Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2024 - 12/31/2024
VIVA HEALTH: UAB Medicine Enterprise Coverage for: Subscriber and Family | Plan Type: HMO

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, visit www.vivahealth.com/Group/Login. 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 1-800-294-7780 to request a copy.

What is the overall $0 See the Common Medical Events chart below for your costs for

deductible? services this plan covers.

Are there services covered You don't have to meet deductibles for specific services, but see the

before you meet your Yes. Common Medical Events chart below for other costs for services this

deductible? plan covers.

Are the_re other e Yes. $150/individual or $300/family for prescription drug You must pay all of the costs for these services up to the specific

deductibles for specific o : ) ) ) ,
coverage. There are no other specific deductibles. deductible amount before this plan begins to pay for these services.

services?

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.

For medical/mental health: $7,350/individual or $14,700/family.
For specialty drugs: $2,000/individual per calendar year. For
maternity hospitalization: $1,500 per calendar year.

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

Premiums, balance-billed charges, health care this plan doesn'’t
cover, and out-of-network expenses for non-emergency and
non-urgent services. Certain specialty drugs are considered
non-essential health benefits and are not applied to the out-of-
pocket limit. The cost of these drugs (reimbursed by the
manufacturer at no cost to you) will not be applied toward
satisfying your out-of-pocket limit.

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

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

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.

Will you pay less if you use | Yes. See www.myvivaprovider.com or call 1-800-294-7780 for
a network provider? a list of network providers.

Do you need a referral to
see a specialist?

UAB Medicine Enterprise OMB Control Numbers 1545-0047, 1210-0147, and 0938-1146 1of7
SBC_2024R| 07/2024

No. You can see the specialist you choose without a referral.
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“ 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

What You Will Pay

Network Provider
(You will pay the least)

Out-of-Network

Provider

(You will pay the

Limitations, Exceptions, & Other Important Information

. . $30 copay/visit at UAB;
FUGELY; care V'S't. - $40 copay/visit outside Not covered none
treat an injury or iliness UAB
- , OB/GYN: No charge for visit at UAB and $60 copay per visit outside
If vou visit a health e $30 @p_ay/v[s[t at UAB’ UAB. Chiropractor: $30 copay per visit. Medical Nutritionist
y . Specialist visit $40 copay/visit outside Not covered o _— . e
care provider’s UAB counseling limited to 6 visits per Calendar Year with a Nutritionist or
office or clinic Registered Dietitian.
Preventive Limited to services recommended by federal preventive guidelines.
carelscreening/ No charge Not covered You may have to pay for services that aren’t preventive. Ask your
mumg g provider if the services needed are preventive. Then check what your
plan will pay for.
Office visit for facility copay may apply. Covered genetic testing
Diagnostic test (x-ray, No charge Not covered subjec_t to .204’ coinsurance and requires prior authonzgtlon. If prior
blood work) authorization is not obtained, no charges for those services will be
covered by the plan.
Certain imaging tests require prior authorization for plan to pay for
them. Out-of-pocket limit for CT, PET, and MRl is $1,200 per
calendar year. If prior authorization is not obtained, no charges for
those services will be covered by the plan.
If you have a test For CT, PET, MRl, $100/
test at UAB, Medical
Imaging (CT/PET West, or Children’s Not covered
scans, MRIs) Hospital and $400/test at

other providers; For other
tests, $150/test

* For more information about limitations and exceptions, see the plan or policy document at www.vivahealth.com/Group/Login .
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Out-of-Network
Network Provider Provider Limitations, Exceptions, & Other Important Information
(You will pay the least) | (You will pay the
most)

Common Services You May

Medical Event Need

Covers up to a 30-day supply (retail); 90-day supply (mail order). No
charge for generic oral contraceptive drugs. Deductible applies to all
drugs except for generic and select brand oral contraceptives and
other preventive drugs required by the Affordable Care Act.
Deductible must be satisfied before copays apply. Weight loss drugs
subject to 20% coinsurance except when prescribed for diabetes.

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

$15 copay/prescription
Generic drugs (retail); $30 copay/ Not covered
prescription (mail order)
If you need drugs
to treat your iliness
or condition

e $45 copay/prescription generic is available, you pay the difference between the generic and
about prescription Preferred brand drugs (retail); $113 copay/ Not covered brand price, plus the copay. Deductible must be satisfied before
prescription (mail order) copays apply. Weight loss drugs subject to 20% coinsurance except

drug coverage is
available at

www.vivahealth.com

when prescribed for diabetes.

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

$70 copay/prescription generic is available, you pay the difference between the generic and

(retail); $175 copay/ brand price, plus the copay. Deductible must be satisfied before
prescription (mail order) copays apply. Weight loss drugs subject to 20% coinsurance except
when prescribed for diabetes.
Requires prior authorization for plan to pay for drugs. Call 1-800-803-
2523. If prior authorization is not obtained, no charges for those
services will be covered by the plan. Deductible must be satisfied
before coinsurance applies. Out-of-pocket limit for specialty drugs is
$2,000 per individual per calendar year. Coinsurance for certain
specialty drugs may vary and be set to the maximum of any available
manufacturer-funded copay assistance programs. Benefits for some
specialty drugs will be coordinated through the SaveOn program.
Please see “Important Questions” regarding the plan’s out-of-pocket
limit.
Requires prior authorization for plan to pay. For OB/GYN outpatient
surgery, no facility or physician charge at UAB and $250 facility copay
and $150 physician copay outside UAB. If prior authorization is not
If you have obtained, no charges for those services will be covered by the plan.
outpatient surgery Requires prior authorization for plan to pay. For OB/GYN outpatient

Non-preferred brand Not covered

drugs

Specialty drugs 20% coinsurance Not covered

Facility fee (e.g.,
ambulatory surgery $150 copay/service Not covered
center)

Physician/surgeon surgery, no facility or physician charge at UAB and $250 facility copay
fees MO G NISERTEE and $150 physician copay outside UAB. If prior authorization is not

obtained, no charges for those services will be covered by the plan.

* For more information about limitations and exceptions, see the plan or policy document at www.vivahealth.com/Group/Login . 30f7
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What You Will Pa
Out-of-Network
Network Provider Provider Limitations, Exceptions, & Other Important Information

Common Services You May

Medical Event Need (You will pay the least) | (You will pay the

most)

Limited to emergency medical conditions. Follow-up care is not
covered. See plan documents for more information.

Emergency room care $100 copay/visit $100 copay/visit

Emergency medical

If you need transportation 20% coinsurance 20% coinsurance | Limited to transportation to a hospital.

immediate medical {ansporaton o , . ,

attention $30 copay/visit at UAB: $40 copay/visit Coverage from nqn-partlmpatmg prpwderg is ||m|tec_i to.care outside the
Urdent care $40 _p_yco avivisit outside (ur_uent care VIVA HEALTH service area and requires prior authorization or a referral
Sl UAB (_Uur ent care center) —q—center) from a participating provider. If prior authorization or a referral is not

Sl obtained, no charges for those services will be covered by the plan.

Facility f $250 Jadmission: 1 c0\f[efred Requires prior authorization for plan to pay for admission except for
hgglplitgl f:o(;')g" No%‘;_?éeaams/\slgon’ eeégipen(c);r emergency medical conditions. If prior authorization is not obtained,

If you have a ElRIgenty no charges for those services will be covered by the plan.

medical conditions

hospital stay Not covered except| Requires prior authorization for plan to pay for admission except for

]Ic:’hysmlan/surgeon No charge for emergency | emergency medical conditions. If prior authorization is not obtained,
ees . ™ . :
medical conditions | no charges for those services will be covered by the plan.
Partial Hospitalization and Intensive Outpatient Program services
. , . require prior authorization for plan to pay for admission. If prior
Hiyoulneed m_ental SRl e $30 copay/visit NeBERTEIE: authorization is not obtained, no charges for those services will be
health, behavioral
covered by the plan.
health, or
Not covered , , o .y ,
substance abuse o Requires prior authorization for plan to pay for admission. If prior
! . : $250 copay/admission; except for T . . ,
services Inpatient services authorization is not obtained, no charges for those services will be
No charge at UAB emergency
. ” covered by the plan.
medical conditions
Office visits $l1\lioc_u?1(;r3e/gflﬂlvzlgy ! Not covered No coverage for surrogate pregnancy. Cost sharing does not apply
o . for preventive services. Maternity care may include tests and services
Childbirth/delivery . .
If you are pregnant . ) No charge Not covered described elsewhere in the SBC. See plan documents for more
professional services . . o . N
o : T information. Out-of-pocket limit for maternity hospitalization is $1,500
Childbirth/delivery $500 copay/admission;
” . Not covered per calendar year.
facility services No charge at UAB
Requires prior authorization for plan to pay for care. Limited to 60
If you need help Home health care No charge Not covered visits per calendar year. If prior authorization is not obtained, no
recovering or have charges for those services will be covered by the plan.
other special health Requires prior authorization for plan to pay for therapy. If prior
needs Rehabilitation services $30 copay/visit Not covered authorization is not obtained, no charges for those services will be

covered by the plan.
* For more information about limitations and exceptions, see the plan or policy document at www.vivahealth.com/Group/Login . 40f 7
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Common Services You May Out-of-Network

Network Provider Provider Limitations, Exceptions, & Other Important Information
(You will pay the least) | (You will pay the
most)

Medical Event Need

Requires prior authorization for plan to pay for therapy. If prior
Habilitation services $30 copay/visit Not covered authorization is not obtained, no charges for those services will be
covered by the plan.

Requires prior authorization for plan to pay for care. Limited to 100
Skilled nursing care No charge Not covered days per lifetime. If prior authorization is not obtained, no charges for
those services will be covered by the plan.

Requires prior authorization for plan to pay for service. If prior
20% coinsurance Not covered authorization is not obtained, no charges for those services will be
covered by the plan.

Durable medical
equipment

Requires prior authorization for plan to pay for service. Limited to 180
Hospice services No charge Not covered days per lifetime. If prior authorization is not obtained, no charges for
those services will be covered by the plan.

Limited to one routine visit per calendar year and medically necessary

Children’s eye exam $30 copay/visit Not covered L . -
If vour child needs visits for illness or injury.
y Children’s glasses Not covered Not covered Excluded service.
dental or eye care . ,
Children’s dental .
Not covered Not covered Excluded service.
check-up

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 (Adult and Child) e Non-emergency care when traveling outside the U.S.
o Cosmetic surgery (except reconstructive surgery e Hearing aids e Private-duty nursing
necessary to repair a functional disorder from e Long-term care e Weight loss programs

disease, injury, or congenital anomaly)

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
o Bariatric Surgery o Infertility treatment ¢ Routine foot care (Diabetics only)
e Chiropractic care e Routine eye care

* For more information about limitations and exceptions, see the plan or policy document at www.vivahealth.com/Group/Login . 5o0f 7
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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: Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform or Department of Health
and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. 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 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; VIVA HEALTH at 1-800-294-7780 or the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform.

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 1-800-294-7780 (TTY: 711).

Chinese (FXX): INRFEHRXHIEERN, 15 ILITIXA 514 1-800-294-7780 (TTY: 711).

’ 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 www.vivahealth.com/Group/Login . 6 of 7
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About these Coverage Examples:

i i

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
hospital delivery)

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

M The plan’s overall deductible $0
B Specialist copayment $30
W Hospital (facility) copayment $0
W Other cost-sharing $0

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)

B The plan’s overall deductible $0
B Specialist copayment $30
® Hospital (facility) copayment $250
B Other coinsurance 20%

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)

up care)
M The plan’s overall deductible $0
B Specialist copayment $30
W Hospital (facility) copayment $250
M Other cost-sharing 20%/$100

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  Total Example Cost $5,600  Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $10 Deductibles $150 Deductibles $10
Copayments $0 Copayments $1,000 Copayments $400
Coinsurance $0 Coinsurance $0 Coinsurance $200
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $70 The total Joe would pay is $1,170 The total Mia would pay is $610
Note: These numbers assume the patient received services from UAB Hospital. If you receive services from a different hospital, your costs may be higher.
The plan would be responsible for the other costs of these EXAMPLE covered services. 7of7
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-:_:-VIVA HEALTH

NONDISCRIMINATION AND LANGUAGE ACCESSIBILITY NOTICE

Nondiscrimination Notice:

ViIvA HEALTH complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability,
or sex. VIVA HEALTH does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

VIVA HEALTH:
e Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats)
e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact VIVA HEALTH’s Civil Rights Coordinator.

If you believe that VIVA HEALTH has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age,
disability, or sex, you can file a grievance with VivaA HEALTH’s Civil Rights Coordinator:

Address: 417 20™ Street North, Suite 1100
Birmingham, AL, 35203

Phone: 1-800-294-7780, (TTY: 711)

Fax: 205-449-7626

Email: VIVACIvilRightsCoord@uabmc.edu

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, Viva HEALTH’s Civil Rights Coordinator is available
to help you. You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights electronically
through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201
1-800-368-1019, TDD: 1-800-537-7697

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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Grievance Procedure:

It is the policy of VIVA HEALTH not to discriminate on the basis of race, color, national origin, sex, age or disability. VivA HEALTH has adopted an
internal grievance procedure providing for prompt and equitable resolution of complaints alleging any action prohibited by Section 1557 of the
Affordable Care Act (42 U.S.C. § 18116) and its implementing regulations at 45 CFR part 92, issued by the U.S. Department of Health and Human
Services. Section 1557 prohibits discrimination on the basis of race, color, national origin, sex, age or disability in certain health programs and
activities. Section 1557 and its implementing regulations may be examined in the office of VivaA HEALTH’s Civil Rights Coordinator:

Address: 417 20" Street North, Suite 1100

Phone:
Fax:
Email:

Birmingham, AL, 35203
1-800-294-7780, (TTY: 711)
205-449-7626
VIVACIvilRightsCoord@uabmc.edu

VIVA HEALTH’s Civil Right Coordinator has been designated to coordinate the efforts of Viva HEALTH to comply with Section 1557.

Any person who believes someone has been subjected to discrimination on the basis of race, color, national origin, sex, age or disability may file a
grievance under this procedure. It is against the law for VIvA HEALTH to retaliate against anyone who opposes discrimination, files a grievance, or
participates in the investigation of a grievance.

Procedure:

Grievances must be submitted to the Civil Rights Coordinator within 60 days of the date the person filing the grievance becomes aware of the
alleged discriminatory action.

A complaint must be in writing, containing the name and address of the person filing it. The complaint must state the problem or action
alleged to be discriminatory and the remedy or relief sought.

The Civil Rights Coordinator shall conduct an investigation of the complaint. This investigation may be informal, but it will be thorough,
affording all interested persons an opportunity to submit evidence relevant to the complaint. The Civil Rights Coordinator will maintain the
files and records of VIVA HEALTH relating to such grievances. To the extent possible, and in accordance with applicable law, the Civil Rights
Coordinator will take appropriate steps to preserve the confidentiality of files and records relating to grievances and will share them only with
those who have a need to know.

The Civil Rights Coordinator will issue a written decision on the grievance, based on a preponderance of the evidence, no later than 30 days
after its filing, including a notice to the complainant of their right to pursue further administrative or legal remedies.

The person filing the grievance may appeal the decision of the Civil Rights Coordinator by writing to the Chief Administrative Officer within
15 days of receiving the Civil Rights Coordinator’s decision. The Chief Administrative Officer shall issue a written decision in response to
the appeal no later than 30 days after its filing.
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The availability and use of this grievance procedure does not prevent a person from pursuing other legal and administrative remedies, including
filing a complaint of discrimination on the basis of race, color, national origin, sex, age or disability in court or with the U.S. Department of
Health and Human Services, Office for Civil Rights. A person can file a complaint of discrimination electronically through the Office for Civil
Rights Complaint Portal, which is available at: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201
1-800-368-1019, TDD: 1-800-537-7697

Complaint forms are available at: http://www.hhs.gov/ocr/office/file/index.html. Such complaints must be filed within 180 days of the date of the
alleged discrimination.

VIvA HEALTH will make appropriate arrangements to ensure that individuals with disabilities and individuals with limited English proficiency are
provided auxiliary aids and services or language assistance services, respectively, if needed to participate in this grievance process. Such
arrangements may include, but are not limited to, providing qualified interpreters, providing taped cassettes of material for individuals with low
vision, or assuring a barrier-free location for the proceedings. The Civil Rights Coordinator will be responsible for such arrangements.

Lanquage Assistance Services:

Spanish
ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia linguistica. Llame al 1-800-294-7780 (TTY: 711).

Traditional Chinese

IR MREERARRTX, GRURBEEGHE

EBIRTS. FEEE 1-800-294-7780 (TTY :711).

i

FO: =0 E AMESAIE ES, 80 XI&E MEIASE 22 0| E6HA &= USLICH 1-800-294-7780 (TTY: 711)H 2 2 M 3toll = Al

Vietnamese
CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hd trg ngdn ngit mién phi danh cho ban. Goi sé 1-800-294-7780 (TTY: 711).

Arabic
(711 : TTY) 1-800-294-7780 a8 » Jasil | laally Gl i) 555 4, 52l 30 Lusall iladd (8 cAalll SO aan®i i€ 1) 1dks sala
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German
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Rufnummer: 1-800-294-7780
(TTY: 711).

French
ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-800-294-7780 (ATS: 711).

Guijarati
tllol: dN 9%Ac(l A B, ™l Asl2L AcBA (Aol YA MR HI2 GUAsH B . SIA 1-800-294-7780 (TTY : 711).

Tagalog
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-800-

294-7780 (TTY: 711).

Hindi
€1 & 39 TEET dlefdd §, A6 H1ST T Yt & YR & HeFd 31T & [T 3Ueletr §| @iel 1-800-294-7780 (TTY : 711)|

Laotian .
tU090: 11909 WIVCBMWITI 990, NIWOINIVFOBCTDAIVWIFI, LoeVicS e, ccivBwanlviion. ns 1-800-294-7780 (TTY: 711).

Russian
BHUMAHME: Ecau BbI roBOpHUTE Ha PYCCKOM SI3bIKE, TO BaM JIOCTYIHBI OecIulaTHbIe yclyru nepeBoja. 3sonute 1-800-294-7780 (teneraiin: 711).

Portugese
ATENCAO: Se fala portugués, encontram-se disponiveis servicos linguisticos, gratis. Ligue para 1-800-294-7780 (TTY: 711).

Turkish
DIKKAT: Eger Tiirkge konusuyor iseniz, dil yardimi hizmetlerinden {icretsiz olarak yararlanabilirsiniz. 1-800-294-7780 (TTY: 711) irtibat
numaralarini arayin.

Japanese
AEEE: HREZEINSEES. EHOESEXIEZ CHAWLEFET. 1-800-294-7780 (TTY: 711) £T. PEEFEICTITERKL
L.
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