Wisconsin Qua rtz
employer group
application (900) 362.5910 - Fon (408) 6o 0088

uartzBenefits.com
O New group Q

O Renewing group/change*

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

You, the employer and policyholder, wish to establish and sponsor an employee benefit plan, the terms of which
are set forth in the applicable Quartz policy. You understand and agree that the policyholder is not an insurer with
respect to paying claims for benefits under the policy. Quartz has the discretion to interpret policy terms, make
decisions regarding eligibility and resolve factual questions. For you to remain eligible under the policy, the
following participation requirements must be maintained.

Eligible employees** Participating employees**
2-4 !
5-6 3
- 4
8-9 5
10 6
e 70%

When considering participation levels, we do not count as “eligible employees” those employees who have other
coverage that is qualifying coverage. Qualifying coverage includes Medicare, Medicaid, or other group coverage
with benefits similar to those being applied for. An individual plan may be qualifying coverage if it has been in force
for at least one (1) year.

** Note: The limits will be strictly enforced.

If you fail to meet participation requirements, Quartz will terminate your coverage under the policy. Other
termination provisions are stated in the policy.

INSURANCE COVERAGE WILL NOT BE EFFECTIVE UNTIL WE APPROVE THE GROUP APPLICATION IN WRITING.

We have the right to decline coverage only if the group does not meet participation or contribution requirements
listed above. These requirements are not applicable for small employer group applications received between
November 15 — December 15. These requirements are not applicable for large employer groups making an initial
application for coverage.

UNDER NO CIRCUMSTANCES SHOULD YOU CANCEL YOUR PRESENT GROUP INSURANCE COVERAGE WITHOUT PRIOR
WRITTEN NOTICE OF APPROVAL BY QUARTZ.

* If an existing group changes any information contained within this document, for example: legal name, probationary period, benefits, contribution amount, etc,
the group must complete Sections A, B, C, D, E and F of a new employer group application and send it to Quartz. Benefit changes must be submitted to Quartz at
least 30 days prior to an existing group’s anniversary date in order for the changes to be effective on the anniversary date.
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Section A — General employer information

1. | Exact legal name of employer (policyholder):
Federal Tax ID: Name of d/b/a (doing business as):
2. | Mailing address: City: State: ZIP code:
3. | County of primary location within the Quartz service area: Phone number: ( )
4. | Control group, if any:
Control group Federal Tax ID: Number of employees at control group including all subsidiaries:
5| Is this group affiliated with any other group? [Yes [INo If so, is the other group insured by Quartze  [JYes [INo
If yes, name of group(s):
Do you want coverage for any subsidiaries?  [JYes [No
a. If yes, give legal name, Tax ID, and address of each:
b. If no, give legal name, Tax ID, and address of each affiliate not included and identify number of employees and insurance carrier
for each:
6| s your company a municipality?  [JYes [JNo
7. | Employer group contact name:
Title: Phone: ( ) Email*:
*Please note that there may be a billing charge if you do not provide an email address for electronic billing.

Section C - Plan information

Section B — Plan information

Only for groups with less than 50 total employees

Quartz small group benefit plan name(s):
Please write in the plan name exactly how it appears on the rate sheet.

1. | Requested effective date: (COVERAGE IS NOT EFFECTIVE UNTIL WE NOTIFY YOU IN WRITING)

2 Hourly requirement: [] 30 hours (default)  []20 hours

3| Do you currently have any former employees who have elected coverage and are covered under COBRA or state continuation? [Yes [ No
If yes, indicate names of individuals and their expiration dates:

4.

If your company is exempt from state workers’ compensation requirements, check here: []

QA00841WI (0425) HMO, POS, and PPO plans offered by Quartz Health Benefit Plans Corporation 2



5. | Percent of medical insurance premium paid by employer. If there Is no Independent contribution rate for family contracts other than single rate,
please Indicate "Single”.

Single: % (minimum requirement for small groups is 50%)
Family: %
6.1 Are you requesting a Health Reimbursement Account? [yes [INo If yes, name of vendor:

7. | Probationary period for new employees (may not exceed 90 calendar days)

First of the month following: [J0days [130days []60days
OR

Immediately following:  []0days [J30days [160days []90days

8. | Is the probationary period the same as listed in question 7 for employees in the following situations:
(applicant must meet group’s probationary period first before these provisions apply)

Changing from part-time to full-time: Lyes [INo Ifno, please explain eligibility guidelines:
Return from leave of absence within 12 months: Llves [No Ifno, please explain eligibility guidelines:
Return from layoff within 12 months: Oves [No Ifno, please explain eligibility guidelines:
Rehire within 6 months: Llves [No Ifno, please explain eligibility guidelines:

Would you like the probationary period waived for initial enrollment: []Yes [1No

. oOnlyforgroupswithmorethan50totalemployees

9.

Is this coverage part of a union negotiated agreement? []Yes []No If yes, next union contract review date:

(Month/Day/Year)

10. | Nature of business:

1. | How long has your company been in business?

12.| Are you applying for replacement of your current group medical coverage? [ Yes [ No If yes,you must furnish the following information:

Name of current group carrier: Original effective date: Attach your most recent billing statement.

13. | Probationary period for rehires within 13 weeks (this Affordable Care Act ‘pay or play’ provision only applies to groups with more than
50 total employees):

[] Effective date of renire  [] Effective first of the month following rehire

The employee termination date will be the first of the month following the date of termination.

4.1 bo you have variable hour employees? [ ves [ No

If yes, please explain eligibility guidelines:

15.

Are you requesting domestic partner coverage (applies to groups with >50 total employees)? [ Yes [ No

Section D — Retired employees

If you want to provide medical benefits to retired employees, please give attained age and years of service for retiree class eligibility. A retiree
class will be considered only if you have 20 or more employees enrolled for medical coverage. Medical benefits will be effective for retirees if
approved by Quartz.

[ Please attach a copy of your eligibility requirements for retiree coverage.
Section E - Agent/Agency information

[] Direct sale, skip the agent of record information. Don't forget to sign the application.

[] Agency sale, please complete the agent of record information. Don't forget to sign the application.
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Agent of Record (Agent/Agency to receive commissions):

National Producer Number (NPN):

Agency name: Phone number: ( )

You, the agent, certify that you have met with the employer submitting this application and that you have fully explained its contents.
You have discussed coverage, eligibility, late enrollee delayed effective date, the effect of misrepresentations and termination provisions.

Dated: Agent’'s name:
(Month/Day/Year) (Please print)

Agent’s signature:

Section F — Employer agreement

Insurance coverage is not in effect unless and until you receive written notification from Quartz. UNDER NO CIRCUMSTANCES SHOULD YOU
CANCEL YOUR PRESENT GROUP INSURANCE COVERAGE UNTIL YOU RECEIVE PRIOR WRITTEN NOTICE OF APPROVAL FROM QUARTZ.

If the employer fails to pay its first month’s premium within 31 days of its effective date, any claims Quartz paid in reliance of its contract
with the employer will be revoked.

As an authorized signor for this employer, | have reviewed the Quartz proposal and required notices, and accept the quoted rates on behalf
of this employer. | understand that total monthly premiums due are based on the current employee demographic information supplied
to Quartz (including, but not limited to, the number of employees covered and their ages). Changes to this information may increase
or decrease the total monthly premium. | understand this employer’s payment of first month’s premium binds its group master policy
agreement with Quartz. | further attest and certify that all statements included in this application are true and correct to the best of my
knowledge.

Dated on: By:
(Month/Day/Year) (Print employer name)
By:
(Employer signature)
Title:

Section G — Certification required for CMS Section 111 reporting

Below is a survey to help us determine how to correctly report group size to the Centers for Medicare and Medicaid Services (CMS)
under Section 111 of the Medicare, Medicaid, and SCHIP Extension Act of 2007, and to also determine whether your group is considered a
large or small group under Affordable Care Act regulations. Failure to accurately respond may result in penalties imposed by the federal
government.

Is this a multi-employer plan: [1Yes [ No

When two or more employers are sponsors or contributors to a multiple employer plan and at least one of them has 20 or more full and/or
part-time employees.
For example, company ABC and company DEF purchase health insurance coverage together under the DEF company name.

2. | Enter the average number of full, part-time, and seasonal employees employed during the preceding calendar year (include all locations):
*If you have a parent/brother/sister company or subsidiaries, please refer to Wisconsin Statutes Section 632.745(6) to determine whether you may
be treated as a single employer.
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3. | Medicare Secondary Payer provisions apply to employers that have 20 or more full-time and/or part-time employees for each working day
in each of 20 or more calendar weeks in the current or preceding year. When calculating your number of full-time and part-time employees
you must use the total number of employees in your organizational structure including the parent company, subsidiaries, etc.

L] 2-19 employees ] 20 or more employees

4. | Medicare Secondary Payer disability provisions have a different rule for reporting group size for disabled employees. When calculating
your number of full-time and part-time employees you must use the total number of employees in your organizational structure
including the parent company, subsidiaries, etc. Did you employ 100 or more full-time and part-time employees on 50% or more of your
regular business days during the previous calendar year?

[ Yes I No

The Medicare Secondary Payer regulations as dictated by CMS require you to report any changes in employment during the course of
the year that could impact your employer size determination related to the 20 employees or more requirements described above. In
other words, you must notify us when you have had an increase to a size of 20 or more full-time and part-time employees for 20 or
more weeks during the current calendar year.

5. | COBRA applies to employers that employ 20 or more full-time and part-time employees on 50% of the business days during the
preceding calendar year. Part-time employees count as a fraction of a full-time employee and should be counted in this manner.

[J 2-19 employees [ 20 or more employees

Certification

| HEREBY CERTIFY that | have read the above statement and to the best of my knowledge and belief, it is a true, correct and complete
statement prepared in accordance with the applicable instructions.

| attest that | have the authority to sign on behalf of the company represented in this survey. | agree that Quartz may use the email
addresses provided in this document to contact the individuals listed in this document.

Signature: Date:
(Officer/Owner or group contact's signature required) (Month/Day/Year)

Title:

(Please print)
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Quartz

Notice of Non-Discrimination and Availability of Language
Assistance Services and Auxiliary Aids and Services

Quartz isthe 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 (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 madifications and free appropriate auxiliary 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 agrievance with-

Chief Compliance Officer

2650 Novation Parkway

Fitchburg, WI53713

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, 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
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.

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 espafriol, tiene a su disposicion servicios gratuitos de asistencia linguistica. 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 H & AEHIRZIZHE -

Chinese —1% : MIBEF[hx], BIMFERACRHESHIRS - RNETRBRESUVWE TEMRS - LIERISHERMES - B (800) 362-3310. TTY: 711 /

Hmong - LUS CEEV TSHW.J XEEB: Yog hais tias koj hais Lus Hmoob 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 MOCTABIIMKY YCIyT.

Russian - BHUMAHHUE: Ec/iu Bbl roBOpUTE Ha PyCCKUiA, BAM OCTYIIHBI GeCIUIATHBIE YCIYTH A3bIKOBOH MOAAEpKKH. COOTBETCTBYIOLME BCIOMOraTe/bHbIe CPEACTBA U YCIYTH 110
IPE/I0CTAB/ICHHIO HHGOPMALMH B JOCTYIHBIX GOPMATaX TAKAKe NPEAOCTABIOTC GecniaTHo. MozsouuTe 1o Tesedony (800) 362-3310. TTY: 711 / (800) 877-8973 nan

vu cua ban.

Vietnamese - LIU ¥: Néu ban néi tiéng Viét, chiing téi cung cdp mién phi cac dich vy hé tre ngén ngit. Céc hé tre dich vy pha hep dé cung cép théng tin theo
cdc dinh dang dé tiép can cng duec cung cdp mién phi. Vui 1dng goi theo sa (800) 362-3310. TTY: 711 / (800) 877-8973 hoic trao déi véi ngudi cung cép dich

Ynmact (800) 362-3310. TTY: 711 / (800) 877-8973 i Susivdluininmeeguion.

. o > o A ae o . - ' .y - ' . o i - 3 & o >
Laotian - ¢3ugau: Hainediwst 210, 2:503nMm5080wIgIcLLLELEILIWL. Sids9gos war NMWO3NMELLGETcTILcEs WizpLIvFLCLLHZIWIACSICTNG.

oder sprechen Sie mit lhrem 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 Verfligung. Rufen Sie (800) 362-3310. TTY: 711 / (800) 877-8973 an
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Pennsylvania Dutch - LET OP: als je Nederlands spreekt, zijn er gratis taalhulpdiensten voor je beschikbaar. Passende hulpmiddelen en diensten om
informatie in toegankelijke 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 4l o el e leal] Sgrn il oy ity o ghaall gl Lalia iladd g Saolios Py 55 LS Alaal] dyoalll Saolusal] cilasds off b g% i ol A2l a8 3] 4ps TTY: 711
/ (800) 877-8973 &eadl adie | cwas gf",

Polish - UWAGA: Osoby méwigce po polsku mogq skorzystaé z bezptathej pomocy jezykowe]. Dodatkowe pomoce i ustugi zapewnidjgce informacje w
dostepnych formatach sq réwhie? dostgphe bezptatnie. Zadzwonh pod humer (800) 362-3310. TTY: 711 / (800) 877-8973 lub porozmawia] ze swoim
dostawcaq.

French - ATTENTION : 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 ou parlez & votre fournisseur.

Hindi - £217e1 €: T 3 2t aiesa &, al 3Tads T fei:2[eh ST SIgIaial SidTe 3uwe gid &1 s TIel & SleiehId! Uelel dheel & fohC 3Uch SIgRIch cllelst e daty
aft fot: e[ 3uce €11 (800) 362-3310. TTY / TDD: 711 / (800) 877-8973 U2 &hies ahe Ul 3HTe! UGTdl & §1d el

Korean -F9: [2H=0{]8 ALE3tAl= 22 22 0] K| MH|AZ 0| 8314 £ LUK 0|8 75Tt EA2 HEE MB3e HES EX 7|7 U MHAE 227

H= gLt (800) 362-3310. TTY: 711 / (800) 877-8973 H o2 T ot AL AMb|A HZ AH 0 293 AIR.

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

Tagalog - PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika. Magagamit din hang libre ang mga
naaangkop na auxiliary na tulong at serbisyo upang maghigay hg impormasyon sa mga naa-access na format. Tumaowag sa (800) 362-3310. TTY: 711 /
(800) 877-8973 0 makipag-usap sa iyong provider.

Somuaili - FIIRO GAAR AH: Haddaad ku hadasho Soomaiali, adeegyo kaalmada luugadda ah oo bilaash ah ayaad heli kartaa. Qalab caawinhaad iyo adeegyo
00 habboon si loogu bixiyo macluumaadka gaabab la adeegsan karo ayaa sidoo kale bilaa lacag heli karao. wac (800) 362-3310. TTY: 711 / (800) 877-8973
ama la hadal bixiyahaaga. Gargaarsi gargaaraa fi tajaaijilli sirrii ta'ee fi odeeffannoo bifa dhaggabamaa ta'een kennuunis bilisaan ni argama.

Cushite (Oromo) - XIYYEEFFANNOO: Afaan Kushii yoo dubbattan tajaaiilli gargaarsa afaanii bilisaan isiniif hi kennama. Gargaarsi gargaaraa fi tajadijilli sirrii
taree fi odeeffannoo bifa dhaggobamaa ta'een kennuunis bilisaan ni argama. (800) 362-3310 bilbili. TTY: 711 / (800) 877-8973 ykn dhiyeessaa keessan
waliin haasa'aa.

Ambharic - 700, 0:- ATICE PPISH- hr 2278 L0F KUt (1] BPCNAPH A 0BT (4L A PCRY ACHLA +2., PUr enTi A PT AS hadeate BT K180 1 e Nddh «rc (800) 362-
3310. TTY: 711 / (800) 877-8973 £ £0tc @ hadcatet kb9 05%
Q C 0CO

C o C O N\ o o C 0CQ Lo TR o - oy . o C C oc C cCC 9 00 < Ly <
Karen - aclz- §€31(T)D’)1 CD'I?’)(\)HQS?I 320, 0’)13BIDGZ O’{PO’)'IGOP(IBGlO)]I OINOD CYRP(\)DQQ)IC\)L?O]C\)I. O’)'ISZI’.)SS 0’)1910)110)1?10303(\)38 MI1O121LOD181 CO132 @133’23’)?

cornmpoioimiof comiengistionmed cnmcobogScater cogdicdi ob: (800) 362-3310. TTY: 711 / (800) 877-8973 emel mmcdionB: §91001095 s100i0gicierencoyl.

Mon-Khmer, Cambodian (Khmer) - oM S gem it (uaidgmSunm Manigr Nt S gwMman s o SoigS o Suug®y Sgw
SmwnryglguommigwSouiy geMmigiisimsmuspsizumesguydonvocn @ fmcin S wsE s Snigsaisn wigiwnigl (800) 362-3310. TTY: 711/
(800) 877-8973 14 S untuisl M Sy M FUINIUaI Y MY

Serbo-croatian (Serbiun) - ITAYKIbA: AKo roBOopUTe CPICKOXPBATCKH, AOCTYNIHE Cy BaM OeclIaTHe jesMuKe yoayre. BeciutaTHa ¢y u oaroeapajyha moMohHa nomarana u

yCiIyTe 3a mpy:Kam e HHYOPMANKja y NpucTynadHuM opmaruma. lozoeute (800) 362-3 TTH: 711 / (800) 877-8973 wiu paaroeapajTe ca CEOjUM IPOBAjHEPOM.

Thai - vanewe;: wingaddamn e isfusnsaushomie funwg uonani seliedeouaninmsinmiandelivoyaluguuuuiidhddldlagbiduanldans Tusalvsinsio (800) 362-
3310. TTY: 711 / (800) 877-8973 ndausnus{liusnsvana”

Gujarati - el 2 %) dN YAl ol 61, dl dURL U Usd AL ASE A2 Guded . ydel s1H2ul ULlsd] Uelel s2c1 U2 A19Y ASIAS U ol AV YLl U sdUi
Gudod . S19 53 (800) 362-3310. TTY: / (800) 877-8973 WeldL dUIRL UeldL A8 did $3L.

Urdu - J5 »3310-362 (800) -0 hes e (g Sladd sl dlael gslas udie o S 58 al o glos e oabie jli (s ) o Slilad Sladd (8 e (S 0l e S Ol 3o Al ga)l o Bl
-8 TTY: 711 / (800) 877-8973 - S b w0238 sl Bl by

Italian - ATTENZIONE: se parli Italicho, sono disponibili servizi di assistenza linguistica gratuiti. Sono inoltre disponibili gratuitamente ausili e servizi ausiliari
adeguati per fornire informagzioni in formati accessibili. Chiama I'(800) 362-3310. TTY: 711 / (800) 877-8973 o parla con il tuo fornitore.

Greek - [IPOXOXH: Edv piddte eAAviKd, UTTapyouv SiaBéoipsg Swpedv vTTnpesics VITOOTHPENS 0T CUYKEKP YLEvn YA ooa. AwtiBevtal Swpedy katddAnia Bondripata kat
U pesies yia Mapoyi| Mnpogop by ot MpooPdoes pop@és. Karéote to (800) 362-3310. TTY: 711 / (800) 877-8973 1) arevbuvesite otov Mdpoys oag.

Nepali - &4Te] fes{glel: Tfe TuTs siuTes! Siee]get e, aUTSeIs fo1:2[exh 8Tl EIgId] Salg s SUe Bofl Ugad Ve Glalgad] Hlefehlel Uelel It 3ULdh eIgiich
AT ¢ AdIga Ul fof: 3[cxh 3Uc el Befl &es (800) 362-33101 TTY: 711 / (800) 877-8973 T 3HT0Ril UETIeh el Spel Iatgle|

UKrainian - YBATA: Akmo BY po3MOBJSETe YKpalHCbKa MOBa, BaM JOCTYIHi 6e3K0M TOBHI MOBHI mocayry. Bignosigui JonoMixHi 3aco61 Ta NOCAYTH /1A HaJaHHA iH opManii y
JOCTYIHMX gopMaTax TAKOXK JOCTYNHI Ge3Kom ToBHO. 3aTeedoHyiiTe 3a HoMepoM (800) 362-3310. TTY: 711 / (800) 877-8973 abo 3pepHITHCA 40 CEOT0 NOCTAYANLHMKA.

Tibetan - gmpprisee s Ry e g s S g i) s G ¥rmrsm g g R g AT A i e (g0 )iegmage TTY: 711/ (800) 877-
8978 e o I =Xy

Wolof - FATTAL Sooy wax Wolof, ay serwiis yu lay jappale ci 1&ikk wi doo fay. Ay ndimbal ok ay serwiis yu war ngir joxe leeral ¢i formaa yu yomb am hafiu ci
te doo fay. Woowal (800) 362-3310. TTY: 711 / (800) 877-8973 wala nga waxtaan ok sa joxekat.
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