Employee application Qu artz@

Wisconsin groups

Please complete entire form in BLACK INK 2650 Novation Parkway « Fitchburg, Wi 53713-3399
(800) 362-3310 - Fax (608) 643-2564
O HMO offered by Quartz Health Benefit Plans Corporation QuartzBenefits.com

O POS offered by Quartz Health Benefit Plans Corporation
O PPO offered by Quartz Health Benefit Plans Corporation

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

0O New Employee’s Last name First name Mi
O 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/yyy) | Sex O Male Marital status  OSingle  ODivorced O Married/Domestic partnership
date
[ | O Female ( [ 1 )
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 O American Indian or Alaska Native ancestry, practices, and beliefs. For this
O Spanish O Asian application, ethnicity is broken out into
0 Hmong O Black or African American two categories: Hispanic or Latino and Not
O German O Native Hawaiian or Pacific Islander Hlspo.nlc or. Lctlno): Please check one:
O Chinese O White ] Hlspo!nlc or. Latino .
O American Sign Language O Declines to answer O Not H|qun|c orlLatino
0O Other O Unavailable - Dechngs to answer
(please specify) O Unavailable
Primary phone # Cell phone # Opt-In to Text/SMS contact O Yes U No
C ) C )
Email address Primary care clinic name
Primary care clinic city
Plan:
O HMO (list group humber) 0 POS (list group number) 0 PPO (list group number)
Type of coverage O Employee O Employee and spouse/domestic partner 0O Employee and children O Family

O 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/domestic partner/children.

Reason for enrollment: (check appropriate box)

O New hire O Adoption/placement for adoption O Return from layoff (date ___/ / )
O Loss of other coverage* (date /[ /) O Name change/address change/PCP
O Part-time to full-time employment or NP change
O Open enroliment (date of change / / ) '
) . . - ' O Transfer to retiree segment
O Marriage/domestic partnership 0 COBRA/state continuation
(date / / ) O Transfer to disability segment
O Rehire (date [ )
O Birth (date / / ) O Other

*By checking the box you are confirming your loss of other coverage entitles you to a special enrollment period.
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Name of employer group

yer information

Date employed

S S —

Weekly hours

Requested effective date

Y S —

Employment Status: O Active [0 Retired

COBRA reason: O End of employment

O Reduction in hours of employment

OLeave of absence O COBRA/Continuation

0 Death of employee
O Divorce or legal separation

Effective date [ [

O Entitlement to Medicare
O Loss of dependent child status

lll. Dependent information (Please list all other members to be covered)

Dependent's Last name First name M
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 as you? OYes [ONo If No, list address
Mailing address
Apt. # City State ZIP code County
Relationship to you Date of birth (mm/ad/yyyy) Sex OMale
/ / OFemale

Primary care clinic name

Primary care clinic city

Language (preferred spoken and written).
Please check one:

O English

O Spanish

0O Hmong

0O German

O Chinese

O American Sign Language

O Other

(please specify)

Race (defined as a person’s identification with one
or more social groups). Please select all that apply:

O American Indian or Alaska Native

O Asian

O Black or African American

O Native Hawaiian or Pacific Islander

O White

O Declines to answer

O Unavailable

Ethnicity (refers to shared cultural
characteristics such as language,
ancestry, practices, and beliefs. For this
application, ethnicity is broken out into
two categories: Hispanic or Latino and Not
Hispanic or Latino). Please check one:

O Hispanic or Latino

O Not Hispanic or Latino

O Declines to answer

O Unavailable

Dependent’s Last name First name M
Social Security Number or Tax ID Number (SSNITIN is required for IRS tax reporting regarding your health plan.) - -
Does dependent live at the same address as you? [OYes 0ONo If No, list address
Mailing address
Apt. # City State ZIP code County
Relationship to you Date of birth (mm/dd/yyyy) Sex OMale
/ / OFemale

Primary care clinic name

Primary care clinic city

Language (preferred spoken and written).
Please check one:

O English

O Spanish

O Hmong

0O German

O Chinese

O American Sign Language

O Other

(please specify)

Race (defined as a person’s identification with one
or more social groups). Please select all that apply:

O American Indian or Alaska Native

O Asian

O Black or African American

O Native Hawaiian or Pacific Islander

O White

O Declines to answer

O Unavailable

Ethnicity (refers to shared cultural
characteristics such as language,
ancestry, practices, and beliefs. For this
application, ethnicity is broken out into
two categories: Hispanic or Latino and Not
Hispanic or Latino). Please check one:

O Hispanic or Latino

O Not Hispanic or Latino

O Declines to answer

O Unavailable

QA00940WI (0425)
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lll. Dependent information (Please list all other members to be covered)

Dependent’s Last name First name MI
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 as you? [OYes ONo If No, list address
Mailing address
Apt. # City State ZIP code County
Relationship to you Date of birth (mm/dd/yyyy) Sex OMale
/ / OFemale

Primary care clinic name

Primary care clinic city

Language (preferred spoken and written).
Please check one:

O English

O Spanish

0O Hmong

O German

O Chinese

O American Sign Language

O Other

Race (defined as a person’s identification with one
or more social groups). Please select all that apply:

O American Indian or Alaska Native

O Asian

O Black or African American

O Native Hawaiian or Pacific Islander

O White

O Declines to answer

O Unavailable

(please specify)

Ethnicity (refers to shared cultural
characteristics such as language,
ancestry, practices, and beliefs. For this
application, ethnicity is broken out into
two categories: Hispanic or Latino and Not
Hispanic or Latino). Please check one:

O Hispanic or Latino

O Not Hispanic or Latino

O Declines to answer

O Unavailable

Dependent’s Last name First name MI
Social Security Number or Tax ID Number (SSNITIN is required for IRS tax reporting regarding your health plan.) - -
Does dependent live at the same address as you? [Yes [No If No, list address
Mailing address
Apt. # City State ZIP code County
Relationship to you Date of birth (mm/dd/yyyy) Sex OMale
/ / OFemale

Primary care clinic name

Primary care clinic city

Language (preferred spoken and written).
Please check one:

O English

O Spanish

O Hmong

O German

O Chinese

O American Sign Language

O Other

(please specify)

Race (defined as a person’s identification with one
or more social groups). Please select all that apply:

O American Indian or Alaska Native

O Asian

O Black or African American

O Native Hawaiian or Pacific Islander

O White

O Declines to answer

O Unavailable

Ethnicity (refers to shared cultural
characteristics such as language,
ancestry, practices, and beliefs. For this
application, ethnicity is broken out into
two categories: Hispanic or Latino and Not
Hispanic or Latino). Please check one:

O Hispanic or Latino

O Not Hispanic or Latino

O Declines to answer

O Unavailable

IV. Other insurance information

1. Are you or your spouse, domestic partner, or child(ren) covered by Medicare (Parts A, B, C, or D)?

If yes, please list name(s)

OYes ONo

Reason for Medicare: OAge 65 O Disability O End stage renal disease O Disability and ESRD
Effective date, Part A / / Effective date, Part B / / Medicare beneficiary identifier (MBI)
Effective date, Part C / / Effective date, Part D / /

QA00940WI (0425)
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2. Are you or any dependents listed above involved in a Workers Compensationcase? [OYes [ONo
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 the following information

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.

I 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.

I understand that if | opt-in to Text/SMS contact, | agree and consent that Quartz and its affiliates may text me at the cell phone number
included on this application to help keep me Informed about my benefits.

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

I hereby elect not to apply for group health plan coverage. | hereby waive group health plan coverage for:

O Myself O Spouse or domestic partner O Children or other eligible dependents

Reason for waiving coverage:

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

Name of insurance co.

O 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 Enrollment 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 s, 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 or domestic partner) 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 enroliment
within 31days 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, domestic partnership, birth, adoption or placement for adoption, you may be
able to enroll yourself and your dependents. However, you must request enrollment within 31 days after the marriage or domestic
partnership, or within 60 days of the birth, adoption or placement for adoption.
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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,
representative will assist you. TTY users should call 711 or (800) 877-8973.

and a Customer Success

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 auxiiary aids and
services to people with disabilities to communicate effectively with us
and to participate in health programs or activities, such as -
* Qualified sign language interpreters
+ 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 -

* Qualified interpreters

¢ 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, you canfile a grievance with-

Chief Compliance Officer

2650 Novation Parkway

Fitchburg, W153713

Phone: (800) 362-23310

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

Fax: (B08) 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
ocrportalhhs.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/filef/indexhtml.
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.

con su proveedor.

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

(800) 877-8973 s E AR SZ R -

Chinese 3% : MBER[px] BNFRINTRMASHEES - RIERDEMHEYWHE TEMES - MEESHELLMES - B8 (800) 362-3310. TTY: 711/

Hmong - LUS CEEV TSHWJ XEEB: Yog hais tias koj hais Lus Hmoobk 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.

0GpaTHTECh K CBOEMY NMOCTABLUIMKY YCIIYT.

Russian - BHUMAHHUE: Ecsi Bl TOBOPUTE HA PYCCKHMIL, BAM AOCTYNHbI GecIaTHBIC YCAYTH A3LIKOBOH nogaepxku. COOTBETCTBYIOIME BCIOMOTaTe/IbHBIE CPeACTEA U YC/IYTH [0
IPEAOCTABACHUIO MHPOPMALMM B ZOCTYIHEIX (OPMATAX TAKKE npegocTapanoTes 6ecnnarno. lMossonwnre no Tenedony (800) 362-3310. TTY: 711 / (800) 877-8973 um

vuy cad ban.

Vietnamese - LIFU ¥: Néu ban néi tiéng Viét, chang t6i cung cdp mién phi cac dich vu hd tro ngén ngir. Cac hé tre dich vu phi hop dé cung cdp théng tin theo
céc dinh dang dé tiép can cang dwec cung cidp mién phi. Vui long goi theo sé (800) 362-3310. TTY: 711 / (800) 877-8973 hoic trao déi véi nguai cung cdp dich

Twmncs (800) 362-3310. TTY: 711 / (800) 877-8973 § Surive loibanmuzeguin.

. . e £ s @ ' - ' e ca ' . 1o = e a £ o &
Laotian - cdugou: Hancdawazr 990, sriv3nmgosdivwisncouticaeatluii, Sdesgos war nmiddnucuobozsesticonrSucialoigyvlugucuuiisnmodadigld.

oder sprechen Sie mit Ihrem Provider.

German - ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur Verflgung. Entsprechende Hilfsmittel und Dienste zur
Bereitstellung von Informationen in barrierefreien Formaten stehen ebenfalls kostenlos zur Verfilgung. Rufen Sie (800) 362-3310. TTY: 711 / (800) 877-8973 an
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Pennsylvania Dutch - LET OF: als je Nederlandls spreekt, zijh er gratis taalhulpdiensten voor je beschikbaar. Passende hulpmicddelen en diensten om
informatie in toegankelike formaten te verstrekken, zijn ook gratis beschikbaar. Bel (800) 362-3310. TTY: 711 / (800) 877-8973 of spreek met je provider.”

Arabic - 3310-362 (800)1 B A o il Bl Ll Jgem gl (nn Bty o ghaall ol g dpuslie llosd g Sanlne By )f o5 oS Bailaall 43930 faoluall cilends ol i gTiusd g ] A5l Cas i 13] s, TTY: 711
 (B0O) 877-8973 ieidl pxie ] euas 4",

Polish - UWAGA: Oschy mowiqce po polsku mogq skorzystad z bezptatne] pomocy jezykowe|. Dodatkowe pomoce i ustugi zapewnidjgee informacje w
dostepnych formatach sg réwniez dostepne bezptatnie. Zadzwon pod numer (800) 362-3310. TTY: 711 / (800) 877-8973 Ilub porozmawiaj ze swoim
dostawecaq.

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

Hindi - &1 2: TS 3 gl gload g, dl aiTvdh st fohefeh oo eTgrIaT elaTl 3uee gl &1 gleas! sl & Hlefehld] UaTe] eheet o [T JULTh eIgidh ellels iie e
3 fet: 2[eeh Suee 211 (800) 362-3310. TTY / TDD: 711 f (800) 877-8973 T2 Tl The, I Ul USTAl 21§18 el

Korean -2 [BF=0{] 5 A E85tAIE 22 28 210 7|3 ME|AS 0 20h 4= 5L 0|8 75Tt EAc 2 A2 S HEste HED 2 X 2|F Y MH|~Z 282

H&EUd (800) 362-3310. TTY: 711 f (800) 877-8973 H S 2 MGG HLE Mu|~ HZHH 2o/dtAl2,

Albanian - VINI RE: Nése flisni [shgip], shérbime falas té ndihmés sé gjuhés jané né dispozicion pér ju. Ndihma té pérshtatshme dhe shérbime shtesé pér té
siguruar informacion né formate té pérdorshime jané gjithashtu né dispozicion falas. Telefononi (B00) 362-3310. TTY: 711/ (800) 877-8973 ose bisedoni me
ofruesin tug] té shérbimit.

Tagalog - PAALALA: Kung hagsasalita ka hg Tagaleg, magagamit mo ang mga libreng serbisyong tulong sa wika. Magagamit din hang libre ahg mga
naaongkop ha auxilicry na tulong at serbisyo upang maghigay ng impormasyon sa mga noo-occess na format. Tumowag sa (800) 362-3310. TTy: 711/
(800) 877-8973 o makipag-usap sd iyong provider.

Somali - FIRC GAAR AH: Haddaad ku hadasho Scomadli, adeegyc kaalmada luugqadda ah oc bilaash ah ayaad heli kartaa. Qalab caawinaad iye adeegyo
o6 habboon si loogu bixiye macluumaadka gaabaob la adeegson kare ayaa sidoc kale bilaa lacag heli karaa. wac (800) 362-3310. TTv: 711 / (800) 877-8973
ama la hadal bixiyahaaga. Gargaarsi gargaaraa fi tajadjilli sirrii to'ee fi cdeeffannoo bifa dhaggabamaa ta'een kennuunis bilisacn ni argamal.

Cushite {Gromo) - XIVYEEFFANNGO: Afaon Kushii yoo dubbattan tajodiilli gargaorsa afacnii biliscon isiniif ni kennoama. Gargoarsi gargaaraa fi tajadjili sirrii
taree fi odeeffannoo bifa dhaggabamaa tareen kenhuunis bilisaan ni argoma. (800) 362-3310 bilbili. TTY: 711 / (800) 877-8973 ykn dhiyeessaa keessan
walliin hoaso'oa.

Amhadric - P10, 2:- A7ICT 0095 % hirr (278 208 Aot (9 BClliPHdv: 00L87 (1HEALA PCAT ATTRLA F1L PP Fel1 AW PT RS higetirF T K380 19 2150 IAh & TC (800) 362-
3310. TTY: 711 (BOO) 877-8973 £ £t DL AU kba(l.PF $Go151

ly 0 C O N o 0 C0Ca oC € QC ~ C < C oc @ coce y cC. 9 00 Ly Ly Ly

Karen - sg- 40100001 001800018321 320, 02132032 (POT1S0R0GE11L (10000 D JPPRODQ LD IGGICOL. 00132051 010181107 1§10703003: 0218191100181 €013z @1333:09
c ¢ ¢ 0 Ly co < Ly < C oc 9 o Ly o ©Q < c_C [y
COINRPOIIPIO IOYL QO TE1§133 1) 000D (O30 DIPROODVL OO KL X (800) 362-3310. TTY: 711 f (800) 877-8973 ewel moiieaid: Forenogp §10)10310§910110’)091.

Mon-Khmetr, Cambodian (Khmer) - pomssges s ®: wadgsSonw manig wunmgdgusmunsa nfoigfmemmug ey Sgw
Suuunmyignehrigmdaee s gl memespsisume oo o e Smem o unme o Anigesinm wigeonisi (800) 362-3310. TTv: 711/
(800) B77-8973 1 Suntuielm S & FII LTI LRI H M

Serbo-croatian (Serbiun) - [JAXKIbA: Ao roBopHTe CPICKOXPBaTCKH, JOCTYIHE cy BaM OecljaTHe jesWiKe yoryre. becmiaraa oy ¥ oarosapajyha noMohra nomarana 1

YCIyTe 3a npyKame HHPOPMAIHja ¥ IPHCTYIauHuM dopMaruma. [lozoeuTe (800) 362-3 TTH: 711 / (B00) 877-8973 win pasroeapajre ca CEOjHM NPOBAjAePOM.

Thai - wnomey; vinanddnw i isdusasautiomfeduavwd wenanadl selisdedlouazsninsomaadebivdayluguwuiishaddledlidoalstEn Tuselvsfada (800) 362-
3310. TTY: 711 { (800) 877-8973 w3ausnwr lWusn-suemas”

Gujarerti - el 211 %1 A0 A2s21d] el $1, dl dHIRL U2 Usd LNl 1Sl Adipl]l Budey & ydel s1H2Hi Hil&d] Uelel s2c U2 4194 AE1US USIH Biad A1 YRL U sdHi
Gudod ©. 519 521 (300) 362-3310. TTY: / (300) 877-8973 &AL dUI2L UEldl A8 dld S

Urdu - JS 5 3310-362 (800) -up el Se oo Slaad 3g) dlael fglae caadio b 8 58 aal 8 e glae e e 8 (Sl y BB - oobuad iload (S 200 (S ol e Sl g Sle gyl ol Blia g
-« 8 TTY: 711 / (800) 87 7-8973 - 8 <l 23K adl B Syl

Italian - ATTENZICNE: se parli Italicine, sono disponibili servizi di assistenza linguistica gratuiti. Soho incltre disponibili gratuitamente ausili e servizi ausiliari
adeguaiti per fornire informazicni in formati accessibili. Chiama I'(800) 362-3310. TTY: 711/ (800) §77-8973 o parla con il tuc fornitore.

Greek - [IPOLOXH: Edv jwidte eAAnvikg, vTTapyovy Swabéoueg Swpedv uTnpecieg vTTootip Eng oTn ouykekp pévn yad ooa. Awrtifevtal Swpedy karddinia Bondijpece wo
VI pesiss yia Mapoyh MAnpogop by ot MpooPdoes poppes. Kedéote o (BO0) 362-3310. TTY: 711 f (800) 877-8973 1 aMzuduvvitite oTov Mdpoys oo,

Nepali - EIT5 fas[gie: Ul duId suTedl dicelget afel, auTsmIs fol:2[eeh 8Tl ATl Salgs IUce el ULt GloTg=H] tlereble] Walel Jef 3uch AgIeh
HGIIAIES ¢ dldigs ule fol:efoeh 3Uoel Bl @hed (800) 362-33101 TTY: 711 / (800) 877-8973 dl HIWai] USIIh el el JTelglell

Ukrainian - YBATA: flkmo BM po3MOBJAAETE YKPATHCHEA MOBA, BaM J0CTYIHI He3KomM TOBHI Mo BHI nocayTy. Bignosigni gonomixni sacofu Ta nocayry Aas Hagannd ing opManii y

JOCTYIHHX $OPMAaTax TAKOX AOCTYIHI GesKom ToEHO. 3aTenedonyiiTe 3a HoMepom (800) 362-3310. TTY: 711/ (B00) 877-8973 aGo 2EepHITHECA [0 CEOTO NOCTAYAILHHEKA,
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