519)
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