Employee application )
ployee app Quartz

Iowa groups

Please Complete entire form in BLACK INK 2650 Novation Parkway « Fitchburg, WI 53713-3399

(800) 362-3310 - Fax (608) 643-2564
QuartzBenefits.com

l. Employee information (Please do not use abbreviations or nicknames on this application)

0 New Last name First name M
[0 change

Social Security Number or Tax ID Number
(SSN/TIN is required for IRS tax reporting regarding your health plan.)

Street address Apt. # |City State | ZIP code County
Mailing address (if different) City State | ZIP code County
Date of birth (mm/aa/yy) | S€x Marital status [ Single [ Divorced [l Married, Domestic partnership
/ / O Male OFemale (date: /[ )
Primary phone # Email address Primary care clinic name
( ) Primary care clinic city
Language (preferred spoken and written). | Race (defined as a person’s identification with one | Ethnicity (refers to shared cultural
Please check one: or more social groups). Please select all that apply: | characteristics such as language,
O English [0 American Indian or Alaska Native ancestry, practices, and beliefs. For this
0 spanish [ Asian application, ethnicity is broken out into
0 Hp [ Black or Afri Ameri two categories: Hispanic or Latino and Not
mong ackor African American Hispanic or Latino). Please check one:
[J German L] Native Hawaiian or Pacific Islander
] Chinese ] White [ Hispanic or Latino
0 American Sign Language [0 Declines to answer L Not Hispanic or Latino
O Other O Unavailable U Declines to answer
(p|eqse Specify) O unavailable

Plan Requested:
0 HMO (list group number) [ POS (list group number) (1 PPO (list group number)

Type of coverage: [ Employee [J Employee and spouse L] Employee and child(ren) ] Family
[ WAIVING COVERAGE (skip to section V. Waiver of group coverage)

If married and only selecting coverage for yourself, please complete section V. for your spouse/children.

Reason for enrollment: (check appropriate box)

[0 New hire O Adoption/Placement for adoption O Return from layoff
O Loss of other coverage* (date: /[ ) (date: /[ )
[J open enroliment O Part-time to full-time employment O Name change/Address change/PCP
(date of change: / / ) or NP change
O Marriage (date: [/ ) N .
[J COBRA/State continuation O Transfer to retiree segment
[J bomestic partnership . . .
(date: / / ) [ Rehire (date: / / ) O Transfer to disability segment
O Birth (date: / / ) O other

*By checking the box you are confirming your loss of other coverage entitles you to a special enroliment period.

Il. Employer information

Name of employer group Date employed: Weekly hours Requested effective date:
/ / / /
Employment Status: [ Active [Retired [1LOA [ COBRA/Continuation effective date / /
COBRAreason:  []End of employment L] Death of employee ] Entitlement to Medicare
[0 Reduction in hours of employment [ Divorce or legal separation [ Loss of dependent child status
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lll. Dependent information (Please list all other members to be covered)

Dependent’s Last name First name Ml

Social Security Number or Tax ID Number

(SSN/TIN is required for IRS tax reporting regarding your health plan.)

Does dependent live at the same address asyou? [IYes [INo If no, list address:
Mailing address

Apt. # City State

ZIP code County

Relationship to you Date of birth (mm/dd/yyyy) Sex [1Male

/ /

Primary care clinic city

] Female

Primary care clinic name

Language (preferred spoken and written). |Race (defined as a person’s identification with one | Ethnicity (refers to shared cultural
Please check one: or more social groups). Please select all that apply: | characteristics such as language,
O English 0 American Indian or Alaska Native ancestry, practices, and beliefs. For this
O spanish O Asian application, .ethnl.c:lty is broken.out into
. . two categories: Hispanic or Latino and Not
U Hmong . BIcc;k or Afrlc.gn Amerlc.c.n Hispanic or Latino). Please check one:
0 cerman [0 Native Hawaiian or Pacific Islander
O] Chinese [ White L] Hispanic or Latino
O American Sign Language O Declines to answer L] Not Hispanic or Latino
L] Other L] Unavailable U Declines to answer
(p|eqse Specify) [0 Unavailable

First name Ml

Dependent’s Last name

Social Security Number or Tax ID Number

(SSN/TIN is required for IRS tax reporting regarding your health plan.)

Does dependent live at the same address asyou?  [1Yes [INo If no, list address:
Mailing address

Apt. # City State

ZIP code County

Relationship to you Date of birth (mm/da/yyyy) Sex [ Male

/ /

Primary care clinic city

J Female

Primary care clinic name

Language (preferred spoken and written). | Race (defined as a person’s identification with one | Ethnicity (refers to shared cultural
Please check one: or more social groups). Please select all that apply: | characteristics such as language,
O English [0 American Indian or Alaska Native oncgstry, proctlcgg, °T‘d beliefs. FOF‘thIS
O spanish O] Asian application, .ethnl.c:lty is broken.out into
. . two categories: Hispanic or Latino and Not
U Hmong . Bloc.k or Afrlc.gn Amerlc.c.n Hispanic or Latino). Please check one:
1 German L1 Native Hawaiian or Pacific Islander
] Chinese ] White L] Hispanic or Latino
O American Sign Language O Declines to answer L] Not Hispanic or Latino
L] Other ] Unavailable U Declines to answer
(please specify) D Unavailable
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lll. Dependent information (Please list all other members to be covered)

Dependent’s Last name First name Ml

Social Security Number or Tax ID Number

(SSN/TIN is required for IRS tax reporting regarding your health plan.)

Does dependent live at the same address asyou? [IYes [INo If no, list address:
Mailing address

Apt. # City State

ZIP code County

Relationship to you Date of birth (mm/dd/yyyy) Sex [1Male

/ /

Primary care clinic city

] Female

Primary care clinic name

Language (preferred spoken and written). |Race (defined as a person’s identification with one | Ethnicity (refers to shared cultural
Please check one: or more social groups). Please select all that apply: | characteristics such as language,
O English 0 American Indian or Alaska Native ancestry, practices, and beliefs. For this
O spanish O Asian application, .ethnl.c:lty is broken.out into
. . two categories: Hispanic or Latino and Not
U Hmong . BIcc;k or Afrlc.gn Amerlc.c.n Hispanic or Latino). Please check one:
0 cerman [0 Native Hawaiian or Pacific Islander
O] Chinese [ White L] Hispanic or Latino
O American Sign Language O Declines to answer L] Not Hispanic or Latino
L] Other L] Unavailable U Declines to answer
(p|eqse Specify) [0 Unavailable

First name Ml

Dependent’s Last name

Social Security Number or Tax ID Number

(SSN/TIN is required for IRS tax reporting regarding your health plan.)

Does dependent live at the same address asyou?  [1Yes [INo If no, list address:
Mailing address

Apt. # City State

ZIP code County

Relationship to you Date of birth (mm/da/yyyy) Sex [ Male

/ /

Primary care clinic city

J Female

Primary care clinic name

Language (preferred spoken and written). | Race (defined as a person’s identification with one | Ethnicity (refers to shared cultural
Please check one: or more social groups). Please select all that apply: | characteristics such as language,
O English [0 American Indian or Alaska Native oncgstry, proctlcgg, °T‘d beliefs. FOF‘thIS
O spanish O] Asian application, .ethnl.c:lty is broken.out into
. . two categories: Hispanic or Latino and Not
U Hmong . Bloc.k or Afrlc.gn Amerlc.c.n Hispanic or Latino). Please check one:
1 German L1 Native Hawaiian or Pacific Islander
] Chinese ] White L] Hispanic or Latino
O American Sign Language O Declines to answer L] Not Hispanic or Latino
L] Other ] Unavailable U Declines to answer
(please specify) D Unavailable
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IV. Other insurance information:

1. Are you or your spouse, domestic partner, or child(ren) covered by Medicare (Parts A, B,C,orD)? [IvYes [1No
If yes, please list name(s):

Reason for Medicare: L] Age 65 L] Disability [] End stage renal disease L] Disability and ESRD
Part A effective date: / / Part B effective date: / / Medicare beneficiary identifier (MBI)
Part C effective date: / / Part D effective date: / /

2. Are you or any dependents listed above involved in a Workers Compensationcase? []Yes []No
If yes, indicate who is involved and start date/accident date and insurance company name:

3. Will you or any of your dependents continue to have other insurance after the Quartz effective date of this policy?
If yes, complete:

Names of those covered under policy Employer
Insurance company Subscriber # Group #
Effective date of coverage Insurance company phone #

( )

Termination date

I 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. | 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 material misstatement or omission relied upon
by the insurer may result in denial of claim and/or rescission of coverage. | 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 dependent 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. | agree that Quartz may use the emaiil
addresses provided in this document to contact the individuals listed in this document.

I understand that enroliment and/or eligibility for benefits may be conditioned upon my willingness to provide written authorization
permitting Quartz to obtain medical records from health care providers who have treated me, my spouse or any dependents applying for
coverage under this application. If medical records are needed, Quartz will provide me with an authorization form.

Dental disclaimer

This policy does not include pediatric dental services, which is an essential health benefit under the Affordable Care Act. This dental coverage
is available in the insurance market as a stand-alone dental product. Please contact your insurance carrier, agent, Federally Facilitated
Marketplace, or state-based Health Care Exchange if you wish to purchase pediatric dental coverage or a stand-alone dental product. By
signing this application you are acknowledging this policy does not contain pediatric dental.

Applicant’s signature Date
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V. Waiver of group coverage

| hereby elect not to apply for group health plan coverage. | hereby waive group health plan coverage for:
O Myself ] Spouse or domestic partner [0 children or other eligible dependents
Reason for waiving coverage:

[0 1/we will be covered under another health benefit plan that is not sponsored by my employer.

Name of insurance co.

[0 Other reason for waiving

| certify that | have been given the opportunity to apply for the Quartz group health benefit plan coverage for which | am eligible. | decline
to enroll for such coverage as indicated above, on behalf of the persons listed above. | understand that | may be able to obtain coverage
at a later time for reasons listed in the Notice of Special Enroliment Rights. If circumstances in the Notice of Special Enroliment Rights do not
apply then me and/or the persons listed above may be able to apply for coverage at Open Enroliment.

| certify that the information above is, to the best of my knowledge and ability, complete and true.

Applicant’s signature Date

NOTICE OF SPECIAL ENROLLMENT RIGHTS

If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance or group health plan
coverage, you may be able to enroll yourself and your dependents in this plan if you or your dependents lose eligibility for that other coverage

(or if the employer stops contributing towards your or your dependents’ other coverage). However, you must request enrolliment within 31 days
after your or your dependents’ other coverage ends (or after the employer stops contributing toward the other coverage).

In addition, if you have a new dependent as a result of marriage, birth, adoption or placement for adoption, you may be able to enroll yourself
and your dependents. However, you must request enroliment within 31 days after the marriage, or within 60 days of the birth, adoption or
placement for adoption.
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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 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, including sexual orientation and gender identity.

We provide 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)

We provide free language services to people whose primary

language is not English, such as —

o Qualified interpreter

o Information written in other languages

If you need these services, contact Customer Success 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, including sexual orientation
and gender identity, you can file a grievance with —

Kristie Breunig, Compliance Officer

2650 Novation Parkway

Madison, WI 53713

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 Breunig, 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:

Spanish — Este Aviso contiene informacion importante. Este aviso
contiene informacién 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 cép thdng tin quan trong. Théng
bdo nay ¢é théng tin quan trong ban vé don ndp hodc hop dong
bao hiém qua chuong trinh Quartz. Xin xem ngay then chét trong
thédng bdo nay. Quy vi ¢6 thé phai thuc hién theo thédng bdo ding
trong thdi han dé duy tri bdo hiém sic khde hodc dugc trg trip
thém vé chi phi. Quy vi ¢é quyén dudgc biét théng tin nay va dudc trg
gidp b&ng ngdn ngii cia minh mién phi. Xin goi s& (800) 362-3310.
TTY /TDD: 711/(800) 877-8973.

QA00172 (1022)

711/ (800) 877-8973.

Chinese — ABE1 BB BEME B ABHEMRRES Quartz By
12 U0 AR EEENEE FEABNPEEFREENA
HA WelGEE A TENEE B2 ARETTE - LUIRBEBHNR
E?QT%P ENAE NN B BAEERNRE RIS EEEIERFE
B 350 (800) 362-3310 : 711/ (800) 877-8973.

Russian — HacTosillee yBefoOMNEHNE COAEPXKMUT BaXHYO MHGOPMALWIO.
27O yBEAOMIEHME COAEPXKMUT BaXKHYIO MHGOPMAaLMIO O BalleM
3aBMIEHNM UMM CTPAXOBOM MOKPbITUK Yepes Quartz. MocmoTpute

Ha KNtoYeBble AaThbl B HACTOALWEM YBEAOMIEHMN. Bam, BO3MOXHO,
notTpedyeTca NPUHATbL MePbl K ONPeaeneHHbIM NpeaenbHbiM Cpokam
ANS COXPAHEHWUS CTPAXOBOIro MNOKPbITUSA MW NOMOLLM C PACXoAaMu.

Bbl meeTe npaBo Ha BecnnaTtHoe NosyYeHne aTon MHopmaumun n
NoOMOLLb Ha BalleM sA3bike. 3BOHUTE No TenedoHy (800) 362-3310.

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

Laotian — CC’Qf)T)')USvUUD.UE.UUlDﬂ')E)D

ccagmuswuuvuauvmsmvmonu?usumun 0
mvs},\mai)zagmwcm‘);) Quartz. gNISLRTIOD

Wm¥rSceagnIwszsud.uwenscduciegurdomucon
mmquomccvvavcwasnsﬁomDauaegsavmuaegm’m
& goechediverlgare. mwusommlosoauvv o

aowaoecga?nwﬁmaegmmioeucsem. lnmach (800)
362 3310. TTY /TDD: 711/ (800) 877 8973.



German - Diese Benachrichtigung enthélt wichtige Informationen.
Diese Benachrichtigung enthalt wichtige Informationen beziiglich
Ihres Antrags auf Krankenversicherungsschutz durch Quartz. Suchen
Sie nach wichtigen Terminen in dieser Benachrichtigung. Sie
kénnten bis zu bestimmten Stichtagen handeln missen, um lhren
Krankenversicherungsschutz oder Hilfe mit den Kosten zu behalten.
Sie haben das Recht, kostenlose Hilfe und Informationen in lhrer
Sprache zu erhalten. Rufen Sie an unter (800) 362-3310. TTY / TDD:
71/ (800) 877-8973.

Pennsylvanian Dutch — Die Bekanntmaching gebt wichdichi
Auskunft. Die Bekanntmaching gebt wichdichi Auskunft baut dei
Application oder Coverage mit Quartz. Geb Acht fer wichdiche
Daadem in die Bekanntmachung. Es iss meeglich, ass du ebbes

duh muscht, an beschtimmde Deadlines, so ass du dei Health
Coverage bhalde kannscht, odder bezaahle helfe kannscht. Du
hoscht es Recht fer die Information un Hilf in deinre eegne Schprooch
griege, un die Hilf koschtet nix. Kannscht du (800) 362-3310 uffrufe.
TTY / TDD: 711/ (800) 877-8973.

Arabic — 13 Gedal dege aghae o iy s g g
o Quartz e it 5 sl J i dals Claglea L 5Y
ol pal A 2T 8 e b st M Al e
sl tidast e Bliall Jad e Afea v gl (55 ke
Clotadltoin e Jsnaanl 2 Gl il CadlSl 3 5o Ll
e et _&jlss&.;i Gse il dtacled) e STTY / TDD:
711/ (800) 877-8973 / (800) 362-3310.

French — Cet avis a d'importantes informations. Cet avis a d'importantes
informations sur votre demande ou la couverture par l'intermédiaire de
Quartz. Rechercher les dates clés dans le présent avis. Vous devrez
peut-étre prendre des mesures par certains délais pour maintenir

votre couverture de santé ou d'aide avec les colts. Vous avez le droit
d’obtenir cette informaticn et de I'aide dans votre langue a aucun cofit.
Appelez (800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

Korean - & SX|Moll= 53t HEZH =X UELICL = 0] SX|A = st
A 2510 O Quartz2 S5t FHHBIX| of 25t HES ZststD
YUSLICLE SX|M0A HAO| El= MES S dA|2. Hot= 7 ste|
1z AHE| XS AL RASIAHL B 22 Hst?| lsiA] LT DR
EXE Folor E HRIt AUS SUSLICE A5ts olHE HES =28
Hate| Yo = H|E REQU0| PE = = 2R7IRIELIC) (800) 362-3310
2 MEGIIAIL. 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.

Polish — To ogtoszenie zawiera wazne informacje. To ogtoszenie zawiera
wazne informacje odnosnie Panstwa wniosku lub zakresu swiadczen
poprzez Quartz.Prosimy zwrécic uwage na kluczowe daty zawarte w tym
ogtoszeniu aby nie przekroczyd terminow w przypadku utrzymania polisy
ubezpieczeniowej lub pomocy zwigzanej z kosztami. Macie Panstwo
prawe do bezptatnej informacji we whasnym jezyku. Zadzworicie pod
{800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

Hindi — & Haar # Agcaqut ATt Qnferer &1 S0 gaem
Quartz & 32 3T 3TTd e AT hadsl AR H HEca T AT
QAT & | S FaTaT 3 FAgcaqe! ari@ o GEel of 8eT | Faeea
AL A Tl I T F Fee 0 el AT o d7 ARGl TR
FETS FAT FHT & | IR I 31T 37797 3, f&r Rl oo &
T SATeTehIT 31T TEMIAT sl aTet s TR &1 (800) 362-3310.
TTY / TDD: 711/ (800) 877 -8973 9T &iel il

Albanian — Ky njoftim p&rmban informacion t& réndésishém. Ky njoftim
pérmban informacion t€ réndésishém pér aplikimin ose mbulimin tuaj
népérmjet Quartz. Kontrolloni pér data té réndésishme né kété njoftim.
Mund t'ju duhet t& ndérmermi veprim brenda afatave té caktuara pérté
mbajtur mbulimin tuaj shéndetésor ose pér ndihmén me koston. Keni
t& drejté ta merrni kété informacion dhe ndihmé falas né gjuhén tuaj.
Telefononi numrin (800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

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

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

Cushite — Oroomiffa XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa

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

Ambharic -

TNFOA: 91595 T IR ATICT NP PTRCHI® ACST RCE-PFE 1R ALINPT THOZTPA: OL “LhtAd-

&TC LLM+ (800) 362-3310. (N7t ATASFD-: 711 / (800) 877-8973).

Karen —

Lﬁoﬁ‘iﬁogm:— :F(_ﬁmo%L m&% nﬁS::wS, z%m.%ﬁ' U%S:camﬁomuml mc\ngzyﬁﬁmﬁw $0’Jéw mf;ogilgc\%n o3: (B00) 362-3310.TTY / TDD: 711 /(B0OQ) 877-8973,

Mon-Khmer, Cambodian —
(800) 362-3310.TTY /TDD: 711 / (800) 877-8973.

i wWidschgsSuny Mmanign punsswigasmnon wdsSANN SINoGUSOnUUTLeAT G giin

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

Thai — 3w a1 Aang A8 TneauanIalsy 3nszedanienislad 3 Tns (800) 362-3310. TTY / TDD: 711/ (800) 877-8973,

Guijarati - Yoll: %l A yarelcll olletclt &L ol Flges et ptal Aozl L w2 Gueod B, flel 531 (800) 362-3310.

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

d&.wuhﬁudﬁ@a&hhédhéub)ﬁ%ﬂﬁ ‘U.H',__'\Syja)l %Ii‘)g'l ol
(800) 362-3310. TTY / TDD: 711 / (800) 877-8973. WA

Urdu -

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

Greek — [TPOZOXH: Av IAGTE EMANVIKG, OTh SIGBETT) 0AC BPITKOVTAl UTTNPETIES YAWOTIKIG UTTOOTHPIENG, O OTTOIES TTAPEYOVTA
Bupedy. KaMaTe (800) 362-3310. TTY / TDD: 711/ (800) 877-8973.
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