Employee application
Wisconsin groups

Please complete entire form in BLACK INK

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

Quartz

2650 Novation Parkway « Fitchburg, Wi 53713-3399
(800) 362-3310 - Fax (608) 643-2564
QuartzBenefits.com

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

Employee’s Last name

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/dd/yyyy) Sex 0O Male Marital status
/ / O Female dsingle O Divorced [ Married/Domestic partnership
Y S S (date /[ )

Primary phone number Cell phone number Opt-in Text/SMS contact OYes O No

() ( )

Height/Weight

Email

Primary care clinic name Primary care clinic city

Ethnicity (refers to shared cultural
characteristics such as language,

Race (defined as a person’s identification with one

Language (preferred spoken and written).
or more social groups). Please select all that apply:

Please check one:

ancestry, practices, and beliefs. For this

0O English O American Indian or Alaska Native
0O Spanish O Asian application, ethnicity is broken out into
O Hmong O Black or African American two cgtegqries: His_ponic or Latino and
O German O Native Hawaiian or Pacific Islander Not Hispanic or Lot{no). Please check one:
O Chinese O White O Hispanic or Latino
0O American Sign Language O Declines to answer O Not Hlsponlc or Latino
O Other O Unavailable O Decllngs to answer
(please specify) O Unavailable
Plan:

O HMO (list group number)

8 POs (list group number)

O PPO (list group number)

Type of coverage

OEmployee O Employee and spouse/domestic partner

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.

Il. Employer information

Name of employer group

Date employed

Y S —

Weekly hours

O Employee and children O Family

Requested effective date

Y S —

Employment status:O Active
COBRA Reason: O End of employment

O Retired O Leave of absence

OCOBRA/Continuation
O Death of employee

Effective date / /
O Entitlement to Medicare

O Reduction in hours of employment O 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 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 mmiddayyy) Sex OMale
/ / O Female

Primary care clinic name

Primary care clinic city

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

0O 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

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? [Yes [No If No, list address
Mailing address
Apt. # City State ZIP code County
Relationship to you Date of birth mmiddiyyyy) Sex [OMale
/ / O Female

Primary care clinic name

Primary care clinic city

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

0O English

O Spanish

O Hmong

O German

O Chinese

O American Sign Language

0O Other

(please specify)

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

0O 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
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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 mmiddayyy) Sex OMale

/ / O Female
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 O American Indian or Alaska Native ancestry, practices, and beliefs. For this

O Spanish 0 Asian opplicotion,_ethni.city i; broken_out into

O Hmong O Black or African American tvyo cot_egorles_: Hispanic or Latino and Not

0 German O Native Hawaiian or Pacific Islander Hispanic or Lotlno): Please check one:

O Chinese O White O Hlqunlc or. Latino .

O American Sign Language O Declines to answer 0 Not Hispanic or Latino

O Other O Unavailable O Declln.es to answer

(please specify) O Unavailable
|

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 mmiddiyyyy) Sex [OMale

/ / O Female
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 O American Indian or Alaska Native ancestry, practices, and beliefs. For this
O Spanish O Asian application, ethnicity is broken_out into
0O Hmong O Black or African American tvyo cot'egories': Hispanic or Latino and Not
0 German O Native Hawaiian or Pacific Islander Hispanic or Lctlno): Please check one:
O Chinese O White O Hlspgnlc or. Latino ’
O American Sign Language O Declines to answer U Not Hlsponlc or Latino
O Other O Unavailable O Decllngs to answer
(please specify) O Unavailable
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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 mmiddayyy) Sex OMale

/ / O Female
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 O American Indian or Alaska Native ancestry, practices, and beliefs. For this

O Spanish 0 Asian opplicotion,_ethni.city i; broken_out into

O Hmong O Black or African American tvyo cot_egorles_: Hispanic or Latino and Not

0 German O Native Hawaiian or Pacific Islander Hispanic or Lotlno): Please check one:

O Chinese O White O Hlqunlc or. Latino .

O American Sign Language O Declines to answer 0 Not Hispanic or Latino

O Other O Unavailable O Declln.es to answer

(please specify) O Unavailable
|

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 mmiddiyyyy) Sex [OMale

/ / O Female
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 O American Indian or Alaska Native ancestry, practices, and beliefs. For this
O Spanish O Asian application, ethnicity is broken_out into
0O Hmong O Black or African American tvyo cot'egories': Hispanic or Latino and Not
0 German O Native Hawaiian or Pacific Islander Hispanic or Lctlno): Please check one:
O Chinese O White O Hlspgnlc or. Latino ’
O American Sign Language O Declines to answer U Not Hlsponlc or Latino
O Other O Unavailable O Decllngs to answer
(please specify) O Unavailable
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Note: If you are waiving your right to this group coverage, you do not need to complete the General information and medical information.

IV. General information and medical information

1. Have you or any dependent ever been insured by Quartz? [ Yes [ No

If yes, give subscriber name Dates previously covered by Quartz

2. Will you or any of your dependents continue to have other insurance after the Quartz effective date of this policy? [1 Yes [ No

If yes, complete the following information:

Name(s) of insured Employer
Insurance company Insurance company phone #
Subscriber # Group #

Effective date of coverage
3. Are you or any family member(s) enrolled in Medicare? [1vYes [ No

If yes, please answer the following and attach a copy of your Medicare card.

Name Name

Medicare # Medicare #

Effective date, Part A Effective date, Part A

Effective date, Part B Effective date, Part B

Effective date, Part C (Medicare advantage) Effective date, Part C (Medicare advantage)
Effective date, Part D Effective date, Part D

Reason for Medicare: [] Age65 [ Disability [ End stage renal disease [ Disability and ESRD
4. Are you or any dependent now disabled or unable to perform normal activities? [1 Yes [ No

If yes, name of person Type of disability Date of disability

5. Have you or any dependent incurred health claims in excess of $5,000 during the last 24 months? [ Yes [ No

If yes, name of person Reason

6. Within the last 24 months have you or any dependent listed above consulted about, received treatment for or been diagnosed with:
cancer, stroke, diabetes, heart condition (including hypertension), vascular disease, behavioral health (mental, anxiety or emotional
disorder), muscular or systemic disease (such as arthritis or lupus), alcohol or drug use, liver, kidney, lung (such as COPD or asthma)
or intestinal disorder? [1 Yes [ No
If yes, please explain on a separate sheet of paper and attach to this form. (You do not need to report genetic tests or test results.)

7. Have you ever been diagnosed by a member of the medical profession as having an immune system disorder, AIDS or ARC?

Cyes O No

(You do not need to report HIV test results. You only need to report testing, diagnosis, or treatment done by a physician or an appropriately
licensed clinical professional action within the scope of his/her license.)

8. Are you or any dependents currently taking any medications? [ Yes [ No

If yes, please list the medications

9. Are you or is any dependent listed above pregnant? [ Yes [ No

If yes, name(s) Pregnancy due date

10. Have you or has any listed dependent scheduled or had any surgeries in the last 12 months? O ves O

No Have you or has any listed dependent been hospitalized in the last 12 months? [ Yes [ No

Reason for hospitalization or surgery

1. Are you or any dependents listed above involved in a Workers Compensation case? [1 Yes [ No

If yes, indicate family member involved and start date/accident date

Insurance company name
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| 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
email 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/domestic partner, 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 phone number
included on this application to help keep me informed about my benefits.

Applicant’s signature Date

V. Waiver of group coverage

I hereby elect not to apply for group health plan coverage. | hereby waive group health plan coverage for:
OMyself 0O Spouse or domestic partner OChildren or other eligible dependents

Reason for waiving coverage:
O I/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, if my employer has an open
enrollment period. | 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 enroliment 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
enrollment 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 or domestic partnership, 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 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 Corporotion, 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) 2362-3310, and a Customer Success
representative will assistyou. TTY users should call /11 or (800) 877-8973.

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

We provide reasonable medifications 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) 362-3310

TTY: 71 or toll-free (800) 877-8973

Fax: (608) 644-3500

Email: AppealsSpecialists@QuartzBenefits.com

You can file a grievance in person or by mail, fax, or email. If you need
help filing a grievance, our Chief Compliance Officer is available to help
you. You can also file a civil rights complaint with the U.S. Department of
Health and Human Services, Office for Civil Rights, electronically through
the Office for Civil Rights Complaint Portal, available at
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/file/index.html.
Quartz is a Qualified Health Plan issuer in the Health Insurance
Marketplace® in certain states. To learn more, visit the Health Insurance
Marketplace® at HealthCare.gov.

ATTENTION: Free language assistance services are available to you. Appropriate auxiliary aids and services to provide
information in accessible formats are also available free of charge. Call (800) 362-3310, TTY: 711 [ (800) 877-8973.

con su proveedor.

Spanish - ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingtistica. 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) §77-8973 HE\MEA RS2 MR -

Chinese - : MRER[Fx] FNFEDBRERUESHIES - RNEEDEHELNHEN TENRS - UEBHHEREMEER - s (800) 362-3310. TTY: 711/

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

00paTHTECh K CBOEMY NOCTABILIMKY YCIyT.

Russian - BHUMAHHME: Eciu Bbl rOBOPHTE HA PYCCKHIHA, BAM A0CTYIIHBI GeCIIATHBIE YCIYTH A3BIKOBON NoAdepKkd. COOTBETCTRYIOWME BCIIOMOTaTe/bHbIe CPEACTBA H YCJAYTH 110
NpesocTaBAeHHI0 HHPOPMALMK B 0CTYIHDIX (OPMaTaXx TaKKe NpejocTapisioTes GecnaarHo. loaponure no tesedony (800) 362-3310. TTY: 711 / (800) 877-8973 uan

vu caa ban.

Vietnamese - LUU ¥: Néu ban néi tiéng Viét, chang téi cung cip mién phi cac dich vu ha tro ngén ngir. Céc hé tre dich vy phi hep dé cung cédp théng tin theo
céic dinh dang dé tiép can cing dwgc cung cip mién phi. Vui long goi theo s (800) 362-3310. TTY: 711 [ (800) 877-8973 hoic trao ddi vai ngudi cung cip dich

Tnmacs (800) 362-3310. TTY: 711 / (800) 877-8973 i SusuainidSnwasgui,

Laotian - cugu; Hauiencdawesn 290, a:503nwgoadivweznccuubesosliitn. Scieggos was NLSnwcLLbcEBEticorSuceluiannlvsueuuiizgawsndictiold.

oder sprechen Sie mit Ihrem Provider.

German - ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur Verfigung. Entsprechende Hilfsmittel und Dienste zur
Bereitstellung von Informationen in barrierefreien Formaten stehen ebenfalls kostenlos zur Verfiigung. Rufen Sie (800) 362-3310. TTY: 711 / (800) 877-8973 an
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Pennsylvania Dutch - LET CF: als Je Nederlands spreekt, zijn er gratis taalhulpdiensten voor Je beschikbaar, Passende hulpmiddelen en diensten om
informattie in toegankelijke formaten te verstrekken, zijn ock gratis beschikbaar. Bel (800) 362-3310. TTv: 711 / {(800) §77-8973 of spreek met je provider.”

Arabic - 3310-362 (B00) il e Jumsl Blae gal] Jpempll (e Sty i gloall gl Llie ilesd g Bamlone Jlog 60 LS Tolaed] Dygall] Saolual] ilerd ol i gfiud oy pll 2ol Coats & [3] sy, TTY: 711
/ (800) B77-8973 Luuall ahs | a3 gi"

Polish - UWAGA: Gsoby méwigce po polsku mogg skorzystac z bezptatne] pomocy Jezykowe]. Dodatkowe pomoce i ustugi zapewnidjgee informacie w
dostepnych formatach sq réwnie? dostgpne bezpfatnie. Zadzwon pod numer (800) 362-3310. TTv: 711 f (800) 877-8973 lub porozmawidy] ze swoim
dostawcaq.

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

Hindi - &aTeT & Tfe 3T Bt atesd &, a1 Hudh fohe for:e[edh o1 AT 2aTe JUaa 2id] 1 e Ul & H1erdbidl Uale thie & [e7C 3Uh SIEIeh Alele 3iie aas
off fai: efeeh 3uwer £11(800) 362-3310. TTY / TDD: 711 / (800) 877-8973 UE Which he U1 U YTl & §1d d |

Korean -0l [0h=01] 8 AFSBHAIS 29 22 A0 A8 AMHIA8 02814 4 Y& L 0|2 /-0 #4028 HEE ASo IUP A 7|7 2 MHAE 2R2

A& EUch (800) 362-3310. TTV: 711/ (800) 877-8973 HO 2 FHastHLE MH|2~ X Y ol 2oshilAl2,

Albanian - VINI RE: Nése flisni [shgip], shérbime falas t& ndihmeés sé gjuhés joné né dispozicion pér ju. Ndihma té pérshtatshme dhe shérbime shtesé pér té
siguruar informacion né formate té pérdorshme joné gjithashtu né dispoezicion falas. Telefononi {(800) 362-3310. TTv: 711 { (800) 877-8973 ose bisedoni me
ofruesin tug) t& shérbimit.

Tagalog - PAALALA: Kuhg hagsasalita ka ng Tagalog, magagamit me ang mga libreng serbisyong tuleng sa wika. Magagamit din hang libre ang mga
naaangkop na auxiliary na tulong at serbisyc upang magbigay ng impormasyon sa mga nadg-access na format. Tumaowag sa (800) 362-3310. TTY: 711/
(800) 877-8973 c makipag-usap sa iyong provider.

Somali - FIIRO GAAR AH: Haddoad ku hadashe Soomaali, adeegyo kaalmada luugadda ah co bilaash oh ayaad heli kartaa. Qalab caowinoad iyo adeegyo
oo habboon si loogu bixiyo macluumaadka gaabab la adeegsan karo ayad sidoo kale bilaa lacag heli karaa. wac (800) 362-3310. TTY: 711 / (800) 877-8973
ama la hadal bixiyahaaga. Gargaarsi gargaaraa fi tajadjilli sirrii tar'ee fi odeeffannoe bifa dhaggabamaa ta'een kennuunis bilisaan ni argama.

Cushite (Oromo) - XIYYEEFFANNCO: Afaan Kushii yoo dubbattan tajadjilli gargoarsa ofaanii bilisaan isiniif ni kennama. Gargaarsi gargaaraa fi tajoaijilli sirrii
taree fi odeeffannoe bifa dhaggobamada ta'een kennuunis bilisaan ni argama. (800) 362-3310 bilkili. TTY: 711/ (800) 877-8973 ykn dhiyeessaa keessan
waliin haasa'aa.

Amharic - TN, P ATICE PR iy PRIE 80 Kdetiet (] ebCdPrév: 00287 (MEEaT PCET ATHRA P2, $1Pr el A ST A hiderde#T KM (1 g254: Nhan &rc (800) 362-
3310. TTY: 711/ (BO0) 877-8973 L2 v @EM® hadeiet hbel.PF 8504t
Qc C oo CC [y [y [y

Ly (o] C 9~ o Q CoCe o CQC ~ LYy [y LYy iy Q. 00
Karen - G(R‘ (?G'ICDCDI C.'O'In:{)(\)'l(DSBI 320, O‘)'ISBP3§ (THDCO'IGOPCP’GIOJ'II [avlerlavhs] O‘RP(\)TJO)I(\TI.‘?O'I(DL O‘)'ISBP3§ O‘)'IGIO)'IIO‘)'I.‘?'IOROS(\)3§ 11N ooIel Ca132 123’33’)P

eononmpenioieiof cownlesiddingmad conencofiageobien congdicdr. of: (800) 362-3310. TTv: 771 / (800) 877-8973 sonel mohan®: so1coiy praniopigieranmont.

Mon-Khmer, Cambodian (Khmer) - womnEges s [uasidg s onw Mmenigl wonMgdgumens g SnigSwsumuytd 48w
Sawonmyinwermigwdodng gamigiriimsmdspaisumeguydeaon e dmcmon s S8 oigrainn wiigrened (800) 362-3310. TTY: 711 f
(800) 877-8973 1 S ununel M £ 1 M FIUIBITU U BIH 44

Serbo-croatian (Serbiun) - ITAXIbA: AKO rOEOPHTe CPICKOXPEATCKH, JOCTYIHE €Y BaM OecClJIaTHe jezHdKe yoayre. BecnitaTHa ¢y M ogroeapajyha noMohHa moMaraia v

yCayTe 3a I pysKamk e A O pManHja y IpHcTyIadanM gopmaruma, llozoemte (800) 362-3 TTH: 711 / (800Q) 877-8973 manm pasroeapajTe ca CBOjUM IPOBajiepor.
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