COUPE HEALTH

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2025 - 12/31/2025

Coupe Health

Coverage For: Individual + Family  Plan Type: PPO
The Summary of Benefits and Coverage 6SBCI document will help you choose a health plan. The SBC shows P(ou how you and the plan would share the
cost for covered health care services. NOTE: Information about the cost of this %IT%E (called the premium) will be provided separately.
Thisisonly a summare{. For more information about your coverage, or t e complete terms of coverage, call your Coupe Valet at 1-833-749-1969
0

o orm ogetacopyo e .
or visit| ?at coupehealth.com. rger&eral deflnl’[IORSOé common ferms, suchﬂ?ai!lgrwed amount, balance billing, coinsurance after overall deductible, copayment,
deductible, provider, or other underlined terms, see the Glossary. You can view the Glossary at Www.ccllo.Ccms.gov or calf T-833-749- 0 request a copy.

important Questions | _Answers | WhyThis Mafers:

Tier 1-3 Tier4 There Is no overall deductible for this plan.
What is the overall In-Network Out-of-Network
deductible? $0 $0
| Tlileli\;\ll -3k Tier4 There is nct) overall deductible for thiis, p}:an. Buta I
, n-Networ| Out-of-Network copayment or coinsurance may apply. For example,
égsgpeeé'%gg'}g%su meet Yes. There is no overall calendar year deductible Yes. There is no th|st lan _coveSrs cerlta[[n ?reventia/e serviq[es without
) cost-sharing. See a list of covered prevenfive services
your deductible? %gﬁaéleﬁﬂﬁ?rﬂgr MW\;N\;V.healthcare.qov/coveraqe/preventlve-
s care-benefits/.
Are there other
deductibles for specific No. You don't have to meet deductible for specific services.
services?
Tier 1-3 Tier 4 The out-of-pocket limit is the most you could pay in a
In-Network Out-of-Network year for covered services. If you have other family
Whakt islthe out—of- - Emgl-o y?ae $°2" 000 Unlimited rr}embﬁzr? in t[[us ;g_llgrﬁ, they h'ﬁ\?e to_lmeett tr%ew own Io_ut;f
pocket limit for this plan? . g of-pocket limit unfil the overall family out-of-pocket limi
pal Family $4,000 as been met. The out-of-pocket limit for Tier 1, 2 and

3 cross apply.

What is not included in Premiums, balance billed charges, health care this plan doesn't cover, cost sharing | Even though you pay these expenses, they don't count
the out-of—pocket limit? | for most out-of-network benefits, and pre-certification penalties. toward the out-of-pocket limit.
I NIS plan USes a provider NeTWOrK. YOu Wil pay 1SS 1T

E/ou use a provider in the plan’s network. You will pay
he most if you use an out-of-network provider, and you

. . Yes. See COUDehealth.Com or call 1-833-708-0438 for a list of network prOViderS. miaht receive a bill from a provider for the difference
\1,1\22 g ?\gt\ev%%lle:r%\llfiggr% %)be?ween the provider's charge and what your %l? pays

alance billing). Be aware your network provider might
use an out-of-network prow)c/jer for some services (such
as lab work). Check with your provider before you get

services.
Do you need areferraito | You can see the specialist you choose without a
see a specialist? 0. referral.

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
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: ier 3
Common Services You
Medical Event May Need In-Network In-Network

If you visita
health care

provider's
office or clinic

If you have a
test

If you need
drugs to treat
your illness or
condition

More information
about
prescription

drug coverage
is available at

coupehealth.com

Primary care visit
to treat an injury
or iliness

Specialist visit

Preventive

care/screening/
immunization

Diagnostic test (x-
ray, blood work

Imaging (CT/PET
scans, MRIs)

Tier 1 (Generic
Drugs)

Tier 2 (Non-
Preferred Generic
Drugs)

Tier 3 (Preferred
Brand Drugs)

Tier 4 (Non-
Preferred Brand
Drugs)

$15 copay

$35 copay

$50 copa

(diagnostic lab and x-

ray)

$170 copay

$25 copay

$45 copay

No Charge

~ $65 copa
(diagnostic lab and
x-ray)

$230 copay

$5 copay (retail)
$15 copay (mail order)

$15 copay (retail)
$75 copay (mail order)

$15 copay (retail)
$45 copay (mail order)

$25 copay (retail)
$75 copay (mail order)

ier
In-Network

$40 copay

$75 copay

$110 copa
(diagnostic lab
and x-ray)

$380 copay

* For more information about limitations and exceptions, see the plan or policy document at coupehealth.com

ier 4
Out-of-Network

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Limitations, Excep

ions, & Other

Important Information

Doctor on Demand $0 copay;
precertification is required for some
rovider administered drugs; if no

are available

precertification is obtained, no benefits

Please visit call your Coupe Health

Valet at 1-833-749-1969. 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.

rFee listed Include Tacility and

physician charges; precertification

may be required for some services; if

no precertification is

obtained, no

benefits are available; routine labs
covered tier 1 $10, tier 2 $15 and tier
3 $25 no overall deductible
Precertification is required for
advanced imaging; if no
precertification is obtained, no
benefits are available

Precertification requ

ired for specific

drugs; if no precertification is

obtained, no benefits are available;

benefits listed are for a 30-day Snglf/
at retail and 90-day supply at mail; 31-
90-day supply of maintenance

medication is allowe

d at retail with a

copay per 30-day supply; specialt
drugs are only available for a 30-day

supply from a partici

pating specialty

drug network supplier
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. ier ier ier ier 4 Limitations, Exceptions, & Other
M e%?cl:‘;&%nt Stlewr\;;:t’e‘lsemu In-Network In-Network In-Network Out-of-Network | Important Information

Srirgi,) Specialty $30 copay (mail order) Not Covered
Facility fee (e.g., Facility fee listed includes facility and
ambulatory $550 copa $740 copa $1,235 copa oh Séagrqt?‘gg'rl esaﬁcsisg Crla'tggl with
pay pay : pay utpafi il urgi
If you have surgery center) Not Covered serei.ces; precer¥ificatip.n r%ay be
outpatient rec%u,wed' if no precertification is
surgery &b ained, no benefits are available
- one
]Eergémman/ gzl No Charge Not Covered
Fﬁcility fee #}isted includes f[agilitytﬁnd
Eé?grqencv room $325 copay $325 copay $325 copay $325 copay pmeyc%g:é?g#]e?{;%%sq?ssseﬁge%; Wi
== seryice aﬁ)ply to tier 1-3 of the out-of-
pocket im
Emergenc Services apply to tier 1-3 of the out-
If you need medical _ of-pocket it -
InTerH?cdallate fransportation $325 copay $325 copay $325 copay $325 copay
attention
Urgent care $45 copay $45 copay $45 copay Not Covered None
Fﬁcility fee Hsted includes f?ﬂlityt%nd
ot sician charges associated wi
lfyou have Eggglitt}é{?géﬁﬁ?" $1,035 copay $1,380 copay $2,000 copay Not Covered %pét_ier&t_ s_fervidqes; p?te]gerttiﬁcation is
hospital stay - obtainad, no bENaNEs aré available
Fnysician/surgeon No Charge Not Covered | None
, Benefits listed for outpatient are
If you need Outpatient $15 copay $25 copay $40 copay Not Covered | Physician office visit services;
mental health, @ Sservices additional benefits are available;
behavioral facilitgl fee listed for inpatient services
health, or includes facility and physician;
substance precertification is required for intensive
abuse services $1.035 $1380 $2.000 Qutp?tietn;t], pa(’f[iall h%spitalization and
i i ,US0 copay »o0U Copay ,UUU copay inpatient hospitalization; if no
Inpatient services Not Covered precertifilc%tlion is obtained, no benefits
are available

* For more information about limitations and exceptions, see the plan or policy document at coupehealth.com Page 3 of 7
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Common Services You — ler
Medical Event May Need In-Network In-Network

Ifyou are
pregnant

If you need help
recovering or
have other
special health
needs

* For more information about limitations and exceptions, see the plan or policy document at coupehealth.com

Office visits

Childbirth/delivery
professional
services

Childbirth/delivery
facility services

Home health care

Rehabilitation
services

Habilitation
services

Skilled nursing
care

Durable medical
equipment

Hospice services

$1,035 copay

$35 copay

$35 copay
$35 copay

$930 copay

$75 copay

$185 copay

No Charge
No Charge

$1,380 copay

$45 copay

$45 copay
$45 copay

$1,240 copay

$100 copay

$245 copay

ier
In-Network

$2,000 copay

$75 copay

$75 copay

$75 copay

$2,000 copay

$170 copay

$410 copay

ier 4
Out-of-Network

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Limitations, Exceptions, & Other
Important Information

Cost sharing does not applé/ for
preventive services. Depending on the

type of services, a copayment,
coinsurance or deductlﬁie may apply.
Maternity care may include tests and
services described elsewhere in the
SBC éi.e. ultrasound); facility fee listed
includes facility and physician
services associated with maternity
facility services; precertification is
required for some inpatient services;

if no precertification Is obtained, no
benefits are available

Post-delivery, a newborn does not
generate a separate copay if itis a
weII-bab%stay. If it is a NICU or a
sick newborn stay, there will be a
separate inpatient copay and the
date of service is generally the start
date in the NICU.

Precertification may be required; if no
precertification is obtained, no benefits
are available benefits are also
available for home infusion services
None

Limited to 120 days per member per
calendar year, precertification is
required; If no precertification is
obtained, no benefits are available

Wigs limited to one per member per
calendar year for services related to
alopecia and cancer; precertification
may be required; if no precertification
is obtained, no benefits are available
Precertification mag be required; It no
precertification is obtained, no benefits
are available
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' . Tier 1 Tier 2 Tier 3 Tier4 | Limitations, Exceptions, & Other
Me%?cgrglgnt S%‘;ﬁﬁg&” In-Network In-Network In-Network Out-of-Network | Important Information

Children’s eye No Ch Please call your Coupe Health Valet at
oxam 0 Cherge | Notoovered | 18357401560 P

If your child

needs dental or | Children’s glasses Not Covered Not covered: member pays 100%

eye care Children’s dental ’
check-up Not Covered Not covered; member pays 100%

* For more information about limitations and exceptions, see the plan or policy document at coupehealth.com Page 50f 7
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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.)

+ Cosmetic surgery + Long-term care * Routine foot care
* Dental care (Adult) + Weight Loss Programs * Private-duty nursing

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

* Infertility Treatment (limited to a combined

* Acupuncture (limited to a maximum of 20 visits per medical and prescription drug lifetime

« Hearing Aids (limitations apply)
member per calendar year for medical policy

diagnosis categories only) maximum of $25,000) | - Routine eye care (Adult)
. Bariatric surgery . l\cl)a?é%n;%%eac.:écare when traveling

« Chiropractic care

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:
Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or https://www.dol.gov/agencies/ebsa/about-ebsa/ask-a-question/ask-ebsa
or your plan administrator at the phone number listed in your benefit booklet. 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 complaintis 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: Your plan administrator at the phone number listed in your benefit booklet. You may also contact Department of Labor’s Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or https://www.dol.gov/agencies/ebsal/about-ebsa/ask-a-question/ask-ebsa.

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 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.

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

* For more information about limitations and exceptions, see the plan or policy document at coupehealth.com Page 6 of 7
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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 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-
controlled condition)

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

hospital delivery)

M The plan’s overall deductible $0
W Specialist copayment $35
W Hospital (facility) copayment $1,035
W Other copayment $325
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 $0

Copayments $1,600

Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $1,660

B The plan’s overall deductible $0

B Specialist copayment $35
W Hospital (facility) copayment $1,035
m Other copayment $325

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 $0
Copayments $700
Coinsurance $0
What isn’t covered
Limits or exclusions $40
The total Joe would pay is $740

care)
B The plan’s overall deductible $0
B Specialist copayment $35
W Hospital (facility) copayment $1,035
W Other copayment $325

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

Diagnostic tests (x-ray)

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

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles $0

Copayments $1,300

Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,300

Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program, you may be able to
reduce your costs. For more information about the wellness program, please contact: coupehealth.com.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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COUPE HEALTH

Notice of Nondiscrimination and Accessibility

At Coupe Health, we treat everyone fairly. We don't exclude you, or freat yvou less favorably, because of your race, skin color, national origin, age,
disability stafus, or sex (including sexual crientation; sex characteristics including intersex fraits; pregnancy or related conditions; gender identity;
and sex stereotypes). We follow federal civil rights laws and don't discriminate against anyone based on these fraits.

If you communicate best in a language other than English, you can request free language assistance services.

If vou have a vigion, hearing, or speech impairment, we can communicate in a way that works best for you. This may include using =sign language
interpreters, providing documents in large print or Braille, audio recordings, or other aids, at no charge.

Meed these services? Call 1-B33-742-1962 (TTY:711).

Discrimination is against the law.

If we failed to provide services or discriminated in another way based on your race, =kin color, naticnal origin, age, dizability status, or sex,
fincluding sexual orientation; sex characteristics including intersex fraits; pregnancy or related conditions; gender identity; and sex sterectypes),
you can file a complaint with our Civil Rights Coordinator.

Mondiscrimination complaint forms and assistance with completing the form are available by calling 1-833-748-1969 (TTY:711) or emailing
HealthWValetf coupehealth.com.

Email the completed form to Civil Eights. Coord@CoupeHealth. Com or send it by mail to:

Coupe Health

Attn: Civil Rights Coordinator

12712 Park Ceniral Drive, Suite 100
Dallas, TX 79251

You can also file a civil rights complaint with the U.S. Department of Health and Human Senvices

« glectronically through the Office for Civil Rights complaint portal: ocrporial.hihs. gov/ocr/portallobby. jsf

« by mail at: U.S. Department of Health and Human Services,
200 Independence Avenue SW, Room S09F, HHH Building, Washington, D.C. 20201

. or by phone at: 1-800-368-1019, 1-800-537-7697 (TDD)

Civil rights complaint forms are available at hhs.gov'ocrofficefile/index. himl.

Coupe Health LLC is an independent company that provides benefit design services. METE04CH-2411



ENGLISH

ATTEMTION: If you speak a language other than English, language
services are available free of charge. If you have a vision, hearing, or
speach impairment, we can communicate in a way that works best for
you. This may include using sign language interpreters, providing
documents in large print or Braille, audio recordings, or other aids at
no charge. Call 1-833-749-1969 (TTY 711).

ESPANOL {Spanish)

ATENCION: Si habla Espafiol, puede solicitar servicios gratuitos de
asistencia lingdistica. Si tiene una deficiencia visual, auditiva o del
habla, podemos comunicamas de la manera que le resulte mejor a
usted. Esto puede incluir el uso de intérpretes de lengua de sefas, el
suministro de documentos en letra grande o braille, grabaciones de
audio u otras ayudas sin cargo. Llame al 1-833-749-1969 (TTY T11).

{Arabic) & s
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[ WL, TP (PP [ PV R - U AR PAPRLN L | e i (P 0 1L PP
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A Y (Amharic)

Fhedt B AOCT &7k PTRSTE NPT 18 PRYE A A4 SO mPE

BFAde PIYPYT pAOASYT @ETE pOBCTC F o0 RANPT ARCHP NHARA

N Wims My e it ArhAAY: BU 2999 PeRdnt &8 mh+Cam ety
OM$ IS [IFALAR UFIOET @B NNLEA PHRE ATETFY pegug ﬂ*ﬂF:F"'II

mET® AfeF COLEPEY PA NEP TGE/T BmItidr 1-833-749-1969

(TTY 711) AR BB

LUS HMOOB (Hmong)

LUS CEEV TSHW.J XEERB: Yog hais tias koj hais Lus Hmoob, koj tuaj
yveem thov cov kev pab cuam uas pab hom lus tau dawb. Yog hais tias
koj ghov muag tsis pom kev zoo, tsis hnov lus, los sis hais tsis tau lus,
peb tuaj yeem =ib txuas lus hauv ib txo) hau kev uas ua hauj wm tau
Zzoo tzhaj plaws rau koj. Qhov no te] zaum yuay muaj xam nrog kev siv
cov neeg ixhais lus piav tes, kev muab cov ntaub ntaww luam tawm ua
tus ntawv loj los sis Ua Ntaww Su Rau Cov Neeg Tsis Pom Kev Siv Tau
{Braille), kev kaw ua suab lus, los sis lwm yam kev pab yam fsis tau
them ngi. Hu rau 1-833-749-1962 (TTY 711).

KB EE (Cantonese - Traditional Chinese)

TR - mREE NEE B ERENIES RERE.
mEEEES, BHOEENE B EdSanatiina
BFHOEERFREAERA. RNRHXTERTF .
GERHEMtEATE, MEE 1-833-749-1960 TEEELER (TTv 711).

@t 3 (Chinese Simplified)

HEE - REEERE - Mok NelES RS -
NMREFHD - WHIAESEE - AVTLIARESTHSE
SR, EUNEESRERTERT - AFEEENEH -
FEDH @R TR - 38 1-833-749-1969 (BT 711) .

SO0OMALI (Somali)

XASUUSIN: Haddii aad ku hadasho Soomali, waxaad codsan kartaa
adeegyada caawimaadda lugada oo bilaash ah. Haddii aad laxaad
la'aan kataahy aragga, magalka, ama hadalka, waxaanu kugula
¥idhiidhi kamaa habka adiga kuugu habboon. Tan waxaa ka mid ah in
aan isticmaalno tujumaanada luugada dhegoolaha, in la bixiyo
waraaqo ku qoran xarfaha waaweyn ama goraalka indhoolayaasha, in
la sameeyo cajalado la duubay, ama in la hely waxyaabo kale oo
caawimaad ah oo bilaash ah. Wac 1-833-749-1969 (TTY 711).

FRAMGAIS [French)

ATTENTION : Si vous parlez Frangais, vous pouvez demander des
services d'assistance linguistique gratuits. 3i vous avez une déficience
visuelle, auditive ou vocale, nous pouvons communiquer de la maniére
qui vous comvient le miewd. |l peut 3'agir d'interprétes en langue des
signes, de documents en gros caractéres ou en braille,
d'enregistrements audio ou d'autres aides gratuites. Composez le
1-833-749-1969 (ATS 711).

t21 (Khmer)

FugEdalio uaisidgm S anwmon I8 yRGigaund g w
umfiumamshwEsSsigy uadeibgmBudendm apuden
ugunwdsch e ihEmn Sohinfw e M e R thgw grmunu]usgs
EuBUASMONUEHREUESY i A meinG
HBGthERAURTuMAanE FIgiasoismoenygHgIET
HFIANL it s e moh aig) s Ul S g i g e ishw s e s el
FINIFIUE 1-833-749-1963 (TTY 711)4



=0 (Korean)

Fo|: X E MESHAE A2 Hole B 20 X # MU~
S5 = ASUCE A2 Tof, B Foll £ 2o FHoj7t e R
Bl A5t A 2HE HEs e 2 mEtE EE = gL
H7|HE EEHA 0|8, OhY B == HAZ S E 24 H 3,
=4 58 £ 7|Et R X #H0| Z2gE = USUCH 1-833-749-1569
(TTY 711) HO 2 HulsilA| 2.

oif> (Karen)

npl
vhagdohant- suimnot mpdodp b,
*@nﬁSqmmfﬂgmmmmmmmﬁ:ﬁmcﬁ 39‘?‘5{-31.

*gﬁa’gﬁg:mimm1m:ﬂ1m1 éﬁmiuﬁf:. m’l_.?iu;{, e_mr:ugui miﬁ:mcﬁ‘tmﬁ*
vademsdiedonion ofjddbcBdibmomentionsdisgghod. enlah
uﬁuﬁﬁz miﬂzmﬂl ﬁarr;mmfﬁm?wﬁicémfmmﬁ, mﬁu?ﬁﬂbfnc&ﬁmuﬁm1
moﬁqpﬁuﬁﬁ, wonel ?ﬂfﬂ.ﬁﬁmcﬁﬂ. mﬁmn:-_:ni wonel mﬁuwmﬁmmmﬁ
OIOE 00T Ta 3?:::6*_‘5-031— :‘f'r:tfrdﬁﬁag
1-833-749-1969 (TTY 711) coan'-

E.‘immm (Burmese)

aoB{gjad- 20&a0p8 [§Eenoman eomied efgpdlmi 2ed cmamen:
mmmé agmé-ﬁpm? smé:a@!ﬁéeﬂmél ::.}:Engé m@éme:ll
Ta|ryaang) aﬂl_uugcfr mmze@a@@é: %Lugﬁﬁiﬁs?ﬂm mémngfﬁ
mmée@a@z@:ﬂué*é:mﬁ: :5 rmiﬁaﬂl_nﬁo% o 33u3$£u1mél
CIEIQEI:E mﬁu:%@mmmmz mmz@%qp:n‘;’r Mt l[gaﬁl
marﬂmmé:qpm? Q?ﬁmc@:@:ﬂpz :@‘Hmcﬂ 41]4:159 Em@é
:}Ell:auﬁBEﬁl aazaiwﬁﬁul::[éé:qp: ::.'f:-_uu?uﬂ 3 :msmnSmn?q_p:Eé
maggﬁmusﬁémﬁ Clodolaopbn 1-833-749-1969 (TTY 711) a3

o§2e3R80

OROMOO (Oromo)

Xiyyeeffannoon haa kennamu:- Oromo Afaan kan dubbatan yoo ta'e,
tajaajiloota gargaarsa afaanii bilisaa gaafachuu ni dandeessu. Rakkoo
ilaaluu, dhaga'u ykn dubbachuu yoo gabaattan, karaa isiniif mijatuun
haala isiniif galuun mari'achuu ni dandeenya. Kunis of keessatti kan
qabatu, hilktota afaan mallattoo fayyadamuun maxxansa gurguddaa ykn
bireeylii, waraabbilwwan sagalee ﬁ gargaarsota biroo kaffaltii tokkoo
ralee gaafachuu dha. 1-833-749-1969 (TTY 711) irratti bilbilaa.

PYCCKMH (Russian)

BHMMAHME: Ecam Baw A3sin — PYCCKKMH, Bel moseTe 3anpocuTe BecnaatHeie
YCAYTH ASLIHOB0A nogaemsHn. ECAK v BAaC 8CTh HAPYWEHHE 3PSHHR, CIYEE HARW
PEHM, Ml Mokem 0DWATEEA TaKMM 00paIoM, KOTOPBIR AYHLIE BEETD NOARKOLHT
BaM. 3TO MOMET BILTOYETE BECAAATHOR MENONEIOBIHKE NEPEE0TYHKDE HA
AZbIKE MECTOR, NPEAOCTIAENEHME AOKYMEHTOE HOYNHBEIM LWEWETOM MAW
wpuhTos BpanaR, MCNONBI0BAHWE 3YQHOIANMOER MK SPYTHX
BCNOMOraTENBHEIX cpeacTs. 3poHHTe no Tenedony 1-833-743-1963 (TTY 711).

wWHEsao (Lao)

eéalale vivinueds wismane,
vrusmmoetSnugosciiscrwelaloslesue.
ﬁWEnﬂwuﬂPdajP‘ﬂuP:Fw. n-iuliﬁ":u: L] f-mu-mc:fﬂ.
wontEspiodsucond fiticmSuHurrsiizo.
svierostsovcfignmiguiswssns, mudonjucenzsnciulinduled §
ansavyy, muluiinay § mugoscfisdwddugiovtisonlgesnlon.
T 1-833-749-1969 (TTY 711).

Tagalog (Tagalog)

PAUMNAWA: Kung nagsasalita ka ng Tagalog, maaari kang humingi ng
mga libreng serbisyo na tulong sa wika. Kung may kapansanan ka sa
paningin, pandinig, o pananalita, maaari tayong mag-usap sa paraan na
pinakamabuti para sa iyo. Maaaring kabilang dito ang paggamit ng mga
interpreter ng sign language, pagbibigay ng mga dokumento na
rnalalaki ang pagkaprinta o Braille, mga audio recording, o iba pan

mga twlong nang walang bayad. Tumawag sa 1-833-749-1969 11).

VIETHNAMESE (Vietnamese)

LU ¥ Méu quy vi néi Vietnamese, quy vi ¢6 thé yéu ciu dich wy hé trg
nabén ngd mién phi. NEu guy vi bi khigm thi, khiém thinh hodc khuyét
tat vé dm ngl, ching téi cd thé giao tiép theo cach phi hap nhit vdi
quy vi. Bigu nay cd thé bao gom vike s dung théng dich vién ngdn ngld
ky hiéu, cung cdp tai liéu dang ban in cd chil In hodc chl ndi, ban ghi
im hodc cac phugng tién hd trg khic mién phi. Xin goi s6
1-833-749-1969 (TTY 711).
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