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

BlueCross BlueShield of lllinois
ADisision of Health Care Senvice Corporation, a Mutual Legal Reserve Company Dominican University: PPO Plan

Coverage Period: 01/01/2026 — 12/31/2026

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 youhowyou andthe plan would share
the costfor covered health care services. NOTE: Informationabout the cost of this plan(called the premium) willbe provided separately. This is only
a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-800-458-6024 or at

https Ilpolicy-srv.box.com/s/2vvyipi7g2hwtbrov6qgj19n7zm8gheiy.
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.qov/sbc-qlossary/ or call 1-855-756-4448 to request a copy.

mporntQuestons. | Answere || Why ThisMaters

What is the overall

In-Network: $1,500 Individual / $4,500 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

covered before you
meet your deductible?

copayment, prescription drugs and emergency room
services are covered before you meet your deductible.

deductible? Out-of-Network: $4,000 Individual / $12,000 Family total amount of deductible expenses paid by all family members meets the
overall family deductible.
This plan covers some items and services even if you haven't yet met the
Are there services Yes. Certain preventive care, services that charge a 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
www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

Yes. $250 deductible for In-Network hospital
admission. $250 deductible for Out-of-Network hospital

admission. There are no other specific deductibles.

You must pay all of the costs for these services up to the specific deductible
amount before this plan begins to pay for these services.

What is the out-of-
pocket limit for this
plan?

In-Network: $2,500 Individual / $7,500 Family
Out-of-Network: $7,500 Individual / $22,500 Family
Prescription drug expense limit: $2,000 Individual /
$6,000 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.

Whatis notincluded in
the out-of-pocket limit?

Premiums, balance-billing charges, and health care
this plan doesn'’t cover.

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.bcbsil.com or call 1-800-458-6024 for a
list of network providers.

This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. You will pay the most if you use an out-of-network 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). 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
to see a specialist?

No.

You can see the specialist you choose without a referral.

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,

an Independent Licensee of the Blue Cross and Blue Shield Association (herein called BCBSIL)
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45 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

. . Limitations, Exceptions, & Other Important
Common Medical Event | Services You May Need In-Network Provider | Out-of-Network Provider . P

NCIWOTK INEIWOTK Information
(You will pay the least) | (You will pay the most)
Primary care visit to treat an | $35/visit; 09 soinsETE Virtual visits: $35/visit; deductible does not
injury orillness deductible does not apply s apply. See your benefit booklet* for details.
. o $60/isit; o
If you V|s’|ta health care | Specialist visit deductible does not apply 50% coinsurance None
provider’s office or . ,
clinic You may have to pay for services that aren’t
Preventive care/screening/ No Charge; 509 sainsIETE preventive. Ask your provider if the services
immunization deductible does not apply o needed are preventive. Then check what your
plan will pay for.
If you have a test Vl?,lc?rk;] ostictest (x-ay, blood - f409; coinsurance 50% coinsurance Preauthorization may be required; see your
Imaging (CT/PET scans, MRIs) |10% coinsurance 50% coinsurance benefit booklet" for details.

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,

an Independent Licensee of the Blue Cross and Blue Shield Association (herein called BCBSIL)

SBC IL Non-HMO LG - 2026
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Common Medical Event

Services You May Need

What You Will Pay

Out-of-Network Provider

In-Network Provider

Limitations, Exceptions, & Other Important
Information

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available at
www.bcbsil.com/rx-
drugs/drug-lists/drug-lists

(You will pay the least)
$10/prescription (retail)

(You will pay the most)

, $20/prescription (mail $10/prescription (retail);
Generic drugs order); deductible does not apply
deductible does not apply
$40/prescription (retail) ¢
80/prescription (mail 40/prescription (retail);
Rretered branddmigs order); deductible does not apply
deductible does not apply

$60/prescription (retail)

34-day supply at Retail
90-day supply at Mail Order

Rx Out-of-Pocket Expense Limit;
$2,000 Individual / $6,000 Family

For Out-of-Network drug provider, you are
responsible for 25% of the eligible amount
after the copayment.

Out-of-Network mail order is not covered.

Certain individual preventive services will be
covered with no cost to the member. For a full
list of these prescriptions and/or services,

Non-preferred brand drugs g: dZé)r/);;)rescrlptlon (mail 328{, pgggg'gggg rgrg}ttglpl));:’)ly please contact Customer Service.
deductible does not apply The amount you may pay per 30-day supply of
a covered insulin drug, regardless of quantity
or type, shall not exceed $35, when obtained
from a Preferred Participating or Participating
Pharmacy.
Specialty drug coverage based on group
. L policy. Prior authorization may be required.
Speoialty drugs gggﬁpcrtei}glzngggg’notapply 232{%?5%!%22 not apply Spedialty drugs are limited to a 30-day supply

except for certain FDA-designated dosing
regimens.

If you have outpatient
surgery

Facility fee (e.g., ambulatory
surgery center)

10% coinsurance

50% coinsurance

Preauthorization may be required.

Physician/surgeon fees

10% coinsurance

50% coinsurance

None

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association (herein called BCBSIL)
SBC IL Non-HMO LG - 2026
*For more information about limitations and exceptions, see the plan or policy document at
https://policy-srv.box.com/s/2vvyipi7g2hwtbrov6aj19n7zm8gheiy.
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Common Medical Event

Services You May Need

In-Network Provider

What You Will Pay

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

If you need immediate
medical attention

Emergency room care

(You will pay the least)

Facility Charges:
$250Nisit;

deductible does not apply

ER Physician Charges:
No Charge;
deductible does not apply

(You will pay the most)

Facility Charges:
$250Nisit;

deductible does not apply
ER Physician Charges:
No Charge;

deductible does not apply

Copayment waived if admitted.

Emergency medical
transportation

10% coinsurance

10% coinsurance

Ground and air fransportation covered.
Preauthorization may be required for non-
emergency transportation; see your benefit
booklet* for details.

Urgent Care

10% coinsurance

50% coinsurance

None

If you have a hospital
stay

Facility fee (e.g., hospital room)

10% coinsurance

50% coinsurance

Preauthorization may be required. $250 In-
Network / $250 Out-of-Network deductible per
admission.

Physician/surgeon fees

10% coinsurance

50% coinsurance

None

$35/office visit; deductible

Preauthorization may be required; see your

If you are pregnant

Childbirth/delivery professional
services

10% coinsurance

50% coinsurance

: : does not apply; I benefit booklet* for details.

I; ga(:tt;]ng:ﬁ arc;:'::jl CHERIET e 10% coinsurance for other S Bl Virtual visits: $35/visit; deductible does not
health, or substance outpatient services apply. See your benefit booklet™ for details.
abuse services Preauthorization may be required. $250 In-

Inpatient services 10% coinsurance 50% coinsurance Network /$250 Out-of-Network deductible per

admission.
- 35 PCP/$60 SPCvisit; : Copayment applies to the first prenatal visit
Ofiice yisits gedu_ctible$does not apply 50% coinsurance (per pregnanc?yg. P

Cost sharing does not apply for preventive
services. Depending on the type of services, a

copayment, coinsurance, or deductible may
apply. Maternity care may include tests and
service described elsewhere in the SBC (i.e.
ultrasound).

Childbirth/delivery facility
services

10% coinsurance

50% coinsurance

$250 In-Network / $250 Out-of-Network
deductible per admission.

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association (herein called BCBSIL)
SBC IL Non-HMO LG - 2026
*For more information about limitations and exceptions, see the plan or policy document at
https://policy-srv.box.com/s/2vvyipi7g2hwtbrov6gj19n7zm8gheiy.
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Common Medical Event

Services You May Need

What You Will Pay

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

Home health care

(You will pay the least)

10% coinsurance

(You will pay the most)

50% coinsurance

Preauthorization may be required; see your
benefit booklet* for details.

Rehabilitation services

10% coinsurance

50% coinsurance

Preauthorization may be required; see your

Habilitation services

10% coinsurance

50% coinsurance

benefit booklet* for details.

Skilled nursing care

10% coinsurance

50% coinsurance

Preauthorization may be required.
$250 In-Network / $250 Out-of-Network
deductible per admission.

If you need help
recovering or have other|
special health needs

Durable medical equipment

10% coinsurance

50% coinsurance

Benefits are limited to items used to serve a
medical purpose. Durable Medical Equipment
benefits are provided for both purchase and
rental equipment (up to the purchase price).
Preauthorization may be required; see your
benefit booklet* for details.

Hospice services

10% coinsurance

50% coinsurance

$250 In-Network / $250 Out-of-Network
deductible per admission.

Preauthorization may be required; see your
benefit booklet* for details.

If your child needs
dental or eye care

- , No Charge; No Charge;
Children’s eye exam deductible does notapply |deductible does notapply | None

: , No Charge; No Charge;
Children’s glasses deductible does not apply |deductible does not apply $125 allowance every 24 months.
Children’s dental check-up Not Covered Not Covered None

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association (herein called BCBSIL)
SBC IL Non-HMO LG - 2026
*For more information about limitations and exceptions, see the plan or policy document at
https://policy-srv.box.com/s/2vvyipi7g2hwtbrov6aj19n7zm8gheiy.
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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 Acupuncture
e Dental care

Long-term care

Weight loss programs

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

Bariatric surgery

Chiropractic care (Chiropractic and Osteopathic
manipulation limited to 20 visits per calendar
year)

o Cosmetic surgery (only for correcting congenital
deformities or conditions resulting from
accidental injuries, scars, tumors, or diseases)

e Hearing aids (1 per ear every 24 months)

Infertility treatment (4 invitro attempt maximum
with special approval up to 6 per benefit period)
Most coverage provided outside the United
States. See www.bcbsil.com

Non-emergency care when traveling outside the
us.

Private-duty nursing (unlimited visits per year)
Routine eye care

Routine foot care (only in connection with
diabetes)

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association (herein called BCBSIL)

SBC IL Non-HMO LG -2026
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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: For group health coverage contact the plan Blue Cross and Blue Shield of lllinois at 1-800-458-6024 or visit www.bcbsil.com. For group health coverage
subjectto ERISA contact the U.S. Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.
For non-federal governmental group health plans, contact Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at
1-877-267-2323 x61565 or www.cciio.cms.gov. Church plans are not covered by the Federal COBRA continuation coverage rules. If the coverage is insured,
individuals should contact their State insurance regulator regarding their possible rights to continuation coverage under State law. 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 expianation of benefits you will receive for that medical claim. Your plan documents also
provide complete information 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: For group health coverage subject to ERISA: Blue Cross and Blue Shield of llinois at 1-800-458-6024 or visit www.bcbsil.com, or contact the U.S.
Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or visit www.dol.gov/ebsa/healthreform. Additionally, a consumer
assistance program can help you file your appeal. Contact the lllinois Department of Insurance at 1-877-527-9431 or visit http://insurance.illinois.gov.

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 1-800-458-6024.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-458-6024.
Chinese (P X): IR FE P XHE B, 15LITX NS5 1-800-458-6024.

Navajo (Dine): Dinek'ehgo shika atohwol ninisingo, kwiijigo holne' 1-800-458-6024.

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

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
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About these Coverage Examples:

W

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-

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

hospital delivery)

B The plan’s overall deductible $1,500
B Specialist copayment $60
M Hospital (facility) coinsurance 10%
B Other coinsurance 10%

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)

controlled condition)

B The plan’s overall deductible $1,500
B Specialist copayment $60
M Hospital (facility) coinsurance 10%
B Other coinsurance 10%

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)

B The plan’s overall deductible $1,500
B Specialist copayment $60
M Hospital (facility) coinsurance 10%
B Other coinsurance 10%

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 $12,700
In this example, Peg would pay:
Cost sharing

Deductibles* $1,750
Copayments $40
Coinsurance $700

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $2,550

Total Example Cost | $5,600 Total Example Cost | $2,800
In this example, Joe would pay: In this example, Mia would pay:
Cost sharing Cost sharing

Deductibles $900 Deductibles $1,500
Copayments $1,000 Copayments $400
Coinsurance $0 Coinsurance $20

What isn’t covered What isn’t covered
Limits or exclusions $20 Limits or exclusions $0
The total Joe would pay is $1,920 The total Mia would pay is $1,920

*Note: This plan has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?” row above.

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

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association (herein called BCBSIL)

SBC IL Non-HMO LG -2026
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BlueCross BlueShield of lllinois

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company

Non-Discrimination Notice

Health Care Coverage Is Important For Everyone

We do not discriminate on the basis of race, color, national origin (including limited English
knowledge and first language), age, disability, or sex (as understood in the applicable
regulation). We provide people with disabilities with reasonable modifications and free
communication aids to allow for effective communication with us. We also provide free
language assistance services to people whose first language is not English.

To receive reasonable modifications, communication aids or language assistance free of
charge, please call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way,
you can file a grievance with:

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)

Attn: Office of Civil Rights Coordinator ~ TTY/TDD: 855-661-6965

300 E. Randolph St., 35th Floor Fax: 855-661-6960

Chicago, IL 60601 Email: civilrightscoordinator@bcbsil.com

You can file a grievance by mail, fax or email. If you need help filing a grievance, please call the
toll-free phone number listed on the back of your ID card (TTY: 711).

You may file a civil rights complaint with the US Department of Health and Human Services,
Office for Civil Rights, at:

US Dept of Health & Human Services Phone: 800-368-1019

200 Independence Avenue SW TTY/TDD: 800-537-7697

Room 509F, HHH Building Complaint Portal:

Washington, DC 20201 ocrportal.hhs.gov/ocr/smartscreen/main.jsf

Complaint Forms:
hhs.gov/civil-rights/filing-a-complaint/index.html

This notice is available on our website at bcbsil.com/legal-and-privacy/non-discrimination-notice

ATTENTION: If you speak another language, free language assistance services are available to you.
Appropriate auxiliary aids and services to provide information in accessible formats are also available
free of charge. Call 855-710-6984 (TTY: 711) or speak to your provider.

) ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia

Espaficl linglistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares

Spanish apropiados para proporcicnar informacién en formatos accesibles. Llame al 855-710-

6984 (TTY: 711) o hable con su proveedor.

] et gt Al Ciledd g Baelie Jiluy 855 LeS Aplaadt 4y allt sacloadl Cleas ol 3 4010 g palt Al Conats CiS 1Y) Ay
o 0 e Gl e el Jpm g (S ity e bl

Arabic Faaal aie Y as3  (TTY: 711) 855-710-6984

bcbsil.com IL1557_ENG_20250410

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association



BlueCross BlueShield of lllinois

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company

. R MRS, RS BRI G S RS . R S B B g LA
Chinese HF%%, DL RS AR 2 B, 8 855-710-6984 (SCARHIE: 711) BUEREAIR FE M
5] o
_ ATTENTION : Si vous parlez Frangais, des services d'assistance linguistique gratuits sont a votre
Frangais disposition. Des aides et services auxiliaires appropriés pour fournir des informations dans des formats
French accessibles sont également disponibles gratuitement. Appelez le 855-710-6984 (TTY : 711) ou parlez
a votre fournisseur.
ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose Sprachassistenzdienste zur
Deutsch Verfligung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in
German barrierefreien Formaten stehen ebenfalls kostenlos zur Verfligung. Rufen Sie 855-710-6984 (TTY:
711) an oder sprechen Sie mit Ihrem Provider.
S 2dlot U % AR 922Ul Gl el 8l ol Hg et elntSlad Usldl Al dHIRLHER GuEeu .
Euiarat 2|02y A(EJIA] usl2 uol AsAR e sz UL 1B Ayl ws au mizoll Qeudl wjl (Aot e
] GUAe B, 855-710-6984 (TTY: 711) UR Sl 53 AUl AHLRL YELL AU el 52U
5 oM &: 1S 31y g aerd 8, T 3o g Figees WS HaraaT Hary Suetsy gl 3 | gers WRef
i B TSR TEH B3 & [T Sugad ggme wied ok Sart o Fgew Suasy §1855-710-6984
(TTY: 711) R BId P2 TT 307 WaTd] I a9 B
ltaliano ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica gratuiti. Sono inoltre
Itali disponibili gratuitamente ausili e servizi ausiliari adeguati per fornire informazioni in formati accessibili.
talian Chiama I'855-710-6984 (tty: 711) o parla con il tuo fornitore.
5t 0 Fo|: ot=0 E MEStA = 49 7= A0 X2 MH|A5 0| 25Hd == /UHLICt 0|2 7ttt
o Hho2 HEE NRsE MES 2x 7|7 U NHAE D22 K3 855-710-
orean 6984(TTY: 711) 12 2 MBS A LE MH|A K|S X 0 22lstAAI2,
SHCQOH: Diné bee yanitti‘gogo, saad bee and’awo’ bee aka’anida’awo’it’aa jiik’'eh
Diné na holg. Bee ahit hane’go bee nida’anishi t'aa akodaat’éhigii doo bee
) aka'anida’'wo’i ako bee baa hane’l bee hadadilyaa bich’|" ahoot'i"igii éi t'aa jiik'eh
Navajo hélg. Kohjj’ 855-710-6984 (TTY: 711) hodiilnih doodago nika’analwo’l bich’j’
hanidziih.
s Gy Gleds 5 S fuamen 315 )18 L (uiend 10 OBGL (U5 Glelsy ladd (el s Cumnpn (5018 5 4 g5
) @ 1odls) 855-710-6984 o)lak b il 2 33790 OBl Jabds e s (b1 LB 53 Oledhol a5l (Sl amslis
Farsi S s 295 0Bk b b S eled (711
Polski UWAGA: Osoby mowigce po polsku mogg skorzystaé z bezptatnej pomocy jezykowej. Dodatkowe
polish pomoce i ustugi zapewniajace informacje w dostepnych formatach sg rowniez dostepne bezptatnie.
olIs Zadzwon pod numer 855-710-6984 (TTY: 711) lub porozmawiaj ze swoim dostawcg.

. BHUMAHMWE: Ecnn BBl rOBOPWTE Ha PYCCKMIA, Bam AOCTYMHEI BecnaaTHLIEe YCAYTM A3blKOBOW NOALEPKKNA.
PYCCKHM CooTBETCTBYIOLME BCIOMOraTebHEIE CPeACTBa M YCAYTM MO NpeaocTasaeHnio uHdopmaLun B
Russian AOCTYNMHBIX PopmMaTax TakxKe npegocTasaatotes becnnaTtHo. MNo3soHWTE No TenedoHy 855-710-6984

(TTY: 711) unn o6paTTeCh K CBOEMY NMOCTABLLMKY YCAYT.
PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika.
Tagalog Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang magbigay ng
Tagalog impormasyoen sa mga naa-access na format. Tumawag sa 855-710-6984 (TTY: 711) o makipag-usap
sa iyong provider.
iy Slaghas (o eten® Gl LU -y ol wlids §ode cde § 0L W & 0T 35 cum e sl 0T 8 1000 da g
2L S JE o (711:TTY) 855-710-6984 Ly ol Cadn Lo walods g1 alial Oglas Cewlis o § 3,5 0yl
Urdu uf;sabdowﬁfb—g
3 LUU Y: Néu ban néi tiéng Viét, chung téi cung cdp mién phi cac dich vu hé tro ngén ngr.
Viet Cac ho tro dich vu phu hgp dé cung cap théng tin theo cac dinh dang dé tiep can cling dwoc
Viethamese | cung cap mien phi. Vui long goi theo so 855-710-6984 (Ngudi khuyét tat: 711) hodc trao doi
v&i nguwdi cung cap dich vu cla ban.
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