[7$1,500 Deductible For cancellations, use form F8708.

. O Enrollin BlueC

[1$3,400 Deductible g . ' uecvross
[1$4,500 Deductible (Complete sections |, 1l IV, and V') S @ BlueShield
[1$6,500Deductible O Waiving . :

SP; Comtri (Complete sections | and IIL.) Minnesota
HSA Contribution: O Information Changes )
Network: _ (Complete sections 1 and Il) 2025 Enrollment/Waiver Form
I Employee/Contractholder Information (Must be completed for both enrollees and waivers.)
Effective Date Employer/Group Name Group Number Payroll Location/Dept. #
First Name Ml | Last Name Occupation
Address
City State | ZIP County Phone Number
Email address Social Security Number (if no SSN, write N/A)*
Marital Status (Please check one.): | Enrollment Status Employment Change From Part-Time to Full-Time
O Single/Widowed O Active Employee  [1COBRA Continuant Start Date / /
[ Married O Rehired Employee [ Special Enrollment Event Date_ /[ [
Full-Time Hire (or Rehire) Date (mm/dd/yyyy) | Hours Worked per Week Primary Care Clinic # (if applicable)

/ /
Sex Date of Birth (mm/dd/yyyy) Age | Product Selection(s) (if your employer offers these coverage options):
O Male / / [0 Medical Plan Number:
[ Female 0O Dental Product Name:
O Vision Product Name:

Ethnic Background™: [0 Not Hispanic or Latino [ Hispanic or Latino [0 Choose not to answer
Race (Select one or more)™: [ Black or African American [ Native Hawaiian/Other Pacific Islander [ White 1 Asian

[0 American Indian or Alaskan Native [ Other, please specify [0 Choose not to answer
Spoken Language™ [0 English [0 Spanish [ Other, please specify O Choose not to answer
Written Language™ [ English [ Spanish [ Braille [ Other, please specify O Choose not to answer

[0 Ethnic background and race is the same for all dependents. If checked, ethnic background and race do not need to be selected for
dependent(s) within the following section.

Il Dependent Information (If enrolling more than four dependents, please attach a separate sheet.)

First Name Ml | Last Name Relationship to You
O Spouse [ Domestic Partner
Social Security Number (if no SSN, write N/A)* | Sex Date of Birth (mm/dd/yyyy) Age
O Male [ Female / /

Product Selection(s): 1 Medical [ Dental [ Vision Primary Care Clinic # (if applicable)

Ethnic Background™: [ Not Hispanic or Latino [ Hispanic or Latino 1 Choose not to answer

Race (Select one or more)™: [ Black or African American [ Native Hawaiian/Other Pacific Islander [ White [ Asian
[0 American Indian or Alaskan Native [ Other, please specify [0 Choose not to answer

*Social Security numbers (SSN) for you and your dependents are requested but not required.

**We may use this information to address differences in health care and improve communication with our members. Providing information is voluntary
and will not affect your benefits or coverage, how much you pay, or how we pay your claims.

Blue Cross® and Blue Shield® of Minnesota and Blue Plus® are nonprofit independent licensees of the Blue Cross and Blue Shield Association
F10936R06 (03/24) 1



Il Dependent Information (If enrolling more than four dependents, please attach a separate sheet.) (continued)

Dependent #1

First Name Ml | Last Name Relationship to You
O Child O Other
Social Security Number (if no SSN, write N/A)* | Sex Date of Birth (mm/dd/yyyy) Age
O Male [ Female / /
Product Selection(s): O Medical [ Dental [ Vision Dependent Status if Age 26 or Primary Care Clinic # (if applicable)
Older: O Disabled
Ethnic Background™: [ Not Hispanic or Latino [ Hispanic or Latino [ Choose not to answer
Race (Select one or more)™: [0 Black or African American [ Native Hawaiian/Other Pacific Islander [J White [ Asian
[0 American Indian or Alaskan Native [ Other, please specify [0 Choose not to answer
Dependent #2
First Name Ml | Last Name Relationship to You
O Child O Other
Social Security Number (if no SSN, write N/A)* | Sex Date of Birth (mm/dd/yyyy) Age
O Male [ Female / /
Product Selection(s): 0 Medical [ Dental [ Vision Dependent Status if Age 26 or Primary Care Clinic # (if applicable)
Older: [ Disabled
Ethnic Background™: [ Not Hispanic or Latino [J Hispanic or Latino [ Choose not to answer
Race (Select one or more)™: [0 Black or African American [ Native Hawaiian/Other Pacific Islander [J White [ Asian
OO American Indian or Alaskan Native [ Other, please specify [0 Choose not to answer
Dependent #3
First Name MI | Last Name Relationship to You
O Child O Other
Social Security Number (if no SSN, write N/A)* | Sex Date of Birth (mm/dd/yyyy) Age

0 Male O Female

/ /

Product Selection(s): [ Medical [ Dental [ Vision

Dependent Status if Age 26 or

Older:

3 Disabled

Primary Care Clinic # (if applicable)

Ethnic Background™: [ Not Hispanic or Latino [ Hispanic or Latino [ Choose not to answer

Race (Select one or more)™: [ Black or African American [ Native Hawaiian/Other Pacific Islander [ White [ Asian
O American Indian or Alaskan Native [ Other, please specify

Dependent #4

O Choose not to answer

First Name

M

Last Name

Relationship to You
O Child 3 Other

Social Security Number (if no SSN, write N/A)* | Sex

[ Male B Female

Date of Birth (mm/dd/yyyy)
/ /

Age

Product Selection(s): & Medical [ Dental [ Vision

Dependent Status if Age 26 or

Older:

O Disabled

Primary Care Clinic # (if applicable)

Ethnic Background™: [ Not Hispanic or Latino [J Hispanic or Latino [ Choose not to answer

Race (Select one or more)™: [ Black or African American [ Native Hawaiian/Other Pacific Islander [ White [ Asian
O American Indian or Alaskan Native [ Other, please specify

O Choose not to answer

[ Additional family members on attached page

*Social Security numbers (SSN) for you and your dependents are requested but not required.

**We may use this information to address differences in health care and improve communication with our members. Providing information is volun-
tary and will not affect your benefits or coverage, how much you pay, or how we pay your claims.

F10936R06 (03/24)



Summary of Benefits and Coverage

A Summary of Benefits and Coverage (SBC) is available for medical plans only to assist you in understanding the details of the plan.
A Uniform Glossary of insurance-related terms is also available. The SBC and the Uniform Glossary are accessible at bluecrossmn.com
or available free of charge when requested by contacting your employer or your employer’s agent or broker, or by calling customer
service toll free at 1-800-382-2000.

il Waiver of Coverage (ONLY complete this section if you are declining coverage offered to you and/or your family members.)

Medical (if your employer offers this coverage)

| hereby decline medical coverage: Reason for declining medical coverage:

O For myself 1 Other spouse/domestic partner group medical coverage
O For family members ONLY [ Other parent group medical coverage

O For myself and ALL family members O Individual coverage

O For the following family members: L Group coverage continuation

I No other health coverage
1 Medicare [ Medical Assistance
B3 General Assistance Medical Care
O TRICARE/VA O Other:

Dental (if your employer offers this coverage)

I hereby decline dental coverage:

O For myself

I For family members ONLY

[0 For myself and ALL family members
[ For the following family members:

Vision (if your employer offers this coverage)

| hereby decline vision coverage:

O For myself

I For family members ONLY

O For myself and ALL family members
O For the following family members:

| hereby acknowledge that | have been given the opportunity to participate in the group medical, dental, and/or vision plans provided by
my employer. If | and/or any of my eligible dependents desire to apply for this coverage at a later date, | may be required to wait until
my group’s renewal or until a special enrollment event occurs before coverage will be offered.

Special Enroliment Rights:

If you are declining enrollment for yourself or your dependents (including your spouse), you may in the future be able to enroll yourself
and your dependents in this plan, provided that you request enrollment within 31 days after you and your dependent's other coverage
ends, or not later than 60 days if the other plan coverage was through Medicaid or a state Children’s Health Insurance Program (CHIP).
In addition, if you have a new eligible dependent as a result of birth, adoption or placement for adoption, or foster care or court order,

you may be able to enroll yourself and your eligible dependents. (For dental and/or vision coverage only, you may also enroll an eligible
dependent under age 3 anytime up to 30 days following the child’s third birthday.) In order to avoid claim delays, you should request
enroliment within 30 days after the birth, adoption or placement for adoption, or foster care or court order. Special enroliment may also be
available as a result of a marriage, provided that you request enrollment within 30 days after the marriage.

Employee/Contractholder Signature - Only sign here if you are waiving coverage Date

F10936R06 (03/24) 3



IV Other Health (Medical) Insurance Coverage

Other Group or Non Group Health (Medical) Insurance Coverage

Name of Insurance Carrier Group Number Effective Date Name of Policyholder
/ /
Policyholder Date of Birth | Relationship to Policyholder | Policy Number Policyholder Employment Status
/ / O Active [J Retired Date of Retirement: __/__/
Medicare Coverage (Please list any family member who is eligible for Medicare benefits.)
: Check (v) Reason
Name of Health (Medical) Effective Dates For Medicare Coverage Medicare
Subscriber Insurance , , L End-Stage o
i Hospital Medical | Prescription i Supplement?
or Dependent Claim Number (PartA) (Part B) (Part D) Age | Disability D?s%r;ile
OYes ONo
OYes ONo
OYes ONo

Read this section and sign and date the Application. Blue Cross and Blue Shield of Minnesota and Blue Plus hereinafter referred to as
Blue Cross, will act in reliance on the information you provide on this Application.

For the purposes of the Application, | understand and agree that “employee” is defined as only those individuals subject to FICA and
other tax withholding, and performing services for compensation for the employer listed in Section | of this Application.

In order to process this Application, Blue Cross may collect personal information regarding me or my family members listed on this
Application. The information collected by Blue Cross or Blue Cross’s authorized agents may in certain circumstances be disclosed to
third parties without authorization. | have the right to see my personal records that are maintained by Blue Cross and to correct personal
information Blue Cross has collected about me or my family members listed on this Application. Upon my request, Blue Cross will furnish
a more detailed notice of Blue Cross information practices. Blue Cross keeps this information confidential, but may release it if | authorize
release, or if state or federal law permits or requires release without authorization. For purposes of obtaining information in connection
with this Application, reinstatement, or change in policy benefits, this release is valid as long as | am continually insured with the insurer. |
am entitled to receive a copy of any release | sign.

| agree if | am enrolling in a product that features certain designated providers, Blue Cross may share my name, address and telephone
numbers, as well as my past, current and future health and account records with such designated providers about services I've received
from such designated providers and other care providers unrelated to such designated providers. These records may be used by the
designated providers as needed to manage or coordinate my care and to improve the quality of that care.

Blue Cross primarily relies upon the information provided and full disclosure of the information listed on this Application in the decision
whether to accept me and my family members listed on this Application for coverage. | acknowledge the importance of providing
accurate and complete information. | acknowledge | must answer all required questions in the Application, even if | and/or my family
members listed on this Application currently have coverage or had prior coverage with Blue Cross.

| understand and agree that payment of a claim does not preclude the right of Blue Cross to deny future claims or take any action it
determines appropriate, including rescission of the contract and seeking repayment of claims already paid.

| understand that neither the medical plan nor the dental plan includes coverage for the pediatric dental essential health benefit and
that Blue Cross has made me aware of pediatric dental coverage available for purchase. For additional information on available
pediatric dental plans, please visit mnsure.org.

| agree to notify Blue Cross immediately of any change in my or my family members enrollment information between the date of this
Application and the effective date of coverage.

Upon request, | agree to furnish any additional information needed concerning the eligibility of any family member applying for coverage.

Blue Cross may, in its sole discretion and in accordance with applicable law and regulatory guidance, decline to accept premium and
cost-sharing payments made directly or indirectly by ineligible third parties. “Ineligible third parties” include any person or entity from
which Blue Cross is not required by law to accept such third-party payments. This may include, for example, commercial entities,
health care providers and suppliers, and other persons or entities with direct or indirect pecuniary interests. “Payments” include those
made by any means (e.g., cash, check, money order, credit card payment, electronic fund transfer). If you have questions about this
third- party payment policy or whether Blue Cross will accept premium and/or cost-sharing payments made by a specific person or
entity, please contact Blue Cross.

F10936R06 (03/24) 4



V Important: Authorized Signature Required (continued)

| acknowledge that | am not applying for this coverage in connection with any offer from any ineligible third party to pay any premium or
cost sharing related to this plan.

| understand that the health plan | have selected may contain a limited number of providers in the plan’s network. The providers in the plan’s
network may change from time to time. Some providers will not be in network for my plan, these providers will be considered out of network.
| also understand and acknowledge that with limited exceptions if | visit a provider or a location that is out of network, I will pay more for my
care, and these costs will count towards any applicable out-of-network cost sharing (e.g., the out-of-network deductible and out-of-pocket
[limitation/maximum]). Refer to the member benefit booklet for additional information.

| understand and agree that Blue Cross may share my past, current and future health and account records with my network providers
about services I've received from my network providers and non network providers. These records may be used by my network
providers as needed to manage or coordinate my care and to improve the quality of that care.

By providing my email address, | agree to receive communications and/or marketing materials related to the plan | selected and
products offered by or made available from Blue Cross and its affiliates. | may unsubscribe or change my email address at any time by
following the instructions included in each email communication.

By providing my phone number, | expressly consent to accept and receive communications and or marketing materials related to the
plan | selected and products offered by or made available from Blue Cross and its affiliates, via text message or voice call to my mobile
device and to the cellular/mobile telephone number(s) that | provided.

| have read the preceding instructions, statements and answers and represent them to be true and complete to the best of my
knowledge and belief. | understand and agree Blue Cross will act in reliance upon the information | have provided on this Application
and | also understand and agree Blue Cross may rescind the contract if Blue Cross determines that (1) | performed an act, practice, or
omission that constitutes fraud, and/or (2) | made an intentional misrepresentation or omission of material fact.

WARNING: Email and text messaging transmission cannot be guaranteed to be secure or error-free as information could be
intercepted, corrupted, lost, destroyed, arrive late or incomplete, or contain viruses. As the recipient of an email or text message from
an unsecured email or device, Blue Cross does not accept liability for any errors or omissions in the contents of this message, which
arise as a result of email or text message transmission.

If this Application is completed as an electronic or online Application form, both parties agree to conduct this transaction electronically.

Print Employee/Contractholder Name Print Employer/Group Name

Employee/Contractholder Signature Date

* Please contact your employer or your employer’s producer for assistance.
+ Call 1-800-382-2000 (toll free) to request this information in other languages and formats. For TTY, call 711. Hours: 8 a.m. to 6 p.m.,
Central Time, Monday through Friday.
Submission Instructions - Employees: Please return your completed form to your employer.
Employers: Completed employee forms should be returned to Blue Cross
* New Group Business: Please refer to your agent or benefits administrator.

* Open Enrollment: Employees and dependents who want the effective date of their coverage to be on the annual renewal
date of the employer’s plan (during the 30 day period before the annual renewal date) and

* Ongoing Enrollment: Adding new employees/contractholders/or dependents to an existing group.

Please submit on the employer portal or via fax: (651) 662-7258), email Enroliment.Forms@bluecrossmn.com,
or mail to: Blue Cross and Blue Shield of Minnesota / P.O. Box 982806 / El Paso, TX 79998-2806

F10936R06 (03/24) 5



) BlueCross
@ BlueShield
Minnesota

Notice of Nondiscrimination and Accessibility

At Blue Cross and Blue Shield of Minnesota and Blue Plus, we treat everyone fairly. We don’t exclude
you, or treat you less favorably, because of your race, skin color, national origin, age, disability status,
or sex (including sexual orientation; sex characteristics including intersex traits; pregnancy or related
conditions; gender identity; and sex stereotypes). We follow federal civil rights laws and don’t
discriminate against anyone based on these traits.

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

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

Need these services? Call 1-855-903-2583, TTY 711 or call the number on the back of your member
identification card.

Discrimination is against the law.

If we failed to provide services or discriminated in another way based on your race, skin color, national
origin, age, disability status, or sex, (including sexual orientation; sex characteristics including intersex
traits; pregnancy or related conditions; gender identity; and sex stereotypes), you can file a complaint
by contacting our Nondiscrimination Civil Rights Coordinator:

Email: Civil.Rights.Coord@bluecrossmn.com
Telephone: 1-800-509-5312
Mail: Blue Cross and Blue Shield of Minnesota

ATTN: Civil Rights Coordinator P3-2
PO Box 64560, Eagan, MN 55164-0560

Nondiscrimination complaint forms are available on our website at bluecrossmn.com/NDL,
or from the Nondiscrimination Civil Rights Coordinator.

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

= electronically through the Office for Civil Rights complaint portal:
ocrportal.hhs.gov/ocr/portal/lobby.jsf

= by mail at: U.S. Department of Health and Human Services,
200 Independence Avenue SW, Room 509F, HHH Building, Washington, D.C. 20201

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

Civil rights complaint forms are available at hhs.gov/ocr/office/file/index.html.

Blue Cross® and Blue Shield® of Minnesota and Blue Plus® are nonprofit independent licensees of the Blue Cross and Blue Shield Association.
MO09163 (8/24)
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ENGLISH

ATTENTION: If you speak a language other than English,
language services are available free of charge. If you have a
vision, hearing, or speech impairment, we can communicate
in a way that works best for you. This may include using sign
language interpreters, providing documents in large print or
Braille, audio recordings, or other aids at no charge. Call
1-855-903-2583 (TTY 711).

BEREE (Cantonese — Traditional Chinese)

IR MRER BERE G ERRBEE MR,
MREERN. BAREEER,
EMgLURESENARATGER
ENRRDEEAFHEESE. RBRBXFRART X,
BERHEMBYM TR, FHE 1-855-903-2583 JEFEHR
(TTY 711),

ESPANOL (Spanish)

ATENCION: Si habla Espafiol, puede solicitar servicios
gratuitos de asistencia linglistica. Si tiene una deficiencia
visual, auditiva o del habla, podemos comunicarnos de la
manera que le resulte mejor a usted. Esto puede incluir el
uso de intérpretes de lengua de sefias, el suministro de
documentos en letra grande o braille, grabaciones de audio u
otras ayudas sin cargo. Llame al 1-855-903-2583 (TTY 711).

(Arabic) 4z )

130 Agiacall Gy galll Bacliall cilanis ks oliSay ¢y yall Caaati i 13) dgei
o A hIL daa Jual sill LiSay edihai gl dpman 5l 4y pom ABle) o ilad S
Cagya latinall 555 gl e i) ARl (an yie aladiad lld Jady 385 i
O BaeLusal) Jiluasl) (o s g ) i gam il 5l ey o A yhay i 5508
(711 =il ailell) 1-855-903-2583 ad M Ao Juail  JilEa 552

AMCE (Amharic)

Tt BAM:- AAICET 7% PG4 NPYT 1R PR YL ATH
A1AIARTY AOMPS £FAN: PAYPFE PADNAYF MEGD PARG(
FaC NANPF ARCAP NHAA NTLWE0- By 8 aRanNF
AYTAAT: 2U £99P PIRART 7% ANHCATLPTY AR MPIRTYE
NHAAR UFMT MLID NNLLA P34 N12TTE PEIRE $EPTTY
MEIP ANeT CEPTFY PA NEL TP/ LenIPLAx
1-855-903-2583 (TTY 711) AL LM

FRANGCAIS (French)

ATTENTION : Si vous parlez Frangais, vous pouvez demander
des services d’assistance linguistique gratuits. Si vous avez
une déficience visuelle, auditive ou vocale, nous pouvons
communiquer de la maniére qui vous convient le mieux. Il
peut s’agir d’interpréetes en langue des signes, de documents
en gros caracteres ou en braille, d’enregistrements audio ou
d’autres aides gratuites. Composez le 1-855-903-2583

(ATS 711).

LUS HMOOB (Hmong)

LUS CEEV TSHWI XEEB: Yog hais tias koj hais Lus Hmoob, koj
tuaj yeem thov cov kev pab cuam uas pab hom lus tau dawb.
Yog hais tias koj ghov muag tsis pom kev zoo, tsis hnov lus,
los sis hais tsis tau lus, peb tuaj yeem sib txuas lus hauv ib
txoj hau kev uas ua hauj lwm tau zoo tshaj plaws rau koj.
Qhov no tej zaum yuav muaj xam nrog kev siv cov neeg txhais
lus piav tes, kev muab cov ntaub ntawv luam tawm ua tus
ntawv loj los sis Ua Ntawv Su Rau Cov Neeg Tsis Pom Kev Siv
Tau (Braille), kev kaw ua suab lus, los sis lwm yam kev pab
yam tsis tau them nqi. Hu rau 1-855-903-2583 (TTY 711).

SOOMALI (Somali)

XASUUSIN: Haddii aad ku hadasho Soomali, waxaad codsan
kartaa adeegyada caawimaadda lugada oo bilaash ah.
Haddii aad laxaad la’aan kataahy aragga, maqalka, ama
hadalka, waxaanu kugula xidhiidhi karnaa habka adiga kuugu
habboon. Tan waxaa ka mid ah in aan isticmaalno
turjumaanada luugada dhegoolaha, in la bixiyo waraaqo ku
qgoran xarfaha waaweyn ama qoraalka indhoolayaasha, in la
sameeyo cajalado la duubay, ama in la helo waxyaabo kale
00 caawimaad ah oo bilaash ah. Wac 1-855-903-2583

(TTY 711).

i2i (Khmer)

MIgSSnin: uasiOgRSuwMmMan 181 HRMGIAN
NS SWURTUMISWUSSaSIRY [Us10
HRIBUSsUlm anUuE s ySunwES S S ubimc
SN WSS HMYWHAMUENUUIRHIS U S
[UEBSMNUURNAUENUHMNY MICNUWSIHSHISIHG
HISGMNMERUMTUM NN MINUQSITE0
IDRNYHAPSI UHRPANU UMISASHAMMIISIH ysisw
INRHIS) S INWRSASINY SIuD1Siiue 1-855-903-2583
(TTY 711)

k10 (Korean)

Fo|: $HR0|8 ALBBIAIE Z2 Aot B 2l0f X/
NH| A8 2SI 4 Y& LICH A2t o, 32 Hoj £
o10] O} QU B Male st 71 M
YYo= QI2HE S 4 YBLICH 07| 0 SBEAAL
018, hE BA £ HAE HHE BN B, 84 =3

EE J|E 22 XA TR 4 USLIC

1-855-903-2583 (TTY 711)H 2 2 FS}SIAA| 2.

Blue Cross® and Blue Shield® of Minnesota and Blue Plus® are nonprofit independent licensees of the Blue Cross and Blue Shield Association.
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OROMOO (Oromo)

Xiyyeeffannoon haa kennamu:- Oromo Afaan kan
dubbatan yoo ta'e, tajaajiloota gargaarsa afaanii bilisaa
gaafachuu ni dandeessu. Rakkoo ilaaluu, dhaga'u ykn
dubbachuu yoo gabaattan, karaa isiniif mijatuun haala
isiniif galuun mari'achuu ni dandeenya. Kunis of keessatti
kan gabatu, hiiktota afaan mallattoo fayyadamuun
maxxansa gurguddaa ykn bireeylii, waraabbiiwwan
sagalee ykn gargaarsota biroo kaffaltii tokkoo malee
gaafachuu dha. 1-855-903-2583 (TTY 711) irratti bilbilaa.

PYCCKWUM (Russian)

BHUMAHME: Ecnu Baw a3bik — PYCCKWW, Bbl morkeTe 3anpocuTb
b6ecnnaTHble yCnyru A3bIKOBOM NoAAepKKU. Ecan y Bac ecTb
HapyLEeHWEe 3pEHUA, CAYXa UAN PeYr, Mbl MOXKEM OOLLATHCA TaKUM
06pa3om, KOTOPbIN ydLLEe BCEro NoAXOAUT BaM. ITO MOXKeT
BKAtOYaTb becnnaTHoOe MCNONb30BaHME NEPEBOAYMKOB HA A3bIKe
YKECTOB, NPEeAOCTaBNEHNE AOKYMEHTOB KPYMHbIM LWPUGTOM UK
wpudtom Bpaiins, Ucnonb3oBaHWe ayamos3anmncein Uam apyrnx
BCMNoOMOraTe/IbHbIX CpeacTB. 3BoHUTE no TenedoHy 1-855-903-2583
(TTY 711).

WIFI1D70 (Lao)

319l Thrimeda w090,
BIVFILILVSNIVoBTHDCIVWITNOLoBVCIOE1.
mmnumowunwagmvmem‘) NIoBL § an‘mcov
WONESIFWINTFWToBSHTicTLIE 3unum‘mmao
suho09raoLcHgNILIgLIBWIZS,
nvdonjLceN:gLInGBLINS § SnILLVY,
MLOLONIF) G
mgosciacwdsvglosticseailgsielog. v
1-855-903-2583 (TTY 711).

Tagalog (Tagalog)

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang humingi
ng mga libreng serbisyo na tulong sa wika. Kung may kapansanan
ka sa paningin, pandinig, o pananalita, maaari tayong mag-usap
sa paraan na pinakamabuti para sa iyo. Maaaring kabilang dito
ang paggamit ng mga interpreter ng sign language, pagbibigay ng
mga dokumento na malalaki ang pagkaprinta o Braille, mga audio
recording, o iba pang mga tulong nang walang bayad. Tumawag
sa 1-855-903-2583 (TTY 711).

VIETNAMESE (Vietnamese)

LUU Y: Néu quy vi néi Vietnamese, quy vi c6 thé yéu ciu
dich vy hé trg ngdn ngir mién phi. N&u quy vi bi khiém thi,
khi€m thinh hodc khuyét tat vé am ngit, chiing toi c6 thé
giao tiép theo céch phu hop nhat véi quy vi. Didu nay cé
thé bao gdom viéc sir dung thdng dich vién ngdn ngir ky
hiéu, cung cap tai liéu dang ban in ¢c& chir l&n hodc chi
ndi, ban ghi &m hodc céc phuong tién hd tro khac mién
phi. Xin goi s6 1-855-903-2583 (TTY 711).

fij4A& =1 3 (Chinese Simplified)
R REGE @G, W] L2 s E S RS .
WRIEEM S I HBEE SRS, FATTULHGE S B TR
BT . X0 e R IR IERIE. RAREE SO
S e B T R, 15 EH 1-855-903-2583 (L FHLIE
711 .
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