Summary of Benefits and Coverage: What This Plan Covers & What You Pay for Covered Services
Jefferson Health Plans + $0 Deductible + Bronze + HMO + Limited Cost Sharing

Type: HMO

Coverage Period: 01/01/2027 - 12/31/2027
Coverage for: Family | Plan

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, call [1-833-422-
4690]. 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 https://www.healthcare.gov/sbc-glossary/ or call [1-866-500-4571] to request a copy.

Important Questions m Why This Matters:

What is the overall
deductible?

For Tier 1: $0 Individual / $0
Family; For Tier 2: $8,000
Individual / $16,000 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 total amount of deductible expenses paid by all
family members meets the overall family deductible.

Are there services
covered before you meet
your deductible?

Yes. Preventive care, primary care
services, specialist services and
generic drugs are covered before
you meet your deductible.

This plan covers some items and services even if you haven't yet met the 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 https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

Yes. $5,000 Individual / $10,000
Family for prescription drug
coverage. There are no other
specific deductibles.

You must pay all 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?

For participating providers $12,000
Individual / $24,000 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.

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

Premiums and health care this
plan doesn't cover.

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

Will you pay less if you
use a network provider?

Yes. See
www.JeffersonHealthPlans.com/individ

uals-families or call 1-833-422-4690

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.

(DT - OMB control number; 1545-0047/Expiration Date: 12/31/2019)(DOL - OMB control number; 1210-0147/Expiration date: 5/31/2022)
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44 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical

Event

Services You May

Need

Primary care visit

In-Network Tier 1 -
Enhanced (You will
pay the least)

$95/Visit. Deductible

In-Network Tier 2 -
Standard

$150/Visit.

What You Will Pay

Out-of-Network
Provider
(You will pay the
most)

Limitations, Exceptions, & Other
Important Information

Cost share applies to both in-person and
virtual services. Virtual care services from

to treat an injury or Deductible does not  Not Covered. . - :
. does not apply. Jefferson designated telemedicine providers
illness apply. )
are covered in full.
. . Cost share applies to both in-person and
If you visit a health e $150V !s't' $175V !s't' virtual services. Virtual care services from
L Specialist visit Deductible does not | Deductible does not | Not Covered. . - :
care provider’s a00| a00| Jefferson designated telemedicine providers
office or clinic PPly. pply. are covered in full.
Age and frequency schedules may apply.
Preventive You may have to pay for services that aren't
care/screening/ No Charge. No Charge. Not Covered. preventive. Ask your provider if the services
immunization needed are preventive. Then check what
your plan will pay for.
$200/Visit for x-ray, $350/Visit for x-ray,
Diagnostic test (x- = $150/Visit for lab $250/Visit for lab .
ray, blood work)  work. Deductible work. Deductible Not Covered. none
If you have a test does not apply. does not apply.
Imaging (CT/PET | Deductible does not | Subject to deductible | y o 23tr;‘§rlszquvc';essg‘:y ;ﬁ?“'gﬁcp”]fc’:r ore
scans, MRIs) apply $600/Scan. and $750/Scan. ' details - 98€ your policy
:f o 't‘eed drugs Retail/Mail Order Retail/Mail Order
iﬁn:: gro:;n dition (1-30 days’ supply) (1-30 days’ supply) Prior authorization, age, and quantity limits
) ) Generic drugs $35/Fill. Rx $35/Fill. Rx Not Covered. for some drugs; days’ supply limits on retail
Mboretlnforma.tlotr_] deductible does not | deductible does not & mail order. See your policy for more
Lol el el el apply. apply. detail. Low-cost generics will be available at
dﬂ-(ll ‘;Wﬂgg IS a reduced cost
available at - : - : '
www.Jeffersonhealt Preferred brand $150/Fill. Rx Subject =~ $150/Fill. Rx Subject Not Covered.

* For more information about limitations and exceptions, see the plan or policy document at www.Jeffersonhealthplans.com/individuals-families.

drugs

to deductible

to deductible
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What You Will Pay

Common Medical | Services YouMay | In-Network Tier 1 - _ Out-of-Network Limitations, Exceptions, & Other
Event Need Enhanced (You will In-Network Tier 2 - Provider Important Information
Standard (You will pay the
pay the least)
most)
hplans.com] Subject to Rx Subject to Rx
E‘;?{gijerffrrsed deductible and deductible and Not Covered.
9 $250/Fill $250/Fill
Subject to Rx Subject to Rx
Specialty drugs deductible and 50% | deductible and 50% | Not Covered.
coinsurance. coinsurance.
Facility fee (e.g., $1,000/Visit. . , Some services may require prior
ambulatory surgery = Deductible does not Subject to de(.m—d'ble Not Covered. authorization, or no benefits will be paid.
and $1,200/Visit \ ;
If you have center) apply. See your policy for more details.
outpatient surgery i o , Subject to deductible Some services may require prior
PiEdEEEen | S0 LEtnEls dhes and 50% Not Covered. authorization, or no benefits will be paid.
fees not apply . . ;
coinsurance. See your policy for more details.
Emergency room gleﬁfgt/i\blllzlzoes not Subject to deductible = Covered at in- none
care W and $1,250/Visit. network level. B
If you need Emergency $1,000/Visit. $1,000/Visit. Covered at in-
immediate medical = medical Deductible does not = Deductible does not none
. , network level.
attention transportation apply. apply.
$150/Visit. $175/Visit. Your costs for urgent care are based on
Urgent care Deductible does not | Deductible does not | Not Covered. care received at a designated urgent care
apply. apply. center or facility.
Not Subject to Subject to deductible
Facility fee (e.g UGt Bt and $3,000/Day. Max
hospital room.) K $2,000/Day. Max of 5 of 5 Cc; a ment.(s) / Not Covered.
If you have a Copayment(s)/ Adm_Lission Prior authorization is required, or no benefits
hospital stay Admission. ' will be paid.
Phvsician/surgeon Not Subject to Subject to deductible
feei g deductible and 50% | and 50% Not Covered.
coinsurance. coinsurance.
- ' - ' none
If you need mental Outpatient services $150/Visit for office $150/Visit for office Not Covered.

health, behavioral

* For more information about limitations and exceptions, see the plan or policy document at www.Jeffersonhealthplans.com/individuals-families.

visit. Deductible does

visit. Deductible does
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Common Medical

Event

Services You May

Need

In-Network Tier 1 -
Enhanced (You will

In-Network Tier 2 -

What You Will Pay

Out-of-Network
Provider

Limitations, Exceptions, & Other
Important Information

pay the least) Standard (You will pay the
most)
health, or not apply. not apply.
substance abuse
services Not Subject to Not Subject to
deductible and deductible and
Inpatient services | $2,000/Day. Max of 5 = $2,000/Day. Max of 5 = Not Covered. none
Copayment(s)/ Copayment(s)/
Admission. Admission.
N _ $150/Visit Depending on the type of servipe, a
Office visits $95/Visit. Deductible De ductiblé doesnot | Not Covered. popayment may apply.. Maternlty care may
does not apply. aoolv. include tests and services described
pply. elsewhere in the SBC (i.e., ultrasound).
Childbirth/delivery | Not Subject to Subject to deductible
If professional deductible and 50% and 50% Not Covered. none
you are pregnant . . .
services coinsurance. coinsurance.
- ggéfcl,:mcg:% Subject to deductible
Childbirth/delivery $2,000/Day. Max of 5 and $3,000/Day. Max Not Covered. none

facility services

Copayment(s)/

of 5 Copayment(s)/

Admission. ARLEEIE,
Not Subject to Subject to deductible L'T'Fed t?nSO \:lSlts.rperrpernefThper.rmc:_. iomre
Home health care | deductible and 50%  and 50% Not Covered. se wcesf. ay require p '% authorizatio ,fo
SOINSUrance. COINSUANce. no bene |t§ will be paid. See your policy for
E— B more details.
If you need help $150Nisit for $250Nisit for o .
recovering or have Physmal.and Physmal.and Rehgbllltatlve Spegch T_herapy Ilm[tgd _to 30
other special Rehabilitation Occupational N Occupational N services per benefit period. Rghapllltatlve
health needs services Therapy, $150/Visit Therapy, $250/Visit Not Covered. Physical Therapy and Rehabilitative
= for Speech Therapy. | for Speech Therapy. Occupational Therapy limited to 30
Deductible does not = Deductible does not combined services per benefit period.
apply. apply.
Habilitation $150/Visit for $250/Visit for Not Covered Habilitative Speech Therapy limited to 30
services Physical and Physical and ' services per benefit period. Habilitative

* For more information about limitations and exceptions, see the plan or policy document at www.Jeffersonhealthplans.com/individuals-families.
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What You Will Pay

Common Medical | Services YouMay | |n-Network Tier 1 - _ Out-of-Network Limitations, Exceptions, & Other
Event Need Enhanced (You will In-Network Tier 2 - Provider Important Information
Standard (You will pay the
pay the least)
most)
Occupational Occupational Physical Therapy and Habilitative
Therapy, $150/Visit Therapy, $250/Visit Occupational Therapy limited to 30
for Speech Therapy. = for Speech Therapy. combined services per benefit period.
Deductible does not = Deductible does not
apply. apply.
$2,000/Day. Max of 5 $3,000/Day. Max of 5
Copayment(s)/ Copayment(s)/ Limited to 120 days per benefit period. Prior
Skilled nursing care = Admission. Admission. Not Covered. authorization is required, or no benefits will
Deductible does not | Deductible does be paid.
apply. apply.
Durable medical Not Sup ject to Subject to deducfible Some items may require prior authorization.
equipment de_du_c’uble and 50% an_d 50% Not Covered. See your policy for more details.
coinsurance. coinsurance.
Not Subject to Subject to deductible
Hospice services deductible and 50% and 50% Not Covered. none
coinsurance. coinsurance.
S:;Iriren Seye No Charge. No Charge. Not Covered. One (1) refraction visit per benefit period.
I(:your Al issels Children’s glasses = No Charge. No Charge. Not Covered. 9 [EElS O EEEES (BTRCRY s O
ental or eye care contacts per calendar year.
Children’s dental Not Covered. Not Covered. Not Covered. Not Covered.

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 o Dental care (Adult) e Private-duty nursing
o Bariatric surgery e Hearing aids e Routine eye care (Adult)
e Children’s dental check-up e Long-term care e Routine foot care
e Cosmetic surgery o Non-emergency care when traveling outside the e  Weight loss programs
u.S

* For more information about limitations and exceptions, see the plan or policy document at www.Jeffersonhealthplans.com/individuals-families. Page 5 of 7
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Chiropractic care e Abortion o Infertility treatment (only covered for artificial
insemination)

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: Pennsylvania Insurance Department. 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 Pennie.gov or call [1-844-844-8040].

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 on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or
assistance, contact the Plan at [1-833-422-4690].

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? Not Applicable
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 [1-833-422-4690].]

[Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa [1-833-422-4690].]
[Chinese (A 3X): INRFEHXHIEEBN, 1EIRTTIXAN T4 [1-833-422-4690].]

[Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' [1-833-422-4690].]

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

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control

number. The valid OMB control number for this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response,
including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy
of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland
21244-1850.

* For more information about limitations and exceptions, see the plan or policy document at www.Jeffersonhealthplans.com/individuals-families. Page 6 of 7
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
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 awell-
controlled condition)

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

B The plan’s overall deductible $0
B Specialist copayment $150
M Hospital (facility) copayment $2,000
B Other coinsurance 50%

B The plan’s overall deductible $0
B Specialist copayment $150
M Hospital (facility) copayment $2,000
B Other copayment $150

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)

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

Deductibles $0
Copayments $5,100
Coinsurance $700

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $5,860

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

Deductibles $0
Copayments $1,500
Coinsurance $400

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

care)
B The plan’s overall deductible $0
M Specialist copayment $150
B Hospital (facility) copayment $1,250
B Other copayment $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 $2,100
Coinsurance $300
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,400

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

Page 7 of 7
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" Health Plans

Discrimination is Against the Law

Jefferson Health Plans complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, creed, religious
affiliation, ancestry, sex gender, gender identity or expression, or sexual orientation.

Jefferson Health Plans does not exclude people or treat them differently because of race,
color, national origin, age, disability, creed, religious affiliation, ancestry, sex gender,
gender identity or expression, or sexual orientation.

Jefferson Health Plans provides free aids and services to people with disabilities to
communicate effectively with us, such as:

- Qualified sign language interpreters
- Written information in other formats (large print, audio, accessible electronic formats,
other formats)

Jefferson Health Plans provides free language services to people whose primary language is
not English, such as:

- Qualified interpreters
- Information written in other languages

If you need these services, contact Member Relations at 1-833-422-4690
(TTY 1-877-454-8477).

If you believe that Jefferson Health Plans has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability,
creed, religious affiliation, ancestry, sex gender, gender identity or expression, or sexual
orientation, you can file a complaint with:

Jefferson Health Plans

Attn: Complaints, Grievances & Appeals Unit
1101 Market Street, Suite 3000

Philadelphia, PA 19107

Phone: 1-833-422-4690 (TTY 1-877-454-8477)
Fax: 1-215-991-4105

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, phone or
email at:

U.S. Department of Health and Human Services,
200 Independence Avenue SW.,

Room 509F, HHH Building,
Washington, DC 20201,
1-800-368-1019, 800-537-7697 (TDD).
OCRMail@hhs.gov

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

Jefferson Health Plans is underwritten by Health Partners Plans, Inc., and Partners Insurance
Company, Inc., which hold Pennsylvania Licenses as a Health Maintenance Organization,
Insurer, and Preferred Provider Organization, Insurer, respectively, and Qualified Health Plan
Issuers in the Pennsylvania Health Insurance Marketplace.
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Notices of Availability

ATTENTION: If you speak a language other than 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 1-833-422-4690 (TTY 1-877-454-8477) or speak to your provider.

Spanish

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingliistica.
También estan disponibles de forma gratuita ayuda y servicios auxiliares apropiados para
proporcionar informacion en formatos accesibles. Llame al 1-833-422-4690 (TTY 1-877-454-8477)
o hable con su proveedor.

Chinese; Mandarin
AR NREBRAPX , RIERBNECRERBESHERS. BIERFREEYNHBTENRS , XU
TREBKENEMER, B 1-833-422-4690 ( XANEBIF : 1-877-454-8477 ) HBZ HEH RS RS,

Nepali
AIGYT: G TUTS AUTAT HINT Siedgo H duTsehl il fl: Yfech WY HERIAT HaTgs SUcTsy B | Ugaang
GIITEEHT SITHehR] UG 1T+ U] TgrIdT ¥ YaTgs Ui [A: geeh Iueteds & 1-833-422-4690 (TTY 1-877-

454-8477) AT BIH TTjgI9 aT ST TGTIhET Gl TN

Russian

BHUMAHWE: Ecnu Bbl roBOpUTE Ha pyCCKUn, BaM AOCTYMHbI 6ecnnaTHble YCryrn S3bIKOBOM
nogaepxkn. CooTBeTCTBYyHOLME BCOMOraTenbHble CpeacTsa 1 yCryrn no npegocTaBieHunto
MHOpMaLMK B JOCTYMHbIX (hopmaTax Takke npegoctaBnsatoTcs dbecnnaTtHo. No3BoHUTE No
TenedoHy 1-833-422-4690 (TTY: 1-877-454-8477) nnu obpatutecb K CBOEMY NOCTaBLUUKY YCHYT.

Arabic
e oy sap e dilue 5 ssmsn b dsdired ds g ) sl oyt el st den pd ) Sp i SuAl g
3(1-877-454-8477) 1-833-422-4690 a3 _J sp dua Uza bsd Jssasd) (s D sounn s sdbad s s2J
Barrd s ) S

Haitian Creole

ATANSYON: Si w pale Kreyol Ayisyen, gen sévis &d aladispozisyon w gratis pou lang ou pale a. Ed
ak sévis siplemanté apwopriye pou bay enfomasyon nan foma aksesib yo disponib gratis tou. Rele
nan 1-833-422-4690 (TTY: 1-877-454-8477) oswa pale avek founisé w la.

Viethamese

LUU Y: Néu ban néi tiéng Viét, ching téi cung cap mién phi cac dich vu hé tro ngdn ngir. Cac hé

tro dich vu phu hop dé cung cép théng tin theo cac dinh dang dé tiép can ciing dwoc cung cap mién
phi. Vui long goi theo sb 1-833-422-4690 (Nguwdi khuyét tat: 1-877-454-8477) hoéc trao doi véi ngudi
cung cép dich vu cta ban.



Ukrainian

YBATA: AKWwo B1 po3mMoBNSA€ETe yKpalHCbKa MOBa, BaM LOCTYMNHi 6€3KOLLTOBHI MOBHi NOCIYIN.
BignosigHi gonomixkHi 3acobu Ta nocnyru Ans HagaHHa iHgopMauii y 4OCTYNHUX dhopMaTtax Takox
AOCTYMHi 6e3kowToBHO. 3aTenedoHynTe 3a HomepoM 1-833-422-4690 (TTY: 1-877-454-8477) abo
3BEPHITLCA A0 CBOro nocravarbHuKa.

Chinese; Cantonese
R ARIEER o, B nT DL IS PR S B 5E S T I IRaGs . th ] DA S0 B b2 (i 5 iyl ) T 5L B AR OB, DA S
bEfgers PR L& AN, B3 1-833-422-4690 (TTY: 1-877-454-8477) sl BLIA M HR L5 515,

Portuguese

ATENCAO: Se vocé fala portugués do Brasil, servicos gratuitos de assisténcia linguistica estéo
disponiveis para vocé. Auxilios e servicos auxiliares apropriados para fornecer informacoes em
formatos acessiveis também estao disponiveis gratuitamente. Ligue para 1-833-422-4690 (TTY:
1-877-454-8477) ou fale com seu provedor.

Bengali

OIS 7 7 SN QISAT TN OIR0A AN G5 [[{IATYCety Orl A=l AN Sl ICIR|
WSS FIWIE OT AANS i) SIS SHRIAP AR ]2 ARIAMS [ATY(e3 GHelsh IR
1-833-422-4690 (TTY: 1-877-454-8477) VR F¢1 S~ WY WIHNNF AANBIIAN S FAT I |

French

ATTENTION: Si vous parlez Frangais, des services d’assistance linguistique gratuits sont a votre
disposition. Des aides et services auxiliaires appropriés pour fournir des informations dans des
formats accessibles sont également disponibles gratuitement. Appelez le 1-833-422-4690

(TTY: 1-877-454-8477) ou parlez a votre fournisseur.

Cambodian

VHWHRGHSHNMS: [UNSIOHASINW Manig/ iuNmgSSwManSSASISa SNy
HAY SSW SHINAYIRUMMINWS uuiy] SHAMISUNASESMusSuIizumos i
TS ARG SINWHSASIERHIRY WTgiunis] 1-833-422-4690 (TTY: 1-877-454-8477) U
SUNWISTM B P RUIINIUNH MY

Korean
FO: ot E MESIN = ER F& A X[ MH|AE 0|54 £ QELICE 0|8 Jtstt HACE HHE
M&ots MEst B 7|2 8 MH|A L 222 NS ELICH 1-833-422-4690 (TTY: 1-877-454-8477)HO =

HSFSEALE MH|A RIS M| O 22[0HSAIL.

Gujarati

tallol AL L R Al slccdl 8l Al Hgcl AnislaL ULl At dAHIRL HE Gucek
8. Aol AUGEBAIL Uslad wa WsRARAUA sileul Hledl Yy wsal el Acuxl ual ([detl
4R GUAs 8. 1-833-422-4690 (TTY: 1-877-454-8477) UR SIA 530 AUl dHIRL YELAL A
alc s
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