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

AmeriHealth Caritas Next: AmeriHealth Silver 30

Coverage Period: 01/01/2022 - 12/31/2022
Coverage for: Individual & Family | Plan Type: HMO

to request a copy.

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 1-833-613-
2262 (TTY 1-844-214-2471). 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 1-833-613-2262 (TTY 1-844-214-2471)

What is the overall
deductible?

$4,000 / individual or $8,000 /
family

Important Questions m Why This Matters:

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,
specialist, urgent care office visits,
generic drugs, and children’s eye
exams and glasses are covered
(may require a copayment) 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. $400 for prescription drug
coverage (except generic drugs).
There are no other specific
deductibles.

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

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

$8,700 individual / $17,400 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, balance-billing charges,
penalties for failure to obtain
preauthorization for services and
health care this plan doesn’t cover.

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

Will you pay less if you
use a network provider?

Yes. See
https://amerihealthcaritasnext.healt
hsparg.com/healthsparag/public/#/o

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

ne/city=&state=&postalCode=&cou

billing). Be aware, your network provider might use an out-of-network provider for some

ntry=&insurerCode=ACNEXT |&br

services (such as lab work). Check with your provider before you get services.
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Important Questions

andCode=ACNEXT &alphaPrefix=&

bchsaProductld=&productCode=N

list of network providers.

CEXVv or call 1-833-613-2262 for a

Do you need a referral to
see a specialist?

No.

You can see the specialist you choose without a referral.

4A 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

What You Will Pay

Network Provider

Out of Network Provider

Limitations, Exceptions, & Other
Important Information

If you visit a health care

Primary care visit to treat an
injury or illness

(You will pay the least)

$30 copay/office visit;
deductible does not

apply.

(You will pay the most)
Not covered

First three visits covered at no charge.
Virtual Visits from AmeriHealth Caritas Next
designated virtual care providers covered in
full, deductible does not apply. Refer to the
policy for more information about Virtual
Care Services.

provider’s office or $100 copay/visit; Not covered None.
clinic Specialist visit deductible does not
apply
No Charge Not covered You may have to pay for services that aren’t
Preventive care/screening/ preventive. Ask your provider if the services
immunization needed are preventive. Then check what
your plan will pay for.
Diagnostic test (x-ray, blood 40% coinsurance Not covered Prior authorization may be required.

If you have a test

work)

Covered No limit.

Imaging (CT/PET scans, 40% coinsurance Not covered Prior authorization may be required.
MRIs) Covered No limit.
If you need drugs to ACA tier (preventative drugs) =~ No Charge Not covered
treat your illness or o
> $15 copay/prescription;
condition , :
More information about Preferred generic drugs deductible does not Not covered Covers up to a 30-day supply (retai
prescription drug apply - subscription); 31-90 day supply (mail-order
coverage is available at Non-preferred generic drugs $25 copay/prescription; Not covered prescription). Copay shown is per retail

http://client.formularynavigat

deductible does not

[* For more information about limitations and exceptions, see the plan or policy document at [www.insert.com].]
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What You Will Pay

Limitations, Exceptions, & Other

Common Medical Event Important Information

Services You May Need Out of Network Provider

(You will pay the most)

Network Provider
(You will pay the least)

or.com/Search.aspx?siteCo apply prescription. Mail order copay is 2.5 times
de=6186787868 retail copay. Coinsurance shown is for both
$40 copay/prescription retail and mail order prescriptions. Prior

Preferred brand drugs after prescription drug | Not covered authorization / step therapy may be required.
deductible
40% after prescription
Non-preferred brand drugs drug deductible Not covered
Specialty druas 40% after prescription Not covered
obecially Qrugs drug deductible
Facility fee (e.g., ambulatory  40% coinsurance Not covered Prior authorization may be required.
If you have outpatient surgery center) Covered No limit.
surgery - 40% coinsurance Not covered Prior authorization may be required.
Physician/surgeon fees -
Covered No limit.
$750 copay/visit after $750 copay/visit after Copay or Coinsurance amount due for each
deductible deductible ER visit after satisfaction of the plan

If you need immediate
medical attention

Emergency room care

Emergency medical
transportation

40% coinsurance

40% coinsurance

deductible amount. You pay the same level
as In-network if it is an emergency as
defined in your plan, otherwise Not
Covered.

Prior authorization may be required for non-
emergency situations.

$100 copay/visit; Not covered Out of network Urgent Care services are
deductible does not covered when network providers are
Uraent care apply temporarily unavailable or inaccessible and
Hlent bare if the services are for an urgent condition as
defined in your plan, otherwise Not
Covered.
Facility fee (e.g., hospital 40% coinsurance Not covered Prior authorization may be required.
If you have a hospital room) Covered No limit.
stay Phvsici 40% coinsurance Not covered Prior authorization may be required.
ysician/surgeon fees c -
overed No limit.
If you need mental 40% coinsurance Not covered Prior authorization may be required.
health, behavioral Outpatient services Covered No limit. (PCP and other
health, or substance practitioner visits do not require prior

[* For more information about limitations and exceptions, see the plan or policy document at [www.insert.com].]
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Common Medical Event

Services You May Need

Network Provider

What You Will Pay

Out of Network Provider

Limitations, Exceptions, & Other
Important Information

abuse services

(You will pay the least)

(You will pay the most)

authorization).

. . 40% coinsurance Not covered Prior authorization may be required.
Inpatient services o
Covered No limit.
$30 copay/visit; Not covered
Office visits deductible does not Cost sharing does not apply for preventive
apply services. Depending on the type of services,
If you are pregnant Childbirth/delivery 40% coinsurance Not covered a coinsurance may apply. Maternity care
professional services may include tests and services described
Childbirth/delivery facility 40% coinsurance Not covered elsewhere in the SBC (i.e., ultrasound).
services
40% coinsurance Not covered Prior authorization may be required.
Home health care -
Covered No limit.
$100 copay/visit; Not covered Prior authorization may be required.
deductible does not Combined 30 visits/year for
Rehabilitation services apply physical/occupational therapy and
chiropractic services. 30 visits/year for
speech therapy.
If you need help $100 copay/visit; Not covered Prior authorization may be required.
recovering or have deductible does not Combined 30 visits/year for
other special health Habilitation services apply physical/occupational therapy and
needs chiropractic services. 30 visits/year for
speech therapy.
. . 40% coinsurance Not covered Prior authorization may be required. Limits
Skilled nursing care
may apply.
, . 40% coinsurance Not covered Prior authorization may be required. Limits
Durable medical equipment
may apply.
Hosoi . 40% coinsurance Not covered Prior authorization may be required.
ospice services -
Covered No limit.
Children’s eye exam No Charge Not covered Limited to 1 exam per year.
If your child needs a No Charge Not covered Limited to 1 pair of Children’s glasses per
Children’s glasses
dental or eye care year.
Children’s dental check-up Not covered Notcovered | - None-----

[* For more information about limitations and exceptions, see the plan or policy document at [www.insert.com].]
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Abortion (except in case of rape, incest, or o Dental care (Adult) e Weight loss programs
when life of mother is endangered) e Long-term care

e Acupuncture e Non-emergency care when traveling outside of

e Cosmetic surgery the U.S.

¢ Routine eye care (Adult)

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

o Bariatric surgery e Hearing aids (Limited to once every 36 months) e  Private-duty nursing

e Chiropractic care (Limited to 30 specialist visits e  Infertility treatment (Limited to 3 treatments per e  Routine foot care (Limited to diabetes care only)
combined with occupational and physical lifetime)
therapy)

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: U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and
Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov, or North Carolina Department of Insurance, 1201 Mail Service Center, Raleigh, NC 27699-1201,
Phone No. 1-800-546-5664 or 1-919-807-6750. 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 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: North Carolina Department of Insurance at 1201 Mail Service Center, Raleigh, NC 27699-1201, Phone no. 1-800-546-5664 or ncdoi.com.

Additionally, a consumer assistance program can help you file your appeal. Contact North Carolina Department of Insurance, Health Insurance Smart NC at 1-877-
885-0231 or ncdoi.com.

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 [1-833-613-2262].
[Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa [1-833-613-2262)].
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[Chinese (A X): INRFEHXHIFEEBN, 1EILFTIXA 5 19[1-833-613-2262].
[Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' [1-833-613-2262)].

] 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.insert.com].] Page 6 of 7
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About these Coverage Examples:

-
& B
u

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 $4,000
B Specialist [cost sharing] $100
B Hospital (facility) [cost sharing] 40%
M Other [cost sharing] 40%

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)

M The plan’s overall deductible $4,000
B Specialist [cost sharing] $100
B Hospital (facility) [cost sharing] 40%
M Other [cost sharing] 40%

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)

care)
B The plan’s overall deductible $4,000
B Specialist [cost sharing] $100
B Hospital (facility) [cost sharing] 40%
W Other [cost sharing] 40%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

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

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

Deductibles $4,000
Copayments $50
Coinsurance $3,400

What isn’t covered
Limits or exclusions $0
The total Peg would pay is $7,450

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

Deductibles $1,300
Copayments $1,000
Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Joe would pay is $2,300

Total Example Cost \ $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $2,100
Copayments $600
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,700

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

Page 7 of 7
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Multi-language interpreter services

English: You can get this material and
other plan information in large print for
free. To get materials in large print, call
Member Services at 1-833-613-2262
(toll free) (TTY 1-844-214-2471).

If English is not your first language, we
can help. Call 1-833-613-2262 (toll

free) (TTY 1-844-214-2471). You can ask
us for the information in this material

in your language. We have access to
interpreter services and can help answer
your questions in your language.

Spanish: Puede obtener este material

y otra informacion del plan en letra

grande de manera gratuita. Para obtener
materiales en letra grande, llame a
Servicios al Miembros al 1-833-613-2262
(sin cargo) (TTY 1-844-214-2471).

Si elinglés no es su idioma principal,
podemos ayudarlo. Llame al 1-833-613-
2262 (sin cargo) (TTY 1-844-214-2471).
Puede solicitarnos recibir la informacion de
este material en su idioma. Tenemos acceso
a servicios de interpretacion y podemos
responder sus preguntas en su idioma.

L ———

Simplified Chinese: & AT PA 52 2R 3K EY
AR A N EMITREXER
FIKSFIRM . NEIRBAKAS
FRENRIB AR, BB AR
=0 1-833-613-2262 (S 28) (TTY 1-844-
214-2471)

MR TE E@M%—%E,ﬁm
Twﬂﬂﬂﬂj}o 15 H 1-833- 613
2262 (2 28) (TTY 1-844-214-2471), 14
Al PUE ABENES B ZBUA R
B pEE. B 1r] DUR M Eli:pﬂﬁ
%, Al PLAHIERIE S & 1A o)
20 6

Vietnamese: Quy vi 6 thé nhan tai liéu
nay cling cac thong tin khac vé chuong
trinh dudi dang ban in ¢& 16n mién phi.
P& nhan dugc ban in ¢d 16n cua tai lidu,
vui long goi cho ban Dich Vu Héi Vién
theo s 1-833-613-2262 (dién thoai
mién phi) (TTY 1-844-214-2471).

Chung t6i c6 thé gitip dé quy vi néu
Tiéng Anh khong phai ngon ngir chinh
clia quy vi. Hay goi 1-833-613-2262
(dién thoai mién phi) (TTY 1-844-214-
2471). Quy vi 6 thé yéu cau ching toi
cung cap cac thong tin trong tai liéu nay
duac trinh bay bang ngon ngi clia quy
vi. Chling t6i c6 quyén tiép can véi dich
vu théng dich vién va cé thé gidp tra o
cac thac mac ctia quy vi bang ngon ng
clia quy Vi.



Multi-language interpreter services

Korean: 2 X2 % 7|E} E&
=3 YEE BT 2XlE REE
TOtEHE &= ASUCHL 2 X2 E
2t =ALE FOFE X} SHA[=
3%, 1-833-613-2262

(2 ALK} ELEH (TTY 1-844-214-
2471)H O 2 3| MH|AQ
HEf==A|7| HEE LT

G017t E=0{7} Of &%,

o O =21 A AL
= E2 = /ELCL

1-833-613-2262 (2= Al X} E.EH

(TTY 1-844-214-2471)H O 2
CIIFAA . 2 HEE sto
0|2 RHSH = USL|LCE
SIAlE &Y MH|IAE S
#5te] A0 CisH Hstel
0= HHS| EE = /USL|CL

French: Vous pouvez obtenir ce
document et d’autres renseignements
gratuitement en gros caracteres. Pour ce
faire, appelez ’équipe de services aux
adhérents au 1-833-613-2262 (numéro
gratuit) (TTY 1-844-214-2471).

Si I’anglais n’est pas votre langue
maternelle, nous pouvons vous aider.
Appelez au 1-833-613-2262 (numéro
gratuit) (TTY 1-844-214-2471). Vous
pouvez nous demander de vous
fournir les renseignements figurant
dans ce document dans votre langue.
Nous avons acces a des services
d’interprétation pour répondre a vos
questions dans votre langue.

L ———

Arabic:

salall o2 e J geanll GliCay sy 2l
5uS Ao e Gddkall e (5 Al Claglaag
Josi) 3538 e salan 330 o Jpemall Ulas

e slac V) claaiy

(Aol iilel) 1-833-613-2262

(TTY 1-844-214-2471)

LiiCasd ) elial 4y jlasy) Aalll oS5 a1 13
1-833-613-2262 48 1L Juail i Luse
(TTY 1-844-214-2471) (Alaal) iilgd))
b3A o 53 g sall il glaall Ui calla (o SliSa,
Cladd ) J g sl Al Ll el 3alal)
AlaY) A oaebuall WiSays () 58 (pan i

Hmong: Koj muaj peev xwm tau txais cov
ntaub ntawv no thiab lwm cov lus ghia txog
pawg kho mob sau ua ntawv luam loj pub
dawb. Yog koj xav tau cov ntaub ntawv sau
ua ntawv luam loj, hu rau Lub Thawj Fab
Saib Xyuas Hauj Lwm Kev Pab Cuam Rau
Tswv Cuab ntawm 1-833-613-2262 (hu
dawb) (TTY 1-844-214-2471).

Yog tias lus As Kiv tsis yog koj thawj hom
lus, peb muaj peev xwm pab tau. Hu rau
1-833-613-2262 (hu dawb) (TTY 1-844-
214-2471). Koj muaj peevxwm nug peb
tau txog rau cov lus ghia nyob rau hauv
cov ntaub ntawv no hais ua koj hom lus.
Peb muaj kev txuas cuag tau rau cov kev
pab cuam fab kev txhais lus thiab muaj
peev xwm pab teb tau koj cov lus nug
hais ua koj hom lus.



Multi-language interpreter services

Russian: KpynHowpudToBble n3gaHus
KaK JaHHOro matepuana, Tak u apyroii
NHOPMaLMK 0 CTPAXOBOM MaHe Bbl
MOMETE NoMy4nThb 6ecnnatHo. Ytobbl
NOJYYUTb IKIEMNNAP, HaneyaTaHHbIN
KpYNHbIM LWPKUHTOM, 00paTUTECH B OTAEN
00CNYKMBAHWSA YYACTHUKOB MaaHa no
TenecdoHy 1-833-613-2262 (becnnatHblii
Homep) (TTY 1-844-214-2471).

Ecnv BaLL pogHOM A3bIK HE aHIUACKWUIA, Mbl
MOXeM Nomoub. M03BOHUTE MO TeNedOoHy
1-833-613-2262 (becnnatHbiit Homep) (TTY
1-844-214-2471). Bbl MOKETE NONPOCUTH
HaC NPeoCTaBUTb BaM U3NOKEHHYIO B
[AHHOM JJOKYMeHTe MH(OPMALMIO Ha
BaLLieM si3bike. Mbl UMeem OCTYM K yCyram
VCTHbIX NEPEBOAYNKOB 11 MOMEM OTBETUTH Ha
BALLW BONPOCHI HA BaLLEM POJHOM fA3bIKe.

Tagalog: Maaari mong makuha ang
babasahing na ito at iba pang impormasyon
sa plano sa malaking print nang libre. Upang
makakuha ng mga babasahin sa malaking
print, tumawag sa Member Services (Mga
Serbisyo para sa Miyembro) sa 1-833-613-
2262 (walang bayad) (TTY 1-844-214-2471).

Kung hindi mo unang wika ang Ingles,
maaari kaming makatulong. Tumawag sa
1-833-613-2262 (walang bayad) (TTY
1-844-214-2471). Maaari kang humingi
ng impormasyon sa amin sa babasahing
ito sa iyong wika. Mayroon kaming
access sa mga serbisyo ng tagapagsalin
at maaaring tumulong sa pagsagot sa
ilyong mga katanungan sa iyong wika.

L ———

Gujarati: LR L AscL A
Aogelloll WA Htf%c[l (Aol

W&l Do nl ﬂmcﬂ sl 9l H él
Qo AldA Ancal HIZ, NI
Ul u@'l SlA 52 1-833-613-
2262 (toll free) (TTY 1-844-214-2471).

ol S5oclal AL UM el

ol 8lat, Al WA Hee 53 ASIA
91, A8 SlA 52 1-833-613-
2262 (toll free) (TTY 1-844-214-2471).
AR Al YRastell H@dl dnuil
UMM Aol z»ma ygl asl
Ol ML WA geuRal A
GUAGH 8 ol dHIFL el

AHIRL Uslodl walled U alHl
WA HEE 53] ASIA Sl

Mon-Khmer: i1 GG § U SN fi

118:SHNHY smmeQjm
ig gmﬁﬁjmﬁmﬁmﬁsmmﬂ
LTI s'hﬁﬁmmﬁﬁjmﬁ
X ﬁjﬁiUﬂiG‘lmSiﬁji‘lﬁHﬁjmﬁﬁ
MUTUI: IS 1-833-613- 2262
(iﬂjagiﬁimimi"'ltﬁﬁSﬁﬁiﬁ)
(TTY 1-844-214-2471) ]

i sitEIn g sTusSthman
GYWIVATHA JIDHHGEH W NS
AJHIUTIIGTM SIS 2 1:833-613-2262
aliggirsniuTlith wo SHAnigG), |
(TIY 1:844-214-2471)1 HRNGIAJ A
imﬁasmﬁmsmgﬁaﬁﬁmts
MM anNIvaER ihanSagH
PTNURID SUMGEIWHRE
F0 ANITUATHR M AN H A



Multi-language interpreter services

German: Sie konnen dieses Material und
andere Planinformationen kostenlos in
Grofidruck erhalten. Um Materialien in
Grofddruck zu erhalten, rufen Sie den
Mitgliederservice unter 1-833-613-2262
(gebiihrenfrei) (TTY 1-844-214-2471) an.

Falls Englisch nicht [hre Muttersprache
ist, helfen wir Ihnen gerne. Rufen Sie

an: 1-833-613-2262 (gebiihrenfrei)
(TTY 1-844-214-2471). Sie konnen die
Informationen in diesem Material bei
uns in Ihrer Sprache erhalten. Wir haben
Zugang zu Dolmetscher-Diensten und
konnen lhre Fragen in Ihrer Sprache
beantworten.

Hindi: ST 7 7 FTE MY 17
AT ST 72 fife & 997 ama
21 ad] g1 o= iz # =g =g o
F2 o 17, 1-833-613-2262 (toll free)
(TTY 1-844-214-2471) 7Y F<+7 AT
%l A el

H’%WWWT@% )

ATTehT TgT=adT ¥ Tohd gl 1-833-613-
2262 (toll free) (TTY 1-844-214-2471)
T A | AT T H TH

ST AT %0l STTARTL FIT Tohdl gl
BT TTE AT & ST & 7Y
WWﬁWHqMI % ST

o H TgEIAT & 9ohd gl

L ———

Laotiap; VIVTIVIOSVCONE 0D
CCAT2HVE@LNIVEVY U
momugz‘lm@ws 2SLCONLIIV
chmomugzaumﬁo‘Zm@ LMY
FLVINIVILLIFNY 1-833-613-
2262 (toll free) (TTY1 -844-214- 2471)

mwﬁmagnoucwvw‘)mmao
299191, WONCSIFIVINFO®
UlS. Lt 1-833-613- 2262 (toll free)
(TTY 1-844-214-2471). m‘ms‘)mo
:Jaumuauv?vcen S0
chwﬁmaagmmlo WONCSI
DOINIMDVIBWITICITIIVIO
Q0OOBDVHITIVL9UIIVCUD
WIFI2OHNID.

Japanese: = DERLE Z DD Z
NFERITIE R THERHZ ﬂmf £
LET, IERREZRERT DI
AR —H—E X 1-833-613- 2262
(7 U —& A %) (TTY 1-844-214-
2471) £ TEEMESTEIV,
FEENREERE TR W HITIX,
7j_. I\ﬁbi‘é‘o \—EE i)g%nﬁ
T &Eu 1-833-613-2262 (7 U — 51“
A L) (TTY 1-844-214- 2471) . &
BHZBE T AWM A ZHDDOERET
PRI A kﬁif%i# F7-.
Lnﬂ*f“— BRIz "Bt s 3 A
AET9,
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