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

8% KAISER PERMANENTE-:: Bronze® PPO 6300/65 + Child Dental

Coverage Period: Beginning on or after 01/01/2022
Coverage for: Individual / Family | Plan Type: PPO

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
: 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, www.kp.org/plandocuments or call
1-800-788-0710 (TTY: 711). For general 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 www.healthcare.gov/sbc-glossary or call 1-800-788-0‘7\N}TY: 711) to request a copy.

Important Questions

What is the overall
deductible?

Answers

Participating Provider Tier:

$6,300 Individual / $12,600 Family;
Non-Participating Provider Tier:
$12,600 Individual / $25,200 Family

Why This Matters:

Generally, you must pay all of t
this plan begins to pay. If yo

dastd from providers up to the deductible amount before
e Other family members on the plan, each family member
must meet their own indiv deductible until the total amount of deductible expenses paid
by all family members ed 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 ¥n73 and services even if you haven't yet met the deductible amount.
Buta copavmea‘mgoinsurance may apply. For example, this plan covers certain preventive
services with -sharing and before you meet your deductible. See a list of covered

Are there other
deductibles for specific
services?

Yes. Participating Pharmacy:
$500 Individual / $1,000 Family. There are no

preventivg ge c8s at https://www.healthcare.gov/coverage/preventive-care-benefits/.

You y all of the costs for these services up to the specific deductible amount before

thi Ia§ begins to pay for these services.
*\\%,_ g pay

What is the out-of-

pocket limit for this
plan?

Participating Provider Tier:

$8,200 Individual / $16,400 Family;
Non-Participating Provider Tier:
$16,400 Individual / $32,800 Family

other specific deductibles.

e 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.

ance

to see a specialist?

Premiums, precertification penaltieg,
mzac;‘t:::f?:w:)?l:(l:tdl?r:iltr"? %‘i (;r;adr%:?\’/itzzlm dﬁi{:ﬁ th art S;Sr?ir:g Even though you pay these expenses, they don’t count toward the out—of-pocket limit.

on page 2. N\

?‘ This plan uses a provider network. You will pay less if you use a provider in the plan’s
Will you pay less if you | Yes. See www.k t/ppo or call network. You will pay the most if you use an out-of-network provider, and you might receive a
use a network 1-800-788-0710 (ﬁY: 711) for a list of network | bill from a provider for the difference between the provider’s charge and what your plan pays
provider? providers. (balance billing). Be aware your network provider might use an out-of-network provider for
some services (such as lab work). Check with your provider before you get services.
Do you need a referral N _, .
0. You can see the specialist you choose without a referral.
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44 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Common Medical Non-Participating

Services You May Limitations, Exceptions, & Other Important

Event

Need

Participating Provider Tier
(You will pay the least)

Provider Tier

Information

If you visit a health

care provider’s
office or clinic

(You will pay the most)

Participating Provider: Deductible waived for the first

Primary care visit to three Nreventive primary care, specialty care,
treat an injury or $65 / visit 100% coinsurance ur are.
illness yF articipating Provider: Up to out-of-pocket limit
~Participating Provider: Deductible waived for the first
Q three non-preventive primary care, specialty care,
Specialist visit $95 / visit 100% coinsuranceQ urgent care.

Preventive

care/screening/
Immunization

No charge, deductible does not
apply

A

.42

40% érance,
dgg does not apply

Non-Participating Provider: Up to out-of-pocket limit.

Routine physical exams are not covered for Non-
Participating Provider. 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, blood work)

X-ray: 40% coinsurance \
Lab tests: $40 / test, de
does not apply yo

\g

-

100% coinsurance

Non-Participating Provider: X-ray: Up to out-of-pocket
limit. Lab test :Up to out-of-pocket limit

Imaging (CT/PET
scans, MRIs)

Ql(/

100% coinsurance

40% coinsurapce
\6

Non-Participating Provider: Up to out-of-pocket limit.
Precertification required. Failure to precertify may result

in a penalty of up to $500.

&
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Common Medical
Event

Services You May
Need

What You Will Pay

Participating Provider Tier
(You will pay the least)

Non-Participating

Provider Tier

Limitations, Exceptions, & Other Important
Information

If you need drugs to
treat your illness or
condition

More information about

prescription drug
coverage is available at

MedImpact: $18 / prescription

(You will pay the most)

Up to a 30-day supply retail or 100-day supply mail

Generic drugs (retail). $36 / prescription (mail | Not covered order (Walgreens’ home delivery). Subject to formulary
order). After drug deductible. guidelines. No charge for contraceptives.
Preferred brand MedImpact: 40% coinsurance Up to a 30-day supply retail or 100-da¥ supply mail
y up to $500 / prescription. After  Not covered order@d eens’ home delivery). Subject to formulary
1 drug deductible. gLiQ\h es. No charge for contraceptives.
N terred brand MedImpact: 40% coinsurance 9’6 a 30-day supply retail or 100-day supply mail
on-preferred bran up to $500 / prescription. After  Not covered der (Walgreens’ home delivery). Subject to formulary

drugs

drug deductible.

K

guidelines. No charge for contraceptives.

immediate medical
attention

transportation

A

www.kp.org/kpic/ppo T t: 40% oo
edImpact: 40% coinsurance Q _ . .
Specialty drugs up to $500 / prescription. After | Not covered v Up. 2 a S Gl el STaRR! ) (eI
, guidelines.
drug deductible. 4
po)

Facility fee (e.g., \§ Non-Participating Provider: Up to out-of-pocket limit.

ambulatory surgery 40% coinsurance 1086 sefnsurance Precertification required. Failure to precertify may result
If you have center) LW in a penalty of up to $500.
outpatient surgery . X Non-Participating Provider: Up to out-of-pocket limit.

IthyS|C|an/surgeon 40% coinsurance 0\ ‘/100% coinsurance Precertification required. Failure to precertify may result

ees .

N C:) in a penalty of up to $500.
Emergency room o o Non-Participating Provider: Up to out-of-pocket limit.
care 40% Hnsurance Q/ 40% coinsurance Coinsurance waived if admitted to hospital as inpatient.
~

If you need Emergencymedica 40% coi 40% coinsurance Non-Participating Provider: Up to out-of-pocket limit.

Urgent care

<

N4
>

[ visit

100% coinsurance

Participating Provider: Deductible waived for the first
three non-preventive primary care, specialty care,
urgent care.Non-Participating Provider: Up to out-of-

ocket limit.
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Common Medical
Event

Services You May
Need

What You Will Pay

Participating Provider Tier
(You will pay the least)

Non-Participating
Provider Tier

Limitations, Exceptions, & Other Important
Information

If you have a
hospital stay

Facility fee (e.g.,
hospital room)

40% coinsurance

(You will pay the most)

100% coinsurance

Non-Participating Provider: Up to out-of-pocket limit.
Precertification required (does not apply to emergency
admissions, and admissions for delivery of a child).
Failure chrtify may result in a penalty of up to

SRy

an-Participating Provider: Up to out-of-pocket limit.

If you are pregnant

apply

deductible does not apply

]f;r;);sman/surgeon 40% coinsurance 100% coinsurance Q_ certification required (does not apply to emergency
Q admissions and services, and admissions and services
Q for delivery of a child). Failure to precertify may result in
?} a penalty of up to $500.
Outpatient services $65 / individual visit; No charge = 100% cqi u%mce Participating Provider: $32 / group visit; Non-
If you need mental for other outpatient services O@ Participating Provider: Up to out-of-pocket limit.
health, behavioral &
health, or , , o ) Non-Participating Provider: Up to out-of-pocket limit.
substance abuse Inpatient services 40% coinsurance \/ Jo Coinsurance Precertification required (does not apply to emergency
services 0 admissions and services). Failure to precertify may result
A in a penalty of up to $500.
pudl Depending on the type of services, a copayment,
Office visits No charge, dedu oes not | 40% coinsurance, coinsurance, or deductible may apply. Maternity care

may include tests and services described elsewhere in
the SBC (e.g. ultrasound.)

Childbirth/delivery
professional services

O
40°ﬁg:\$1 ce

100% coinsurance

Non-Participating Provider: Up to out-of-pocket limit.

Childbirth/delivery
facility services

@ﬁ/o coinsurance

100% coinsurance

Non-Participating Provider: Up to out-of-pocket limit.
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Common Medical
Event

Services You May
Need

What You Will Pay
Non-Participating

Participating Provider Tier
(You will pay the least)

Provider Tier

Limitations, Exceptions, & Other Important
Information

If you need help
recovering or have
other special health
needs

Home health care

40% coinsurance

(You will pay the most)

100% coinsurance

Non-Participating Provider: Up to out-of-pocket limit. Up
to 100 visits combined / year (Limit does not apply to
physical, occupational, and speech therapy visits).
Precertification required. Failure to precertify may result
ina f up to $500.

Rehabilitation
services

Outpatient: $65 / visit,
deductible does not apply;
Inpatient: 40% coinsurance

100% coinsurance

éﬁcation required. Failure to precertify may result
penalty of up to $500. Non-Participating Provider:
p to out-of-pocket limit.

Habilitation services

Outpatient: $65 / visit,
deductible does not apply;

Skilled nursing care

Inpatient: 40% coinsurance

40% coinsurance

100% coinsuranﬁQ

1%.3 urance

P\
»

Precertification required. Failure to precertify may result
in a penalty of up to $500. Non-Participating Provider:
Up to out-of-pocket limit.

Non-Participating Provider: Up to out-of-pocket limit. Up
to 100 days / benefit period. Precertification required.
Precertification required. Failure to precertify may result
in a penalty of up to $500.

Durable medical
equipment

40% coinsurance

N
9

\?&

-

100% coinsurance

Non-Participating Provider: Up to out-of-pocket limit. Up
to $2,000 limit / year for certain items. Precertification
required. Failure to precertify may result in a penalty of
up to $500.

Hospice services

No charge, deduch [ does not

apply (9

100% coinsurance

Non-Participating Provider: Up to out-of-pocket limit.

If your child needs
dental or eye care

Children’s eye exam

No char vuctible does not

apphyC)

No charge

Limited to 1 exam / year

Children’s glasses

4

@\rge, deductible does not
y

100% coinsurance

Non-Participating Provider: Up to out-of-pocket limit.
Limited to 1 pair of select frames and lenses / year.

Children’s dental
check-up

No charge, deductible does not
apply

No charge, deductible
does not apply

Limited to 2 check-ups / year
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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.)

e Chiropractic care e Hearing aids e Private-duty nursing

e Cosmetic surgery e Long-term care ¢ Routine foot care

e Dental care (Adult) e Non-emergency care when traveling outside the U.S o \Weight loss programs
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Acupuncture e Infertility treatment ($1,000 limit / year) ¢ Routine eye care (Adult)

e Bariatric surgery \/

-

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage afte
shown in the chart below. Other coverage options may be available to you, too, including buying individual insurg
For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

L . The contact information for those agencies is
@ overage through the Health Insurance Marketplace.

grievance or appeal. For more information about your rights, look at the explanation of benefits you wi ive 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.

Contact Information for Your Rights to Continue Coverage & Your Grievance and @g ights:

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint agai@u plan for a denial of a claim. This complaint is called a

Kaiser Permanente Member Services 1-800-788-0710 (TTY: 711) or www.kp.org/memberservices
Department of Labor's Employee Benefits Security Administration \\/Y i 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform
Department of Health & Human Services, Center for Consumer Informat‘io(QHJJrance Oversight | 1-877-267-2323 x61565 or www.cciio.cms.gov

California Department of Insurance AQ/V 1-800-927-HELP (4357) or www.insurance.ca.gov

Does this plan provide Minimum Essential Coverage? Yes ga
n

Minimum Essential Coverage generally includes plans, health ce available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible f in types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards
If your plan doesn't meet the Minimum Value Stangafes;you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

4

SBC-SG-PPO-BRONZE-2022 6 of 8



https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#excluded-services
https://www.healthcare.gov/sbc-glossary/#health-insurance
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#marketplace
http://www.healthcare.gov/
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#plan
http://www.kp.org/memberservices
https://www.dol.gov/agencies/ebsa/laws-and-regulations/laws/affordable-care-act/for-employers-and-advisers
http://www.cciio.cms.gov/
http://www.insurance.ca.gov/
https://www.healthcare.gov/sbc-glossary/#minimum-essential-coverage
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#health-insurance
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#minimum-essential-coverage
https://www.healthcare.gov/sbc-glossary/#premium-tax-credits
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#minimum-value-standard
https://www.healthcare.gov/sbc-glossary/#premium-tax-credits
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#plan

Language Access Services:

[Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-788-0710 (TTY: 711)

[Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-788-0710 (TTY: 711).
[Chinese (A X): INREZEH X HIESEN, TERITIX A 5151-800-788-0710 (TTY: 711)

[Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-788-0710 (TTY: 711)

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

The PPO Plan is underwritten by Kaiser Permanente Insurance Company (KPIC), a subsidiary 06&6 Foundation Health Plan, Inc. (KFHP)

Q
R
??
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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
'y depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing amounts
u (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 Managing Joe’s Type 2 Diabetes (a Mia’s Simple Fracture
(9 months of in-network pre-natal care and a year of routine in-network care of a well- \n-network emergency room visit and follow up
hospital delivery) controlled condition) O care)
B The plan’s overall deductible $6,300 B The plan’s overall deductible & B The plan’s overall deductible $6,300
B Specialist copayment $95 B Specialist copayment $95 W Specialist copayment $95
B Hospital (facility) coinsurance 40% B Hospital (facility) coinsurance Q 40% B Hospital (facility) coinsurance 40%
B Other copayment $40 B Other copayment v $40 B Other copayment $40
This EXAMPLE event includes services like: This EXAMPLE event include%svices like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician offi itS (including Emergency room care (including medical
Childbirth/Delivery Professional Services disease education) supplies)
Childbirth/Delivery Facility Services Diagnostic tests (bloo k) Diagnostic test (x-ray)
Diagnostic tests (ultrasounds and blood work) Prescription drug \/ Durable medical equipment (crutches)
Specialist visit (anesthesia) Durable medi(pa@ipment (glucose meter) Rehabilitation services (physical therapy)
Total Example Cost ‘ $12,700  Total IE}‘@'Cost ‘ $5,600 Total Example Cost ‘ $2,800
In this example, Peg would pay: In this '&ample, Joe would pay: In this example, Mia would pay:
Cost Sharing W) Cost Sharing Cost Sharing
Deductibles $6300 \@uctibles $1900 Deductibles $2800
Copayments “Copayments $300 Copayments $0
Coinsurance Coinsurance $1200 Coinsurance $0
What isntcovered )V What isn’t covered What isn't covered
Limits or exclusions N $50  Limits or exclusions $0 Limits or exclusions $0
The total Peg would pay is $7650  The total Joe would pay is $3400 The total Mia would pay is $2800

The plan would be responsible for the other costs of these EXAMPLE covered services.
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KAISER PERMANENTE.
Kaiser Permanente Insurance Company
Notice of Language Assistance

No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you in your lan Mor help, call us at the number listed on your
ID card or 1-800-464-4000. For more help call the CA Dept. of Insurance at 1-800-927-4357. TTY users call 711. English A§~

Servicios en otros idiomas sin ningun costo. Puede conseguir un intérprete. Puede conseguir que le lean los documen @ que algunos se le envien en su idioma. Para obtener
ayuda, llamenos al nimero que aparece en su tarjeta de identificacion o al 1-800-464-4000. Para obtener mas ayudg{llante”al Departamento de Seguro de CA al 1-800-927-4357.
Los usuarios de la linea TTY deben llamar al 711. Spanish

REESR - EAIEHOES - &0 AH&I#”’*Z’STSE& HIEATEE R PIREHE S AR 7 Q%ﬁ? WFREN > SRECEYI G A LAVER IS sEE
1-800-464-4000 EZFkHiH4E - 407 HE— _LFTHJJEjJ SHELEE 1-800-927- 4357 BRI R Al - ﬁ'ﬁ& = ek AR ESEEEE 711 - Chinese

>x<>x<>x<>:<>x<>x<=s<>:<>»<Q~

No Cost Language Services. You can get an interpreter and get documents read to you in guage. For help, call us at the number listed on your ID card or 1-800-464-4000.
For more help call the CA Dept. of Insurance at 1-800-927-4357. TTY users call 711. E

Doo bik’é azladgoo Saad Bee Aka Ana’dlwo’. Ata’ halne’i na shoidoot’eet. Niza Eaaltsoos nich’i” yidooltah Shika i’doolwot ninizingo éi béésh bee hodiilnih, naaltsoos bee
nééhozinigii bik’ehgo hane’i bikaa’ éi doodago koji’ hodiilnih 1-800-464-4000. @a ahgo atdo’ shika i’doolwot ninizingo koji’ hodiilnih CA Dept. of Insurance bik’ehgo hane’i
¢éi 1-800-927-4357. TTY chodayoot‘igii éi dii 711. Navajo

chung t6i theo s6 diénthoai ghi trén thé ID hoi vién hodc sb 1-800-46 Dé dugc giup d& thém, vui long goi Bo Bao hiém CA theo s6 1-800-927-4357. Nguoi sir dung TTY

g0i s6 711. Vietnamese @

Dich vu vé ngdn ngir mién phi. Quy vi c6 thé duoc cip thong dich V}Q%‘OC ngudi doc gidy to, tai liéu bang ngdn ngi quy vi dung cho quy vi nghe. Dé duogc gitp dd, xin goi

R8 Qo) AH|2, #ro] Fol Aln] 2 9 Bo] = A RS o St A4S AFE T dnUt B0l Aeaal B Aste] D Aheol et ol s
= 1-800-464-4000 H O 2 —r«] Al 2. B ]— oo M ¥ Yol = B A3 HE 1-800-927-4357 Ho g FOFA A Q. TTY AFEAF & 711. Korean

Mga Libreng Serbisyo kaugnay sa Wika. Maa s:ong kumuha ng tagasalin-wika at hingin na basahin sa inyo ang mga dokumento sa sarili ninyong wika. Para humingi ng
tulong, tawagan kami sa numerong nakasulat ID card o sa 1-800-464-4000. Para sa karagdagang tulong tawagan ang CA Dept. of Insurance sa 1-800-927-4357. Dapat
tumawag ang mga gumagamit ng TTY sa 711 \fagalog

Qi 6wp (hiquijub dwnwynipynibiiip: nip jupnn tip oquyt] pubunnp pupgiwivh Swnuynipynibbtinhg b jauinpty, np thwunmwenebpp Qtp 1Eqyny jupnui Qtq

huwdwp: Oghnipyubt hwdwp qubiquhwnptip dtiq” Qbp ID pupnh Yypu tpgwd ud 1-800-464-4000 htinwhunuwhwidwpny: Lpwugnighy ogbnipyub hwdwp qubiquhwptip
Yuwhdnnihuyhuwyuwhnjugpnipjut nhuyjupumudtinm® 1-800-927-4357 htinwpunuwhwdwpny: TTY -hg oquynnitipp whwp £ quibquhwptb 711: Armenian
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BecniiaTHble yeJIyru si3bIKOBOI0 NepeBoja. Bbl MoeTe BOCIIOIb30BaThCs yCIIyraMy NIEPEBOIUHKa, TIPY 3TOM JOKYMEHTbI MOTYT ObITh 3aunTanbl Bam Ha Bariem si3pike. UToObI
TIOJIy4UTh MOMOIIIb, IO3BOHUTE HaM 110 TelieoHy, yKkazaHHOMY B Barreit nneHtudukanonsoit kaprouke yyactHuka, mi 1-800-464-4000. 3a 1omoHHUTEILHON OMOLIBIO 00palaiTech
B Jlenaprament crpaxoBanust mrara Kammgopuns (CA Dept. of Insurance) no tenedony 1-800-927-4357. [ons3oBarenu TTY, 3BoHnTe 110 HOMepy 711. Russian

ERIOEE Y VR, BRIEHEL T, BABTEHLZHZATHEL ) N TEET, BARY—EARKELREIL, IDV— RCER#HE0RE. £7/701%
1800 464 4000 1B EEEL PV, S LIV TRNEEREAT H Y 7 =T MEREST (1-800-927-4357) I &EES 77XV, TTY =2—HF—D FHi%

T11IZHHERH < 7Z2E VY, Japanese A?\

Wlad bSO g5) a8 gl e el 4l b laial ) 5 Sl Gl jo ) v ) G a gl 4 led ) b Gle O & i 55 5 2 s oAlid an jie ledd ) il 58 e GG S 49 Ol cilasd
Persian .aulai duala (dai 7171 o)l b TTY OS2 580 el 1-800-927-4357 o jlads 4 Li aullS 4ans o ))a) 1Y Alaial 5SS il 51 280 il 1-800-464-4000 b o215

HE3 I AeTei | 3H fPq TITHT T A IS 9d Aok d W3 374 TASTeH 3781 ST fRd U3 o H AR I& | HeT B, 33 el ards 3 fie3 ded 37
1-800-464-4000 '3 7S 86 Ad| TUJ HET B, ﬁ?ﬂéﬁﬁwmﬁ?mmal 800-927- 43% 26 A1 TTY © BUWAEd3T 711 '3 @4 A3 Punjabi

HNMAMNBHARIGY HAMGSSUHRURIUDC S SHEISMSARNINSHMN tNManig Utsw yusinipumidsmuinsisuemsisiuiouw D
TURIHM U 1-800-464-40004 H0NURSWINYIS])H SI0nisimudm @ﬁﬁjﬁjgm:ﬁ@’:@.ﬁﬁatma 1-800-927-43574 H10 TTY wWTiUE 71149 Khmer

o) e sheall (30 33 30 e J seanll 1-800-464-4000 &850 e sf iy guae 2y e cpal 850 e U Lasall o gaanll 2 yal) A210 @l (3305 3 Be) 85 an jia e ganl) Sliay A8 ¢ g day i clladd
Arahic.71 Juai¥) ol Gl dand caddindl 1-800-927-4357 a1 e L) stllS 43 ol el 5100

Cov Kev Pab Txhais Lus Tsis Raug Nqi Dab Tsi Koj muaj tau ib tug neeg txhais lu:
ntawm tus xov toojteev muaj nyob rau ntawm koj daim yuaj ID los yog 1-800-464
Cov neeg siv TTY hurau 711. Hmong

ais tau kom nyeem cov ntaub ntawv ua koj hom lus rau koj. Xav tau kev pab, hu rau peb
av tau kev pab ntxiv hu rau CA Tuam Tsev Tswj Kev Pov Hwm ntawm 1-800-927-4357.

HE WTHT AT m@aﬂﬁmmwm%ﬁmmﬁamﬁwﬁ Hohd 2| HETHAT o T, 270 115 18 W o3 TR ar 1-800-464-4000 T &8 BT ol 31fereh wemrem o forg
Sheftwifar feurde 3w semit@ st 1-800-927-4357 WS & TTY‘SPﬁ?Fr #i Hindi

usmsmummm”lunmmusms AURNNNTOUDTULTAS ?mmuauwa‘m mmanmﬂv]ﬂmﬁomumrmmaaﬂm"l,ﬂ mwinsasnsaNudda 1lsaTnsfasanriimanu
wnaRaiszyagguuiag ID 2asnavidavnaaa 1-800 mnsasmsanuhmmndaludaciu windu TlsansdasadalsediulsausEorivanaa 1-800-927-4357 e

TTY TusaTnsluAvaneia 711. Thai E
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