Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

& KAISER PERMANENTE-. : | ewis & Clark College — DPN4
All plans offered and underwritten by Kaiser Foundation Health Plan of the Northwest

Coverage Period: 04/01/2024-03/31/2025
Coverage for: Individual / Family | Plan Type: POS

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
4 & the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
‘ - This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage see www.kp.org/plandocuments or call
1-800-813-2000 (TTY: 711). For definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined
terms see the Glossary. You can view the Glossary at http://www.healthcare.gov/sbc-glossary or call 1-800-813-2000 (TTY: 711) to request a copy.

Important Questions

Answers

Why This Matters:

What is the overall
deductible?

Select Provider: $1,000 Individual / $3,000 Family
PPO Provider: $2,000 Individual / $6,000 Family
Non-Participating Provider: $3,000 Individual /
$9,000 Family

Generally, you must pay all of the costs from providers up to the deductible amount
before this plan begins to pay. If you have other family members on the plan, each
family member must meet their own individual deductible until the total amount of
deductible expenses paid by all family members meets the overall family deductible.

Are there services
covered before you
meet your deductible?

Yes. Preventive care and services indicated in
chart starting on page 2.

This plan covers some items and services even if you haven't yet met the deductible
amount. But a copayment or coinsurance may apply. For example, this plan covers
certain preventive services without cost-sharing and before you meet your deductible.
See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

No.

You don't have to meet deductibles for specific services.

What is the out-of-

pocket limit for this
plan?

Select Provider: $4,000 Individual / $8,000 Family
PPO Provider: $6,000 Individual / $12,000 Family
Non-Participating Provider: $7,500 Individual /
$15,000 Family

The out-of-pocket limit is the most you could pay in a year for covered services. If you
have other family members in this plan, they have to meet their own out-of-pocket limits
until the overall family out-of-pocket limit has been met.

What is not included in
the out-of-pocket limit?

Premiums, balance billing charges, health care
this plan doesn’t cover, and services indicated in
chart starting on page 2.

Even though you pay these expenses, they don’t count toward the out—of—pocket limit.

Will you pay less if you
use a network
provider?

Yes. See www.kp.org or call 1-800-813-2000
(TTY: 711) for a list of Select Providers.

You pay the least if you use a provider in Select Provider tier. You pay more if you use a
provider in PPO Provider tier. You will pay the most if you use a non-participating
provider, and you might receive a bill from a provider for the difference between the
provider’s charge and what your plan pays (balance billing).
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Do you need a referral
to see a specialist?

Yes, but you may self-refer to certain specialists.

This plan will pay some or all of the costs to see a specialist for covered services but
only if you have a referral before you see the specialist.

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

Services You May Need

Select Provider
(You will pay the least)

PPO Provider

Non-Participating
Provider (You will pay
the most)

Limitations, Exceptions, &
Other Important Information

If you visit a health

care provider’s
office or clinic

Primary care visit to treat
an injury or illness

$25 / visit, deductible
does not apply.

$35 / visit, deductible
does not apply.

40% coinsurance

$5 / visit, deductible does not
apply for the first 3 outpatient
visits combined for primary care,
mental/behavioral health,
substance abuse services, and
other qualified visits.

Specialist visit

$35 / visit, deductible
does not apply.

$45 / visit, deductible
does not apply.

40% coinsurance

None

Preventive care/screening/
immunization

No charge, deductible
does not apply.

No charge, deductible

does not apply.

40% coinsurance

You may have to pay for services
that aren’t preventive. Ask your
provider if the services needed
are preventive. Then check what
your plan will pay for.

If you have a test

Diagnostic test (x-ray,

X-ray: $25 / visit,
deductible does not
apply.

X-ray: $35/ visit,
deductible does not
apply.

X-ray: 40% coinsurance
Lab tests: 40%

None

blood work) Lab tests: $25 / visit, Lab tests: $35 / visit, colnsurance
deductible does not deductible does not EE—
apply. apply.
Some services may require prior
authorization. PPO & Non-
:\Tslging (CT/PET scans, $100 / visit, deductible 30% coinsurance 40% coinsurance Participat.inq provid.ersl: Failure to
S) does not apply. - - satisfy prior authorization

requirement will result in denial of
claim(s).

42024 _1495-016_KOAX_SBC-O-LG-POSV-XX {678635}_{DPN4 - POSDED DN1000-25-20%-4000} 2520249366 Rev. (11/16)

Page 2 of 7



https://www.healthcare.gov/sbc-glossary/#referral
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#referral
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#preventive-care
https://www.healthcare.gov/sbc-glossary/#screening
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#claim

Common
Medical Event

Services You May Need

Select Provider

(You will pay the least)

PPO Provider

Non-Participating
Provider (You will pay
the most)

Limitations, Exceptions, &
Other Important Information

If you need drugs
to treat your iliness
or condition

More information

about prescription

drug coverage is
available at

www.kp.org/formulary

$15 (retail); $30 (mail
order) / prescription,

$20 (retail); $60 (mail
order) / prescription,

Up to a 30-day supply (retail); up
to a 90-day supply (mail order).

Generic drugs : . Not covered Subject to formulary guidelines.
gggll;—dlble does not gggll;—d'ble does o PPO provider: Some medications
' ' may require prior authorization.
$30 (retail); $60 (mail | $40 (retail); $120 (mail A ek il
P order) / prescription, order) / prescription, 0a JL-cay Supply (mal. o il
referred brand drugs deductible does not deductible does not Not covered Subject to formulary guidelines.
W W PPO provider: Some medications
' ' may require prior authorization.
Up to a 30-day supply (retail); up
. . -~ . to a 90-day supply (mail order).
$50 (retail); $100 (mail | $60 (retail); $180 (mail . L
orde(r) / pr()ascriptio(n, orde(r) / pr<)ascriptio(n, Subject to formulary guidelines,
Non-preferred brand drugs deductible does not deductible does not Not covered when approved through
W W exception process. PPO provider:
' ' Some medications may require
prior authorization.
$150 (retail) / $150 (retail) / gpbt.o at:t”o}day S|“pp'y (.rgtf‘.")-
Specialty drugs prescription, deductible | prescription, deductible | Not covered ubject fo Tormurary guidetines,

does not apply

does not apply.

when approved through
exception process.

Facility fee (e.g., ambulatory

20% coinsurance

30% coinsurance

40% coinsurance

Prior authorization required.

immediate medical
attention

If you have surgery center)
outpatient surgery Physician/surgeon fees 20% coinsurance 30% coinsurance 40% coinsurance Prior authorization required.
Copayment waived if admitted
Emergency room care $200 / visit $200 / visit $200 / visit directly to the hospital as an
If you need inpatient.

Emergency medical

: 20% coinsurance 20% coinsurance 20% coinsurance None
transportation e - -
Urgent care $45/ visit, deductible $55/ visit, deductible 40% coinsurance None

does not apply.

does not apply.
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Common
Medical Event

Services You May Need

Select Provider

(You will pay the least)

PPO Provider

Non-Participating
Provider (You will pay
the most)

Limitations, Exceptions, &
Other Important Information

If you have a
hospital stay

Facility fee (e.g., hospital
room)

20% coinsurance

30% coinsurance

40% coinsurance

Prior authorization required.

Physician/surgeon fees

20% coinsurance

30% coinsurance

40% coinsurance

Prior authorization required.

If you need mental
health, behavioral
health, or substance
abuse services

Outpatient services

$25 / visit, deductible
does not apply.

$35 / visit, deductible
does not apply.

40% coinsurance

$5 / visit, deductible does not
apply for the first 3 outpatient
visits combined for primary care,
mental/behavioral health,
substance abuse services, and
other qualified visits.

Inpatient services

20% coinsurance

30% coinsurance

40% coinsurance

Prior authorization required. PPO
& Non-Participating providers:
Failure to satisfy prior
authorization requirement will
result in denial of claim(s).

If you are pregnant

Office visits

No charge, deductible

does not apply.

No charge, deductible

does not apply.

40% coinsurance

Depending on the type of
services, a copayment,
coinsurance, or deductible may
apply. Maternity care may include
tests and services described
elsewhere in the SBC (i.e.,
ultrasound).

Childbirth/delivery
professional services

20% coinsurance

30% coinsurance

40% coinsurance

None

Childbirth/delivery facility
Services

20% coinsurance

30% coinsurance

40% coinsurance

None

If you need help
recovering or have
other special needs

Home health care

No charge

30% coinsurance

40% coinsurance

130 visit limit / year. Prior
authorization required.

Rehabilitation services

Outpatient: $35 / visit,
deductible does not
apply.

Inpatient: 20%

Outpatient: 30%

coinsurance

Inpatient: 30%
coinsurance

Outpatient: 40%
coinsurance
Inpatient: 40%
coinsurance

Outpatient: 20 visit limit / year.
Prior authorization required.
Inpatient: Prior authorization
required. PPO & Non-
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Common
Medical Event

Services You May Need

Select Provider
(You will pay the least)

PPO Provider

Non-Participating
Provider (You will pay
the most)

Limitations, Exceptions, &
Other Important Information

coinsurance

Participating providers: Failure to
satisfy prior authorization
requirement will result in denial of
claim(s).

Habilitation services

$35 / visit, deductible
does not apply.

30% coinsurance

40% coinsurance

20 visit limit / therapy / year. Prior
authorization required. PPO &
Non-Participating providers:
Failure to satisfy prior
authorization requirement will
result in denial of claim(s).

Skilled nursing care

20% coinsurance

30% coinsurance

40% coinsurance

100 day limit / year. Prior
authorization required. PPO &
Non-Participating providers:
Failure to satisfy prior
authorization requirement will
result in denial of claim(s).

Durable medical
equipment

20% coinsurance

30% coinsurance

40% coinsurance

Subject to formulary guidelines.
Prior authorization required. PPO
& Non-Participating providers:
Failure to satisfy prior
authorization requirement will
result in denial of claim(s).

Hospice services

No charge, deductible
does not apply.

No charge, deductible
does not apply.

No charge, deductible
does not apply.

Prior authorization required. PPO
& Non-Participating providers:
Failure to satisfy prior
authorization requirement will
result in denial of claim(s).

If your child needs
dental or eye care

Children’s eye exam

No charge for refractive
exam, deductible does
not apply.

No charge for refractive
exam, deductible does
not apply.

40% coinsurance for
refractive exam

None

Children’s glasses

No charge, deductible
does not apply

No charge, deductible
does not apply.

50% coinsurance,
deductible does not

Limited to one pair of select
frames and lenses or contact
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Common Non-Participating Limitations, Exceptions, &

Medical Event ST LT Selgct AL PPO Provider Provider (You will pay Other Important Information
(You will pay the least)
the most)
apply. lenses / 12 months.
Children’s dental checkups | Not covered Not covered Not covered None

Excluded Services & Other Covered Services
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Long-term care
¢ Non-emergency care when traveling outside ¢ Routine foot care

the U.S o \Weight loss programs
e Private-duty nursing

e Cosmetic surgery
e Dental care (Adult and Child)
o Infertility treatment

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Chiropractic care (20 visit limit / year)
e Hearing aids (dependents under age 26: 1 aid ¢ Routine eye care (Adult)
/ ear, every 36 months)

e Acupuncture (12 visit limit / year)
e Bariatric surgery
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies
is shown in the chart below. Other coverage options may be available to you, too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or
assistance, contact the agencies in the chart below.

Kaiser Permanente Member Services 1-800-813-2000 (TTY: 711) or www.kp.org/memberservices
Department of Labor’s Employee Benefits Security Administration 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform
Department of Health & Human Services, Center for Consumer Information & Insurance Oversight | 1-877-267-2323 x61565 or www.cciio.cms.gov

Oregon Division of Financial Regulation 1-888-877-4894 or www.dfr.oregon.gov

Washington Department of Insurance 1-800- 562- 6900 or www.insurance.wa.gov

Contact Information for Your Rights to Continue Coverage & Your Grievance and Appeals Rights:

Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

[Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-813-2000 (TTY: 711).

[Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-813-2000 (TTY: 711).
[Chinese (H30): AN s 22 ey A B, IBIRFTX515 1-800-813-2000 (TTY: 711).

[Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-813-2000 (TTY: 711).

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might

-
.."' :I:.
u

2

pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a

Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of a well-

Mia’s Simple Fracture
(in-network emergency room visit and follow

hospital delivery)

M The plan’s overall deductible $1,000
M Specialist copayment $35
M Hospital (facility) coinsurance 20%
M Other (blood work) copayment $25

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $1,000

Copayments $200

Coinsurance $1,500

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $2,760

[The plan would be responsible for the other costs of these EXAMPLE covered services.]

controlled condition)

M The plan’s overall deductible $1,000
M Specialist copayment $35
M Hospital (facility) coinsurance 20%
M Other (blood work) copayment $25

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $70

Copayments $1,000

Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Joe would pay is $1,070

up care)
M The plan’s overall deductible $1,000
M Specialist copayment $35
M Hospital (facility) coinsurance 20%
M Other (x-ray) copayment $25

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $1,000
Copayments $500
Coinsurance $40
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,540
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Nondiscrimination Notice

Kaiser Foundation Health Plan of the Northwest (Kaiser Health Plan) complies with applicable federal and state civil rights
laws and does not discriminate on the basis of race, color, national origin, age, disability, sex, gender identity, or sexual
orientation. Kaiser Health Plan does not exclude people or treat them differently because of race, color, national origin,
age, disability, sex, gender identity, or sexual orientation. We also:
* Provide no cost aids and services to people with disabilities to communicate effectively with us, such as:

« Qualified sign language interpreters

« Written information in other formats, such as large print, audio, and accessible electronic formats
* Provide no cost language services to people whose primary language is not English, such as:

« Qualified interpreters

« [Information writien in other languages

If you need these services, call Member Services at 1-800-813-2000 (TTY: 711).

If you believe that Kaiser Health Plan has failed to provide these services or discriminated in another way on the basis
of race, color, national origin, age, disability, sex, gender identity, or sexual orientation, you can file a grievance with
our Civil Rights Coordinator, by mail, phone, or fax. If you need help filing a grievance, our Civil Rights Coordinator

is available to help you. You may contact our Civil Rights Coordinator at: Member Relations Department, Attention:
Kaiser Civil Rights Coordinator, 500 NE Multnomah St. Ste 100, Portland, OR 97232-20959, Phone: 1-800-813-2000
(TTY: 711), Fax: 1-855-347-7239.

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 hitps./focrportal.hhs.qgov/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, DC 20201, Phone: 1-800-368-1019, TDD: 1-800-537-7697. Complaint forms are available at
www hhs govocr/officefile/index html

For Washington Members

You can also file a complaint with the Washington State Office of the Insurance Commissioner, electronically through
the Office of the Insurance Commissioner Complaint portal, available at https/Awww.insurance. wa.gov/file-complaint-or-
check-your-complaint-status, or by phone at 1-800-562-6900, or 360-586-0241 (TDD). Complaint forms are available at
https./ffortress wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.
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HELP IN YOUR LANGUAGE

ATTENTION: If you speak English, language assistance
services, free of charge, are available to you.
Call 1-800-813-2000 ST11).

hICE ’[-Amharic} TGO POLSTS-T £3E AOICT WP PO hCA
BB M98 ALPTHRE FHAZ-FPA: DE MLh-PAD 70 LA
1-800-813-2000 (TTY: 711).

Gl sacloall class (8 el canats € 1) *EJM{Arablc]a__,u'
M 1T‘f'}1£ﬂ-ﬂ$132uuu o g ol Joalls Sl il g3

tp3r (Chinese) ;£ - SRS R o - LT LS TR
FES{RENARES - -ﬁﬁ‘.ﬁLﬂﬂD-ﬂﬁ-ﬂﬂﬂﬂ rTr*r 1) -

Jrrhag _|.'|'5. _njg\_"ﬂg. JE Ay an )g.l h&#Fﬂm'} _f"""_-u
.uff:u 11 1Y) 15008132000 & il i s s i,

Francai d[French] ATTENTION: 5i vous parlez francais, des
servicas daide lin Le vous sont proposes gratuitement.
Appelez le 1-800-813-2000 (T I"r':?11'i

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen,
stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfiigung. Rufnummer: 1-800-813-2000 (TTY: 711).

q$ﬁ{=ﬂpanese}i¥ﬁ¥ﬁ BFRBELXZFEINSEES. BEEHO
SEEEA THRAGCEETEA, 18008132000
(TTY-711) £7, BEIFICTIERH< 20,

i=2i (Khmer) (Uls; iSaargmsSunts Maniz ahogs
IESSAN iEntiS S SN hi—!‘lﬁ“‘i:‘a‘lufﬁﬁ'i_f‘i_ﬂiHF'—u'l =t

SisiE) 1-800-813-2000 (TTY: 711)

$=] (Korean) F9: 9518 A23tE 34,
ej 7Y MH 28 TR ol @t = daLich
1-800-813-2000 (TTY: 7111) Ho = HAs=] UM 2.

292 (Laotian) Eunq‘m 'q‘]-%}‘} mumﬂmwm 299, 19
2190 ﬂu:manwumnﬁﬂ oelcSya, ceinDwoL (e,
ws 1-800-813-2000 (TTY: 711).
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Afaan Oromoo (Oromo) XIYYEEFFANNAA: Afaan dubbattu
Oroomiffa, tajaajla ga rsa afaanil, kanfaltidhaan ala, ni
argama. Bilbilaa 1-§003813-2000 (TTY: 1)

uﬂTﬁl{Pun]abl fimres fo§: 2 37 Uerst gee 9,
T g FeT 3T B8 Hes SusET 31
1-3{]1]-813 2000 (TTY:- T11} ECrcil

Roména (Romanian) ATENTIE: Daca vorbiti imba romana,
va stau la dlslg)ozme servicii de asistent3 lingvistica, gratuit.
Sunati la 1-800-813-2000 (TTY: 711).

Pyccewi (Russian) BHUMAHMWE: ecnv Bwl roBopuTe Ha

PYCCKOM A3blKe, TO BaM OOCTYNHE BecnnaTHbe yomym
nepeeoga. 3eonute 1-800-813-2000 (TTY: 711).

Espariol (Spanish) ATENCION: si habla espaiiol, tiene
asud icion servicios gratuitos de asistencia lingdistica.
Liame al 1-800-813-2000 :711).

Tagalog (Tagalog) PAUNAWA: Kung nagsasalita ka

ng Tagalog, maaari kang gumamit ng mga serbisyo
ng tulong sa wika nang walang ad.

Tumawag sa 1-800-8 21]'[]1] ST711).

va (Thai) 15ou: Siaauwaneive auausalimsms
pmaamaa e léws Tns 1-800-813-2000 (TTY: 711).

YrpaiHceka (Ukrainian) YBATA! Ao s poamoenseTe
YHPATHC KOO MOBOID, BY MOMETE 3B cA 00 DesKoLWToBHOT
cny#bu MoBHOT NiaTpuMI. TenedoHyUTe 33 HOMEPOM
1-800-813-2000 -711).

Tién "ul’let etnamese] CHU "|" Néu ban néi Tiéng Viét, =4
z tror ngén nqu mién phi danh cho ban. Goi sd
1-31]1]-813 2000 -



