Quartz

Quartz Medicare Supplement - -
R . Offered by Quartz Health Plan Corporation
202 5 Enrollment Appllcatlon 2650 Novation Pkwy, Fitchburg, Wi 53713

Phone: (800) 362-3310 - Fax: (608) 471-4394
QuartzBenefits.com

Section A: Applicant Information

Last Name First Name Middle Initial
Date of Birth (mm/dd/yyyy) Age Gender O Male
/ / O Female

Social Security Number: —————==---——=--————-————-

Street Address Apt #
City State County ZIP Code
(Home Ph())ne Number (Alternqte)Phone Number

Email Address (Optional)

Preferred Language Race: Defined as a person’s Ethnicity: Refers to shared

(spoken and written) identification with one or more social cultural characteristics such as
. groups. Icmguoge, ancestry, prcc;tices,

O English and beliefs. For this application,

O Spanish O American Indian or Alaska Native Ethnicity is broken out into two

0 Hmong 0 Asian categories: Hispanic or Latino

[0 German O Black or African American and Not Hispanic or Latino.

O Chinese 0 Native Hawaiian or O Hispanic or Latino

O American Sign Language Other Pacific Islander O Not Hispanic or Latino

O Other (please specify): White O Declines to Answer

oo

Declines to Answer
O Unavailable

Section B: Effective Date

Your effective date will be the Ist of the month after we receive your completed application. Upon approval,
your effective date cannot be changed.

If you are requesting a future effective date or an effective date other than the Ist of the month, it cannot be
more than 90 days after the date we receive your completed application. After the initial effective date, your
policy will move to a Ist of the month anniversary date.

Requested effective date: / /

O Unavailable
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Section C: Medicare Information

Please take out your red, white, and blue

Medicare card to complete this section.

« Fill out this information as it appears on your
Medicare card.

_OR_

« Attach a copy of your Medicare card or

your letter from Social Security or the
Railroad Retirement Board.

/

\
Name (as it appears on your Medicare card):

Medicare Number:

Is entitled to: Effective Date:
HOSPITAL (PART A):

MEDICAL (PART B):
You must have Medicare Parts A and B.

Section D: Benefits

- J

Basic Plan Optional Riders

Excess Medicare Part B Charges Rider
Home Health Care Visit Rider
Foreign Travel Emergency Rider

Ooooon

Part A Deductible Rider 100% coverage OR O Part A Deductible Rider 50% coverage
Part B Deductible Coverage* OR [ Part B Copay/Coinsurance Coverage

*Must be eligible for Medicare before Jan. |, 2020, for this option.

Section E: Premium Payment

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

Quartz Medicare Supplement Application 2025
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Section F: Information About Other Insurance You May Have

If you lost or are losing other health insurance coverage and received a notice from your prior insurer saying
you are eligible for guaranteed issue of a Medicare Supplement insurance policy, or that you had certain
rights to buy such a policy, you may be guaranteed acceptance in one of more of our Medicare Supplement
plans. Please include a copy of the notice from your prior insurer with your application.

PLEASE ANSWER ALL QUESTIONS BELOW. Please mark YES or NO below with an “X.”

To the best of your knowledge:

1. Did you turn age 65 in the last six months? O Yes 0O No
a. Did you enroll in Medicare Part B in the last six months? O Yes O No
b. If yes, what is the effective date? / /

2. Are you covered for medical assistance through the state Medicaid program? O Yes O No
Note to Applicant: If you are participating in a “Spend-Down Program” and have not met your
“Share of Cost,” please answer NO to this question. If you answered YES to this question:
a. If yes, will Medicaid pay your premiums for this policy? O Yes O No

b. Do you receive any benefits from Medicaid OTHER THAN payments toward your
Medicare Part B premium?

O Yes O No

3. If you had coverage from any Medicare plan other than original Medicare within the past 63 days
(for example, a Medicare Advantage plan or a Medicare HMO or preferred provider plan), fill in your start
and end dates below. If you are still covered under this plan, leave “END” blank.

START: — END: [—

a. If you are still covered under the Medicare plan, do you intend to replace your

current coverage with this new policy? L Yes L No

b. Was this your first time in this type of Medicare plan? O Yes O No
c. Did you drop a Medicare Supplement policy to enroll in the Medicare plan? O Yes O No
4. Do you have another Medicare Supplement policy in force? O Yes O No

a. If so, with what company, and what plan do you have?

b. If so, do you intend to replace your current Medicare Supplement policy with

this policy? O Yes O No

5. Have you had coverage under any other health insurance within the past 63 days

(for example, an employer, union, or individual plan)? O ves O No

a. If so, with what company and what kind of policy?

b. What are your dates of coverage under the other policy?
(If you are still covered under the other policy, leave END blank.)
START: — END: [—

6. Are you currently covered by another Quartz policy? 0 Yes OO No

a. If yes, please provide your Quartz member number:
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Section G: Eligibility

Please indicate if any of the following apply to you:

O Your coverage will start when you are age 65 or older and within six months of your Medicare
Part B coverage effective date.

0 You are under age 65 and eligible for Medicare due to disability and applying when first eligible.

0 You qualify for guaranteed-issue coverage for another reason.
O You are eligible for open enrollment or guaranteed issue if you have checked any of the above.
If you are eligible for open enrollment or guaranteed issue do not complete Section H.

Section H: Health Questionnaire

NOTE: If you are applying within six months of enrolling in Medicare Part B or within six months of turning 65
and you were already enrolled in Medicare before turning 65 or if you are applying under guaranteed issue,
do not complete this section.

Have you used tobacco products, including cigarettes, cigars, pipes, chewing tobacco,
or any form of tobacco within the past 12 months? 0 Yes O No

Please answer the following questions. If you answer “yes” to any, you are not eligible for Quartz Medicare
Supplement coverage.

1. Are you currently hospitalized, bedridden, confined to a wheelchair or skilled nursing
facility? O Yes O No

2. Within the past year, have you:
a. Been scheduled to have surgery for any condition, but not had such surgery? 0 Yes [ No

b. Been diagnosed or treated for any type of internal cancer or malignant O Yes O No
melanoma?

c. Received Medicare-approved home health care more than once? 0O Yes O No

3. Within the past two years, have you been diagnosed, treated for, or taking prescription
drugs for any of the following:

a. Heart disease, heart condition, or pacemaker? O Yes O No
b. Alzheimer's disease, senile dementiag, or other senility disorder? O Yes O No
c. Chronic kidney disease (including end-stage renal disease), kidney/renal failure, or

kidney/renal dialysis? O Yes O No
d. Cirrhosis of the liver, Hepatitis B, or Hepatitis C? O Yes O No
e. Any respiratory condition, including but not limited to, Chronic Obstructive

Pulmonary Disease (COPD) or emphysema (excluding allergies and asthma)? O Yes O No
f. Crohn’s, Colitis, Multiple Sclerosis, Rheumatoid Arthritis? O Yes O No
g. Been treated for, or diagnosed with, diabetes requiring insulin? 0 Yes [ No
h. Had a stroke or seizure disorder? O Yes O No
i. Hemophilig, Sickle Cell Anemia, or chronic blood disorder? O Yes O No
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4. Have you had an organ transplant, or been told you may need a transplant
operation in the future?

Section I: Medical Assistance Entitlement Notice

MEDICARE NOTICE
SAVE A COPY OF THIS NOTICE! IT MAY BE IMPORTANT TO YOU IN THE FUTURE.

O Yes O No

1. You do not need more than one Medicare Supplement, Medicare Cost or Medicare Select policy.

2. If you purchase this policy you may want to evaluate your existing health coverage and decide if you need
multiple coverages.

3. You may be eligible for benefits under Medicaid and may not need a Medicare Supplement, Medicare Cost
or Medicare Select policy.

4. If after purchasing this policy, you become eligible for Medicaid, the benefits and premiums under your
Medicare Supplement, Medicare Cost, or Medicare Select policy can be suspended, if requested, during
your entitlement to benefits under Medicaid for 24 months. You must request this suspension within
90 days of becoming eligible for Medicaid. If you are no longer entitled to Medicaid, your suspended
Medicare Supplement, Medicare Cost, or Medicare Select policy, or, if that is no longer available, a
substantially equivalent policy, will be reinstituted if requested within 90 days of losing Medicaid eligibility.
If the Medicare Supplement, Medicare Cost, or Medicare Select policy provided coverage for outpatient
prescription drugs and you enrolled in Medicare Part D while your policy was suspended, the reinstituted
policy will not have outpatient prescription drug coverage, but will otherwise be substantially equivalent to
your coverage before the date of suspension.

5. If you are eligible for and have enrolled in a Medicare Supplement or Medicare Cost policy by reason of
disability and you later become covered by an employer or union-based group health plan, the benefits
and premiums under your Medicare Supplement or Medicare Cost policy can be suspended, if requested,
while you are covered under the employer or union-based group health plan. If you suspend your
Medicare Supplement or Medicare Cost policy under these circumstances, and later lose your employer
or union-based group health plan, your suspended Medicare Supplement or Medicare Cost policy or, if
that is no longer available, a substantially equivalent policy will be reinstituted if requested within 90 days
of losing your employer or union-based group health plan. If the Medicare Supplement or Medicare Cost
policy provided coverage for outpatient prescription drugs and you enrolled in Medicare Part D while your
policy was suspended, the reinstituted policy will not have outpatient prescription drug coverage, but will
otherwise be substantially equivalent to your coverage before the date of suspension.

6. Counseling services may be available in your state to provide advice concerning your purchase of
Medicare Supplement or Medicare Cost insurance and concerning medical assistance through the state
Medicaid program, including benefits as a Qualified Medicare Beneficiary (QMB) and a Specified Low-
Income Medicare Beneficiary (SLMB). See the booklet “Wisconsin Guide to Health Insurance for People with
Medicare”, which you received at the time you were solicited to purchase this policy.
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Section J: Authorizations and Agreements

| HEREBY AUTHORIZE THE USER OR DISCLOSURE OF HEALTH INFORMATION ABOUT ME AS DESCRIBED BELOW:

1. Person(s) or group(s) of persons authorized to use or disclose the information: Any licensed physicians,
medical practitioners, hospitals, clinics, laboratories, long-term care facilities, medical or medically related
facilities, pharmacies, the Department of Health and Human Services (Medicare), reinsurance and insurance
companies including Quartz Health Plan Corporation (“Quartz”).

2. Person(s) or group(s) of persons authorized to collect or otherwise receive and use the information: Quartz,

Quartz's authorized representatives, and the Department of Health and Human Services (Medicare).

3. Description of the information that may be used or disclosed: This authorization includes the disclosure
of information related to my health and insurance claims, including but not limited to those containing
diagnosis, treatments, prescription drug information, alcohol or drug abuse treatment, mental health (except
psychotherapy notes), or information regarding communicable or infectious conditions (but excludes
genetic information, HIV test results or AIDS diagnosis). To facilitate the rapid submission of such information,
the undersigned authorizes all such sources to give such records and information to any authorized
representative of Quartz

4. The information will be used or disclosed only for the following purpose(s): For the purpose of processing my
application, billing, collecting and paying claims, conducting management and financial audits, monitoring
and evaluating programs, reviewing health care services, quality improvement, medical management,
quality management activities, utilization review, subrogation investigation and recoveries, and compliant
resolution.

STATEMENTS OF UNDERSTANDING AND ACKNOWLEDGEMENT:

| understand that health information about me provided to Quartz Health Plan Corporation (“Quartz”) is protected
by federal and state privacy regulations. Quartz will only use and disclose such information in connection with a
claim for benefits under an insurance policy. The authorization may not exceed the policy term or the pendency
of a claim for benefits under the policy, whichever is longer.

| understand that information that is used or disclosed to an entity that is not covered under the federal privacy
laws may be subject to re-disclosure and is no longer protected.

| understand that | may revoke this authorization in writing at any time, prior to the disclosure of this information.
Requests to revoke this authorization can be sent to: Quartz, Attn.: Privacy Officer, 2650 Novation Pkwy, Madison,
WI 53713. | also understand that the revocation of this authorization will not affect the uses and disclosures of my
health information for purposes of treatment, payment, and business operations. However, failure to sign this
authorization may prohibit the release of records, which could result in nonpayment of claims. Upon request, |
understand that | am entitled to receive a copy of this signed authorization. | understand that for purposes of
processing my application, this authorization shall be valid for 30 months from the date of this application. For
all other purposes, this authorization shall be valid during the entire time | am covered under health insurance
coverage issued by Quartz.

A copy of this authorization shall be as valid as the original.

| acknowledge receipt of the Wisconsin Guide to Health Insurance for People with Medicare and The Quartz
Medicare Supplement Outline of Coverage.

| understand that the selling agent has no authority to promise coverage or to modify Quartz’'s underwriting

policy or terms of any company coverage.

| have responsibility for accurately completing this application. | understand that | am not eligible for any
benefits if any information requested on this application, even information about my Medicare coverage, is
false, incomplete, or omitted. | understand that Quartz may void all coverage from the original effective date of
the policy only in the event that | failed to accurately respond to questions regarding my past or present health
conditions.

Applicant’s Signature Date
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Section K: Agents Only

Print name of agent/broker

Agent/broker signature Date

| have read and understand the application. | additionally certify that | have given the applicant the booklet
Wisconsin Guide to Health Insurance for People with Medicare and The Quartz Medicare Supplement Outline
of Coverage for the policy applied for, and that the applicant has both Parts A and B of Medicare. The policy
applied for will not duplicate any health insurance coverage.

Please provide us with a supplementary list of all health insurance policies you have sold to the applicant that
are still in force, and any other health insurance policies sold in the past five years that are no longer in force.
Submit this information along with the application as required under Wis. Adm. Code Ins. Section 3.39. Include
the policy and certificate number and the date of issuance.

Section L: Complaint

You may contact the Officer of the Commissioner of Insurance (OCI), a state agency that enforces
Wisconsin’s insurance laws, and file a complaint. You can contact the OCI by writing to:

Office of the Commissioner of Insurance

Complaints Department

P.O. Box 7873

Madison, Wisconsin 53707-7873
Or call to request a complaint form: (800) 236-8517 outside of Madison or (608) 266-0103 in Madison

PLEASE REVIEW BEFORE YOU MAIL

1. BE SURE TO SIGN AND DATE THE APPLICATION.

2. Besure to complete all sections of the application.

3. Be sure to complete the Health Questionnaire section. (If you are applying for coverage during an open
enrollment period, you do NOT need to complete the Health Questionnaire section on your application. Please
refer to “The Time to Enroll” section in the Outline of Medicare Supplement insurance you received with this
enroliment application.)

4. If you are canceling other coverage, be sure to fill out the replacement form. DO NOT cancel the coverage until
you have actually received a Quartz policy and you are sure you want to keep it.

Please mail your completed application to us at:

Quartz Medicare Supplement
Attn.: Sales
2650 Novation Pkwy,

Fitchburg, WI 53713

Or email your application to us at: MedicareSupplement@QuartzBenefits.com
If you have additional questions, please contact your agent or sales team.

Quartz Medicare Supplement Application 2025
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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 —

¢ Qualified interpreter

¢ Information written in other languages

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

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, W1 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

If you believe we failed to provide these services or
discriminated in another way on the basis of race, color,

Marketplace in certain states. To learn more, visit the Health
Insurance Marketplace at HealthCare.gov.

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

Spanish — Este Aviso contiene informacion importante. Este aviso Chinese — 4B A& EE I E AWAIBIAEES Quartz fif

contiene informacion importante acerca de su solicitud o cobertura 5 P 2 N ; o

a través de Quartz. Preste atencion a las fechas clave que contiene e %Eﬁi”ﬁﬁ%&:ﬁiﬁ s ”ﬂ‘é‘ f?$%ﬂ Epﬁﬁif HyH
B IS rT e AR E O E H 2 ATERIUTED, DAORBR IS g

este aviso. Es posible que deba tomar alguna medida antes de
determinadas fechas para mantener su cobertura médica o ayuda TR e A B A 88 1A R g & DL i B R4S 3] 4 Bh AN
S GE%UGE (800) 362-3310 : 711 / (800) 877-8973.

con los costos. Usted tiene derecho a recibir esta informacion
y ayuda en su idioma sin costo alguno. Llame al (800) 362-3310.

Russian — HacTosiLLee yBeaoMneHne COAepXXUT BaxkHyt0 MHOpMaLmIo.
3T0 yBEAOM/IEHME COAEPXKMUT BaXKHYIO MH(OPMaLMIO O BalLeM

TTY/TDD: 711 / (800) 877-8973.
Hmong - Tsab ntawv tshaj xo no muaj cov ntshiab lus tseem ceeb. 3asB/IEHUM USIM CTPAXOBOM MOKPbITUM Yepe3 Quartz. MocmoTpuTe
Ha K/oYEBbIE AaThl B HACTOSALLIEM yBEOM/IEHUW. BaM, BO3MOXHO,

Tsab ntawv tshaj xo no muaj cov ntsiab lus tseem ceeb txog koj daim

gt?t‘;vz t\twovi_kﬁv pabl los YOQtKQJhghg\é kevmpab cbuam los nrtawrr]n %”3% NOTPEBYETCs MPUHSITL MepbI K ONpPeAeeHHbIM MPeAEbHbIM CPOKaM
aib cov cai) nyoog [0S yog t€) hnub tseem ceeb uas sau rau hauv da AJ1S1 COXPaHEHMS1 CTPAXOBOIO MOKPLITUS UM MOMOLLYM C PacXoAaMm.

Bbl MMeeTe npaBo Ha 6ecnnaTHoe NonyyeHue 3Toi MHGopMaLIMKM 1

ntawv no kom zoo. Tej zaum koj kuj yuav tau ua gee yam uas peb kom
koj ua tsis pub dhau cov caij hyoog uas teev tseg rau hauv daim ntawv NOMOLLLb Ha BalLeM si3bike. 3B0HUTE Mo TenedoHy (800) 362-3310.
TTY/TDD: 711 / (800) 877-8973.

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 _ )
Laotian —cosffyrmmssriuiiZaybeisnsy
ccaﬁmvs:éuﬂ’ﬁéqmﬁs"ms"mﬁjoﬁu?us;:mfm )

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.
mwe’ vesgzegiimwdin Quartz. KENMISLRHISV

Vietnamese — Thong bao nay cung cap thong tin quan trong. Théng
bao nay c6 thdng tin quan trong ban vé don ndp hodc hgp déng
bao hiém qua chuong trinh Quartz. Xin xem ngay then chét trong
thdng bao nay. Quy vi cé thé phai thuc hién theo théng bdo ding
trong thdi han dé duy tri bao hiém sirc khde hodc dugc trg trip
thém vé chi phi. Quy vi cd quyén dugc biét thong tin nay va dugc trg
gilip bang ngbn ngii ctia minh mién phi. Xin goi s6 (800) 362-3310.
TTY/TDD: 711/ (800) 877-8973.

?nmf)gé}cca”gmua:ﬁuﬁ’.f}’mumoéﬁcﬁum”soju:ﬁéommcom
m"‘fﬂf)olo”m"‘ccvé’usucd’);Qaénmlo”mvaf LOPYT  2:WIV2BYHD
“m foecd odwe9lg39e.HnIS0RaldELENLD wor
aowwé‘oac&j eluwazmzegiinnloedcgos. nmacd (800)
362 3310. TTY/TDD: 711/ (800) 877 8973.
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German — Diese Benachrichtigung enthalt wichtige Informationen.
Diese Benachrichtigung enthalt wichtige Informationen beztiglich
Ihres Antrags auf Krankenversicherungsschutz durch Quartz. Suchen
Sie nach wichtigen Terminen in dieser Benachrichtigung. Sie
kdnnten bis zu bestimmten Stichtagen handeln miissen, um Ihren
Krankenversicherungsschutz oder Hilfe mit den Kosten zu behalten.
Sie haben das Recht, kostenlose Hilfe und Informationen in Ihrer
Sprache zu erhalten. Rufen Sie an unter (800) 362-3310. TTY / TDD:
711 / (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.

el Arabic — 138 el Aege Dlaslae e JlalY) 108 5 siny
Al ) il e Quartz e iz 5f el Jga s s slae
Balial Jal (e diina vl sl U g diia s o)l ) Zlini iyl lin i
| dgmaall il L

Clagedl o e Jpuanl b Gall dad RIS i el

e Jual 4S5 g (50 liad i sac Ll e TTY / TDD:

711 / (800) 877-8973 / (800) 362-3310.

French — Cet avis a dimportantes informations. Cet avis a dimportantes
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 information et de I'aide dans votre langue a aucun co(it.

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

Korean - = SX|AM0f= B2t 20 AgUL = 0| &4l 1% Fotel
Agof 25t 22(n Quartz° S AH2(X| of ot YHE =St
AELCHE SAIMON A0l El= EMS S H2HA R, 5t 732
UL AHEIXIE AERASI7LL H[&S 2HBH7| floiAM 2782 Ot 27K
ZKXE FfoF & 2Rt s +UASULL Fots 023 RS =85
Totel 2101 = H|E FEBI0| 25 + Us 2 ZIASLILE. (800) 362-3310
E Mot AR, 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 Pafistwa wniosku lub zakresu $wiadczen
poprzez Quartz.Prosimy zwrdcic uwage na kluczowe daty zawarte w tym
ogtoszeniu aby nie przekroczy¢ termindw w przypadku utrzymania polisy
ubezpieczeniowej lub pomocy zwigzanej z kosztami. Macie Panstwo
prawo do bezptatnej informacji we wtasnym jezyku. Zadzworicie pod
(800) 362-3310. TTY / TDD: 711 / (800) 877-8973.

Hindi — 39 g1 & Hgeaqul SR 09 8 | 39 51
Quartz I IS 3P SHTAG T HaxS & SR & Hgaqul THSHRI
AT B | 9 Y1 & Heg@qul RGN &1 oxg1 = 4l | WRed
Havel SR} TG A1 G T Hee o Tl SHUP] $& ad dRial ddb
HRUIGTS B TR & | TP U S HTST H, T+ ol Qe b
T TFBR! 3R eIl &I UH &1 3AIHR 81 (800) 362-3310.
TTY / TDD: 711/ (800) 877-8973 TR Hid Hb<|

Albanian - Ky njoftim pérmban informacion té réndésishém. Ky njoftim
pérmban informacion té réndésishém pér aplikimin ose mbulimin tuaj
népérmjet Quartz. Kontrolloni pér data té réndésishme né kété njoftim.
Mund tju duhet t& ndérmerrni veprim brenda afatave t€ caktuara pér té
mbajtur mbulimin tuaj shéndetésor ose pér ndihmén me koston. Keni
té drejté ta merrni kété informacion dhe ndihmé falas né gjuhén tuaj.
Telefononi numrin (800) 362-3310. TTY / TDD: 711 / (800) 877-8973.

Somali — FIIRO GAAR AH: Haddii aad ku hadashid af Soomaali,

adeegyada caawimada luugada, ayaa waxaa laguugu siinayaa
bilaash, waa laguu heli karaa. 1-800-362-3310
(TTY: 1-800-877-8973) bilbilaa.

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

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

Ambharic -
Karen — 050p50500t— 561 8 0§, se151 ofSmodietencor oo BopScoBer §ond1:m5ap55c8t. oS: (B00) 362-3310.TTY / TDD: 711 /(800) 877-8973.
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(800) 362-3310. TTY / TDD: 711 / (800) 877-8973.

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

Thai — 1301 M aswa M Insassnunsall Smsdomienanes ladl 3 Tns (800) 362-3310. TTY / TDD: 711 / (800) 877-8973.
YAoll: A N A el 8, A F:9es ent Astal A ARl 1R Guaott B. ot sA (800) 362-3310.
TTY /TDD: 711 /(800) 877-8973.
Urdu - J\S.uﬁu\,}ladu,p&u&\ahéduéuh‘)ﬁg]ﬁ ‘U#Cﬂ}.'_sﬂ,)‘ ;j)g\ ol A

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

Italian — ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero

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

Greek —[TPOX0OXH: Av pAdte eAANVIKA, 0Tn 81d0e0r| 0ag BpiokovTal unnpeoieg YAWOOIKAG UuNooThPENG, OL 0Noieg NapEXovTal

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




