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

VIVA HEALTH: Baptist Health

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

mportantQuestions | Answers | WhyThis Matters

What is the overall $0
deductible?

Are there services covered
before you meet your
deductible?

Are there other
deductibles for specific No.
services?

Yes.

:f‘"‘.at s the out-of-pocket | ¢4 00 gividual or $14,000/amily
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?

Yes. See www.myvivaprovider.com or call 1-800-
294-7780 for a list of network providers.

Will you pay less if you use
a network provider?

Do you need a referral to

e No.
see a specialist?

BaptistHealth_SBC_2026 | 10/2025
MONT/MON2

OMB Control Numbers 1545-0047, 1210-0147, and 0938-1146

See the Common Medical Events chart below for your costs for services this plan
covers.

You don't have to meet deductibles for specific services, but see the Common
Medical Events chart below for other costs for services this plan covers.

You don’t have to meet deductibles for specific 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.

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

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.

You can see the specialist you choose without a referral.
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M All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pa

Common . . Out-of-Network
Medical Event SR WLy L Network Provider Provider

You will pay the most

Limitations, Exceptions, & Other Important Information

(You will pay the least)

Primary care visit to treat

i s e s $40 copay/visit Not covered none

Chiropractic services are limited to 25 visits per calendar

If you visit a health | Specialist visit $50 copay/visit Not covered year. Medical Nutritionist counseling with a Nutritionist or
care provider’s Registered Dietitian limited to 6 visits per Calendar Year.
office or clinic . Limited to services recommended by federal preventive
Preventive o ) ,
, guidelines. You may have to pay for services that aren’t
care/screening/ No charge Not covered

preventive. Ask your provider if the services needed are
preventive. Then check what your plan will pay for.

Office visit or facility copay may apply. Covered genetic
testing subject to 20% coinsurance and requires prior

immunization

Diagnostic test (x-ray,

blood work) No charge Not covered authorization. If prior authorization is not obtained, no
charges for those services will be covered by the plan.
Ifyou have a test Certain diagnostic service imaging tests require prior
Imaging (CT/PET scans, authorization for plan to pay for them. If prior authorization
MRIs) $50 copay/test N TR is not obtained, no charges for those services will be
covered by the plan.
From Baptist Tower or
MCC Apothecary: 50%
coinsurance ($3 min/$15
max copay/ prescription
ifyounced d_r ugs per 30-day supply and $9
to treat your illness i) 845 /
or condition min $ 0 Max —UCSOZ
More information Tier 1 Drugs (generic prescnptllon per J.-day Covers up to a 90-day supply (retail and mail order). No
. o supply; From other Not covered . :
about prescription | drugs) participating pharmacy: charge for generic oral contraceptive drugs.
w S 75% coinsurance; $15
www.vivahealth.com min/ $25 max copay/
; ; prescription per 30-day
supply and $45 min/ $75
max copay/ prescription
per 90-day supply

* For more information about limitations and exceptions, see the plan or policy document at https://www.vivahealth.com/Group/Login/. 20f7
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What You Will Pa

Out-of-Network
Provider
You will pay the most

Common
Medical Event

Services You May Need

Network Provider Limitations, Exceptions, & Other Important Information

(You will pay the least)

From Baptist Tower or
MCC Apothecary: $50

copay/prescription per Covers up to a 90-day supply (retail and mail order). If
Tier 2 Drugs (preferred 30-day supply; From generic is available, you pay the difference between the
A Not covered : .
brand drugs) other participating generic and brand price, plus the copay. No charge for
pharmacy: $60 select brand contraceptive drugs.
copay/prescription per
30-day supply
From Baptist Tower or
MCC Apothepaw: $70 Covers up to a 30-day supply (retail). 90-day supply not
copay/prescription per : . .
. ) allowed. Mail order not allowed. If generic is available, you
Tier 3 Drugs (non- 30-day supply; From : : )
C Not covered pay the difference between the generic and brand price,
preferred brand drugs other participating .
, plus the copay. No charge for select brand contraceptive
pharmacy: $80 druas
copay/prescription per gs.
30-day supply
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.
$250 copay per Copays for certain Specialty Drugs may vary and be set to
Tier 4 Drugs (Specialt occurrence. No charge for the maximum of any available manufacturer-funded copay
Drugs) gs (opecialy chemotherapy support Not covered assistance programs. Benefits for some Specialty Drugs
e drugs at Montgomery will be coordinated through the SaveOn program. Specialty
Cancer Center. Drugs Humira, Enbrel, and Simlandi and their biosimilars
must be filled at the Baptist South Tower Pharmacy for
coverage. Please see “Important Questions” regarding the
plan’s out-of-pocket limit.
Facility fee (e.g., Requires prior authorization for plan to pay for outpatient
ambulatory surgery $100 copay/service Not covered surgery. If prior authorization is not obtained, no charges
If you have center) for those services will be covered by the plan.
AT SR Requires prior authorization for plan to pay for outpatient
Physician/surgeon fees No charge Not covered surgery. If prior authorization is not obtained, no charges
for those services will be covered by the plan.
If you need Emerqency room care $200 copayivisit $200 copay/visit Limited to emergency medical conditions. Follow-up care is

immediate medical

* For more information about limitations and exceptions, see the plan or policy document at https://www.vivahealth.com/Group/Login/.

not covered. See plan documents for more information.
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Common
Medical Event

Services You May Need

What You Will Pa

Network Provider

(You will pay the least)

Out-of-Network
Provider

You will pay the most

Limitations, Exceptions, & Other Important Information

attention

If you have a
hospital stay

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

If you 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 https://www.vivahealth.com/Group/Login/.

Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital
room)

Physician/surgeon fees

Outpatient services

Inpatient services

Office visits

Childbirth/delivery
professional services
Childbirth/delivery facility
services

Home health care

Rehabilitation services

20% coinsurance

$65 copay/visit

$350 copay/admission

No charge

$50 copay/visit

$350 copay/admission

$50 copay/delivery

No charge

$350 copay/admission

No charge

20% coinsurance

20% coinsurance
$65 copay/visit

Not covered except for
emergency medical
conditions

Not covered except for
emergency medical
conditions

Not covered

Not covered except for
emergency medical

Limited to transportation to a hospital.

Coverage from non-participating providers is limited to
urgently needed services at an urgent care facility.

Requires prior authorization for plan to pay for admission
except for emergency medical conditions. 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 admission
except for emergency medical conditions. If prior
authorization is not obtained, 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 authorization is not obtained, no charges
for those services will be covered by the plan.

Requires prior authorization for plan to pay for admission. If
prior authorization is not obtained, no charges for those

conditions
Not covered

Not covered

Not covered

Not covered

Not covered

services will be covered by the plan.

No coverage for dependent children except for preventive
prenatal care. No coverage for surrogate pregnancy. Cost
sharing does not apply for preventive services. Maternity
care may include tests and services described elsewhere
in the SBC. See plan documents for more information.

Requires prior authorization for plan to pay for care.
Limited to 60 visits per calendar year. 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 therapy.
Limited to 30 total outpatient visits per calendar year for
physical, occupational, and speech therapy for
rehabilitation and habilitation services combined (medical
diagnoses) and 60 inpatient days. If prior authorization is
not obtained, no charges for those services will be covered

by the plan.
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What You Will Pa

Common . . Out-of-Network
Medical Event | Scrvices YouMay Need | Network Provider Provider

You will pay the most

Limitations, Exceptions, & Other Important Information

(You will pay the least)

Requires prior authorization for plan to pay for therapy. If
prior authorization is not obtained, no charges for those
services will be covered by the plan. Limited to 30 total

Habilitation services 20% coinsurance Not covered . . .
outpatient visits per calendar year for physical,
occupational, and speech therapy (medical diagnoses)
combined with rehabilitation services.
Requires prior authorization for plan to pay for care.
&) AT Gt No charge Not covered L|m|t.ed to 100 days per lifetime. If prior aulthorlzatlon is not
obtained, no charges for those services will be covered by
the plan.
. Requires prior authorization for plan to pay for service. If
Durable medical o . TS )
cquibment 20% coinsurance Not covered prior autho.nzatlon is not obtained, no charges for those
equipment services will be covered by the plan.

Requires prior authorization for plan to pay for service.
Limited to 180 days per lifetime. If prior authorization is not

Hospice services No charge Not covered obtained, no charges for those services will be covered by
the plan.
Children’s eye exam $50 copay/visit Not covered Limited to one routhe visit per galendar year and medically
. copay. necessary visits for illness or injury.
If your child needs N :
Children’s glasses Not covered Not covered Excluded service.
Ll Children’s dental check-
up Not covered Not covered Excluded service.

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) ¢ Non-emergency care when traveling outside the
e Bariatric surgery e Hearing aids us.
o Cosmetic surgery (except reconstructive surgery o  Infertility treatment 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.)

e Chiropractic care o Routine eye care (Adult) o Routine foot care (Diabetics only)

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

* For more information about limitations and exceptions, see the plan or policy document at https://www.vivahealth.com/Group/Login/. 50f 7
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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 (A X): INRFEFXHIERY, HILITIXA~ 515 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 https://www.vivahealth.com/Group/Login/. 6 of 7
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About these Coverage Examples:

u
L :

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

hospital delivery)

M The plan’s overall deductible $0
M Specialist copayment $50
W Hospital (facility) copayment $350
M 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)

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

Deductibles $0

Copayments $400

Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $460

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

controlled condition)

M The plan’s overall deductible $0
M Specialist copayment $50
W Hospital (facility) copayment $350
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)

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

Deductibles $0

Copayments $1,200

Coinsurance $0

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $1,220

up care)
M The plan’s overall deductible $0
B Specialist copayment $50
W Hospital (facility) copayment $350
M Other cost-sharing 20%/$200

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

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

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copayments $400
Coinsurance $300
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $700
7of7
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NONDISCRIMINATION AND LANGUAGE ACCESSIBILITY NOTICE

Nondiscrimination Notice:

Discrimination is Against the Law

VIVA HEALTH complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age,
disability, or sex (including sex characteristics, including intersex traits; pregnancy or related conditions; sexual orientation; gender identity, and
sex stereotypes). VIVA HEALTH does not exclude people or treat them less favorably because of race, color, national origin, age, disability, or sex.

VIVA HEALTH:
e Provides people with disabilities reasonable modifications and free appropriate auxiliary aids and services 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)

o 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 reasonable modifications, appropriate auxiliary aids and services, or language assistance services, contact VIVA HEALTH’S Section
1557 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: VIvVA HEALTH’S Section 1557 Coordinator, 417 20" Street North, Suite 1100, Birmingham,
AL, 35203, 1-800-294-7780, TTY: 711, VIVACIivilRightsCoord@uabmc.edu. You can file a grievance by mail, fax, or email. If you need help

filing a grievance, VIVA HEALTH’S Section 1557 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

Toll-free at: 1-800-368-1019; TDD: 1-800-537-7697
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Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Language access, effective communication, reasonable modification, and non-discrimination policies and procedures are available at all Viva
HEALTH offices and at vivahealth.com.

Discrimination Grievance Procedure (under Section 1557 of the Affordable Care Act):

In accordance with Section 1557 of the Affordable Care Act (Section 1557), it is the policy of VIVA HEALTH to not discriminate on the basis of
race, color, national origin (including limited English proficiency and primary language), age, disability, or sex (including sex characteristics,
including intersex traits; pregnancy or related conditions; sexual orientation; gender identity, and sex stereotypes).

This is the grievance procedure for providing prompt and equitable resolution of complaints alleging any action prohibited by Section 1557 and its
implementing regulations at 45 C.F.R. Part 92, issued by the U.S. Department of Health and Human Services. Section 1557 and its implementing
regulations may be examined at https://www.federalregister.gov/documents/2024/05/06/2024-08711/nondiscrimination-in-health-programs-and-
activities.

Any person who believes that VIVA HEALTH subjected someone to discrimination prohibited by Section 1557 may file a grievance under this
procedure.

It is against the law for VIVA HEALTH to intimidate, threaten, coerce, retaliate, or otherwise discriminate against anyone who files a grievance, or
participates in the investigation of a grievance for the purpose of interfering with any right or privilege secured by Section 1557. Section 1557 and
its implementing regulations may be examined in the office of VIVA HEALTH’s Section 1557 Coordinator at 417 20" Street North, Suite 1100,
Birmingham, AL, 35203.

Procedure:
e Grievances must be submitted to the Section 1557 Coordinator within 60 days of the date the person filing the grievance becomes aware
of the alleged discriminatory action.
e Grievances must be submitted in writing to:

ATTN: VIVA HEALTH Section 1557 Coordinator
417 20" Street North, Suite 1100
Birmingham, AL 35203, or

(by fax or email): 205-449-7626, or VIVACivilRightsCoord@uabmc.edu
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e A grievance should contain the name and contact information of the person filing it as well as the alleged discriminatory action and
alleged basis (or bases) of discrimination, the date the grievance was filed, and any other pertinent information.

e When a grievance includes allegations that would violate Section 1557, the Section 1557 Coordinator (or their designee, if applicable)
shall investigate the grievance. This investigation may be informal, but it will be thorough, affording all interested persons an opportunity
to submit evidence relevant to the grievance.

e VIVA HEALTH shall inform an individual that they have a right to reasonable modifications in the grievance procedure if needed.

e The Section 1557 Coordinator must keep confidential the identity of an individual who has filed a grievance under this part except as
required by law or to carry out the purposes of this part, including the conduct on any investigation, including to investigate the grievance.

e VIVAHEALTH will issue to the person who filed the grievance a written decision on the grievance no later than 30 days after the date VIVA
HEALTH receives the grievance. The decision shall include the resolution date and a notice to the complainant of their right to pursue
further administrative or legal remedies.

e VIVA HEALTH will maintain the files and records relating to such grievances for at least three years from the date VIVA HEALTH resolves
the grievance.

The person filing the grievance may appeal the written decision by writing to the Chief Administrative Officer within 15 days of the date of the
notification of the decision. The Chief Administrative Officer shall issue a written decision in response to the appeal no later than 30 days after
VIVA HEALTH receives the appeal.

VIVA HEALTH, through the Section 1557 Coordinator, will make appropriate arrangements to ensure that individuals with disabilities and
individuals with limited English proficiency are provided reasonable modifications, appropriate 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 these
services in a timely manner and without cost to individuals being served to ensure that individuals have an equal opportunity to participate in the
grievance process.

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

Toll free at: 1-800-368-1019; TDD: 1-800-537-7697
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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.

Notice of Availability of Language Assistance Services and Auxiliary Aids and Services:

English (English)
ATTENTION: If you speak English, 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 1-800-294-7780 (TTY: 711) or speak to your provider.

Espariol (Spanish)

ATENCION: Si habla espafiol (Spanish), tiene a su disposicion servicios gratuitos de asistencia lingiiistica. También estan disponibles de forma
gratuita ayuda y servicios auxiliares apropiados para proporcionar informacion en formatos accesibles. Llame al 1-800-294-7780 (TTY: 711) o
hable con su proveedor.

A3 (Traditional Chinese)
VER . IR TS (Chinese), ?*/:ﬁﬁTWéﬂﬂmﬁitﬁaﬁ’mmfmﬁbﬁﬁa‘%o W A] DL A B Pt 5 B B T R B AR, DL R RgE AR AR it s
#M. EHEEE 1-800-294-7780 (TTY : 711) mREAZR AL 5.

B3 (Simplified Chinese)
VERE: WRER A (Chinese), FATE 3 NERMIUE S hBIRS . BATIE R RIRILE L 4B TEARS, ARG H IR S
o U 1-800-294-7780 (SCAHLTE: 711) BUEWIIE AR SSHE 1L

= 0] (Korean)
F=9|: ot=0f (Korean) E AFE3StA|l= B2 B & Q10| X| @ MH|AE 0|85t 4= JUSLICL O| & 7tstt HACE HEE MSot=
MEstEX 7|7 Y MHAE 222 XS E LICH 1-800-294-7780(TTY: 711)H O 2 MSISIHLE MH|A M-S M 0 2[5 AL,

Viét (Vietnamese)

LUU Y: Néu ban noi tiéng Viét (Vletnamese) ching tdi cung cap mién phi cac dich vu hd tro ngdn ngir. Cac hd tro dich vu phu hop dé cung cap
thong tin theo céc dinh dang d& tiép can ciing dugc cung cip mién phi. Vui 10ng goi theo sb 1-800-294-7780 (Ngudi khuyét tat: 711) hodc trao doi
v6i nguoi cung cap dich vu cua ban.
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4 2l (Arabic)

Ll J a5l Sy iy ol sheall b il dplie cladd g Baclise il s i 55 LS Alaall 4 galll sacLisal) cilana @l giiud Arabic( A _ad) Al caanss i€ 1) rag
Aaadll asia ) Gt o (TTY: 711) 1-800-294-7780 48 e Jail Ulaa

Deutsch (German)

ACHTUNG: Wenn Sie Deutsch (German) sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur Verfugung. Entsprechende Hilfsmittel
und Dienste zur Bereitstellung von Informationen in barrierefreien Formaten stehen ebenfalls kostenlos zur Verfligung. Rufen Sie 1-800-294-7780
(TTY: 711) an oder sprechen Sie mit Ihrem Provider.

Francais_(French)

ATTENTION : Si vous parlez Frangais (French), des services d'assistance linguistique gratuits sont & votre disposition. Des aides et services
auxiliaires appropriés pour fournir des informations dans des formats accessibles sont également disponibles gratuitement. Appelez le 1-800-294-
7780 (TTY : 711) ou parlez a votre fournisseur.

1%l (Gujarati)
e o W [U]: %] dN 21l (Gujarati) Hlddll €] dl Usd HINISIY ASUdL M) dHIRLHIR GUany 8. ALY HI[53EI] ASId o

A sA e steui Hiledl Yl uisdl Hidsl Al uel (deil Y& GUaoy 8. 1-800-294-7780 (TTY: 711) U 516 53] M&dl dHIR1L Ueldl
112 did 52

Tagalog (Tagalog)

PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika. Magagamit din nang libre ang mga
naaangkop na auxiliary na tulong at serbisyo upang magbigay ng impormasyon sa mga naa-access na format. Tumawag sa 1-800-294-7780 (TTY:
711) o makipag-usap sa iyong provider.

f&dt (Hindi)
& < Ife 3y fgdl (Hindi) Seid 8, 1 3o 7T F:gech HTST FgTarel YaTd Iudsy Bieht § | oI YRSUI H SR Ha & o o
JUYAd GeAH A1 SR Fard o f:3[ew Iuasl 1 1-800-294-7780 (TTY: 711) TR HId 3 AT U TeTdl I &1d He |

220 (Lao)

=y o ] & @ o o ' o ] ' o 1 a & 0 o o 4 G o~ & o
DRIV HIICOIWIFI 290 (Lao), 9:505NIVFo80IWWIFICCLLOCTBS LKV, Tedpggoe ccar NIVVINIVCLLLIBE VTS VBB L)
2nvvsuccuLiZIVINCSICTNT. TmacS 1-800-294-7780 (TTY: 711) § SuHuElHidINMW289U9W.

PYCCKUI (Russian)
BHUMAHUE: Ecnu BbI roBopute Ha pycckuit (Russian), Bam 10cTynHbI OecIUIaTHbIC YCIYTH S3bIKOBOM MOAepKKH. COOTBETCTBYIOIINE
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BCIIOMOTATEJbHBIC CPECTBA U YCIYTHU TI0 MPEIOCTABICHUIO HHPOPMAITUY B JOCTYITHBIX (JOPMATAX TaKXKe MPEJOCTABISIOTCS OECIUIATHO.
[To3sonute 1o Tenedony 1-800-294-7780 (TTY: 711) mim oOpaTuTeCh K CBOEMY MOCTABIIUKY YCITYT.

Portugués_(Portuguese)

ATENCAO: Se vocé fala portugués (Portuguese), servicos gratuitos de assisténcia linguistica estdo disponiveis para vocé. Auxilios e servicos
auxiliares apropriados para fornecer informac6es em formatos acessiveis também estdo disponiveis gratuitamente. Ligue para 1-800-294-7780
(TTY: 711) ou fale com seu provedor.

Turkee (Turkish)
DIKKAT: Tiirk¢e (Turkish) konusuyorsaniz, iicretsiz dil yardim hizmetleri sizin icin mevcuttur. Erisilebilir formatlarda bilgi saglamak i¢in uygun
yardimc1 aracglar ve hizmetler de iicretsiz olarak mevcuttur. 1-800-294-7780 (TTY: 711) numarasini arayin veya saglayicinizla goriisiin.

BHAEE (Japanese)

i BARE(apanese) FEE SN DEE. BEROESEXIEY—EXRZZHAWEGET., 72TV #EELHAFIATESLSLSE
Banhf) GREATHERFZRET I -OOBEYNLHBITIEOS—ERLERTTHRAWEITET, 1-800-294-7780 (TTY : 711
) ETHRBECES L, £, CHEOEEEICSHKCESL,
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