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

Coverage for: Individual + Family | Plan Type: HMO

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, visit our website
at MolinaMarketplace.com or call 1-888-858-3973. 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 1-800-318-2596 to

What is the overall
deductible?

$0 at an Indian Health Care Provider
(IHCP) or with IHCP referral to a
non-IHCP, or $5,000 / individual or
$10,000 / 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 and services
indicated in the chart starting on
page 2.

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?

No.

You don’t have to meet deductible for specific services.

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

Individual: $7,850
Family: $15,700

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,
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
MolinaMarketplace.com/UTFindCare
or call 1-888-858-3973 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.
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Why This Matters:

Important Questions Answers

Do you need a referral to

e No. You can see the specialist you choose without a referral.
see a specialist? Specialist y referral

4\ Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

I What You Will Pay

: Indian Health . Out-of-Network S .
(IHCP) (Youwill = (You ‘;‘;‘as':)ay ® | (You will pay the
[SEVAUCRCER) most)
Primary care visit to $30 Copay/visit . : :
treat an injury or No charge deductible does not Not Covered Cost shaninglwaivediatitanshi Gt
: = IHCP referral.
illness apply
$60 Copay/visit Preauthorization may be required, or
If you visit a health care  Specialist visit No charge deductible does not Not Covered services not covered. Cost sharing
provider’s office or clinic apply waived at non-IHCP with IHCP referral.
. You may have to pay for services that
Preventive aren't preventive. Ask your provider if
care/screening/ No charge No charge Not Covered e services you need are preventive.
immunization Then check what your plan will pay for.
$95 Copay for x-ray
deductible does not
Diagnostic test (x-ray apply Preauthorization may be required, or
18gnostic 16t ’ No charge Not Covered services not covered. Cost sharing
blood work) $60 Copay for blood waived at non-IHCP with IHCP referral.
If you have a test work
deductible does not
apply
. Preauthorization is required or Imaging
Lrgaaglsn%/l(gl'gl)PET No charge 35% coinsurance Not Covered services are not covered. Cost sharing
’ waived at non-IHCP with IHCP referral.
If you need drugs to $29 Preauthorization may be required, or
treat your illness or Generic drugs - Copay/prescription services not covered. Mail-order
condition preferred No charge (retail) deductible Not Covered Prescription Drugs are available for up
More information about does not apply to a 90-day supply and is offered at 2.5

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

Services You May

Need

I What You Will Pay

Indian Health
Care Provider
(IHCP) (You will

Network Provider
(You will pay the

Out-of-Network
Provider
(You will pay the

Limitations, Exceptions, & Other
Important Information

stay

hospital room)

pay the least) least) most)
prescription drug $65 times the 30-day retail prescription Cost
coverage is available at Preferred brand drugs No charge Copay/prescription Not Covered  Sharing. Mail order not available for
www.MolinaMarketplace.c (retail) Specialty drugs. Depending on Tier
om/UTFormulary2024 Non-preferred brand Ie\éel this will be either a Copayment or
drugs and non- No charge 35% colnsurance Not Covered 7 SOnstEne
preferred generic Iprescription (retail)
drugs For brand name drugs with a generic
equivalent, coupons or any other form
of third-party prescription drug cost
, 35% Coinsurance sharing assistance will not apply
Specialty drugs No charge Iprescription Not Covered  toward any deductibles or annual out-
of-pocket limits. Cost sharing waived at
non-IHCP with IHCP referral.
Facility fee (e.g., Preauthorization may be required, or
ambulatory surgery No charge 35% coinsurance Not Covered services not covered. Cost sharing
If you have outpatient center) waived at non-IHCP with IHCP referral.
surgery Physician/surgeon Preauthorization may be required, or
fees No charge 35% coinsurance Not Covered services not covered. Cost sharing
waived at non-IHCP with IHCP referral.
Emergency room care cost sharing
Emergency room care No charge 35% coinsurance 35% coinsurance goes.not apply, i qdmltteq to the
ospital. Cost sharing waived at non-
IHCP with IHCP referral.
If you need |mmedlate Emerqency medical No charge 359 coinsurance 359 coinsurance Cost sharing waived at non-IHCP with
medical attention transportation E— = IHCP referral.
" Preauthorization is required for out-of-
$45 copay/visit area Urgent care services, or services
Urgent care No charge Deductible does not Not Covered i —th hari P dat
apply not covered. Cost sharing waived a
non-IHCP with IHCP referral.
) Facility fee (e Preauthorization is required or services
If you have a hospital y 8- No charge 35% coinsurance Not Covered  not covered. Cost sharing waived at

non-IHCP with IHCP referral.

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

Indian Health Network Provider Out-of-Network

Limitations, Exceptions, & Other

Services You May

Common Medical Event Care Provider Provider :
Need i Important Information
(IHCP) (Youwill = (You ‘I"’;:s':)ay the | (You will pay the >
pay the least) most)
Phvsician/suraeon Preauthorization is required or services
feei g No charge 35% coinsurance Not Covered not covered. Cost sharing waived at
non-IHCP with IHCP referral.
Office Visit:
$30 Copay
deductible does not
apply
Outpatient services No charge Professional Fee: Not Covered Gusishaniiauec iR
If you need mental o [HCP referral.
health, behavioral $9 CUISUENES
health, or substance Facilitv Fee:
abuse services aci |. y Fee:
35% coinsurance
Preauthorization is required for
. . o inpatient care or services not covered.
Inpatient services No charge 35% coinsurance Not Covered Cost sharina waived at non-IHCP with
IHCP referral.
Office visits No charge No charge Not Covered Cost sharing does not apply to routine
Childbirth/delivery _ prenatal care and first post-natal visit
orofessional services No charge 35% coinsurance Not Covered  anq certain preventive services.
Depending on the type of services,
coinsurance may apply. Maternity care
If you are pregnant may include tests and services
Childbirth/delivery , described elsewhere in the SBC (i.e.
facility services MOGIERE 35% coinsurance Not Covered yjtrasound). Pregnancy termination
services, subject to restrictions and
state law. Cost sharing waived at non-
IHCP with IHCP referral.
If you need help Limited to:
recovering or have other = Home health care No charge No charge Not Covered * Up to 2 hours nursing per visit
special health needs * Up to 4 hours home health aide per

* For more information about limitations and exceptions, see the plan or policy document at www.MolinaMarketplace.com. Page 4 of 7
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I What You Will Pay

. Indian Health . Out-of-Network S .
Common Medical Event sew'cﬁsezg S ey | e Provider L'm'tT:r'fZiaiﬁﬁfgﬁ::t’ianther
(HCP) (Youwill |~ (Youwillpaythe | \yo il bay the >
pay the least) least) most)
visit
+ 30 visits per calendar year
Preauthorization is required after 7
visits for home settings, or services
may be not covered.
$30 Copay 20 visits/year - Speech, Physical,
oo - deductible does not Occupational Therapy combined. Cost
Rehabilitation services No charge - Not Covered sharing waived at non-IHCP with IHCP
referral.
$30 Copay 20 visits/year - Speech, Physical,
i : deductible does not Occupational Therapy combined. Cost
Habilitation services No charge —apply Not Covered sharing waived at non-IHCP with IHCP
referral.
Limited to 30 days per calendar year.
Preauthorization may be required, or
Skilled nursing care No charge 35% coinsurance Not Covered services may be not covered. Cost
sharing waived at non-IHCP with [HCP
referral.
Excludes vehicle modifications, home
Durable medical N o modifications, exercise, and bathroom
, 0 charge 35% coinsurance Not Covered . . ,
equipment equipment. Cost sharing waived at
non-IHCP with IHCP referral.
Limited to 6 months in a 3-year period.
Hospice services No charge No charge Not Covered Notification only, Preauthorization is
not required.
Children’s eye exam No charge No charge Not Covered Coverage limited to one exam/year.
If . Children’s glasses No charge No charge Not Covered boEE s [ =4 ene e ot
your child needs glasses/year.
dental or eye care Children's dental Not Applicable. Coverage can be
iaren's denta Not covered Not Covered Not Covered purchased as a standalone product; it
check-up ; o
is not covered by this policy.

Excluded Services & Other Covered Services:

* For more information about limitations and exceptions, see the plan or policy document at www.MolinaMarketplace.com. Page 5 of 7
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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 cases of rape, incest, or e Cosmetic Surgery e Long-Term Care
when the life of the mother is endangered) e Dental Care (Adult)  Non-emergency care when traveling outside the
e Acupuncture e Hearing Aids u.s.
e Bariatric Surgery e Infertty Treatment «  Private-duty nursing
¢ Routine Foot Care e Chiropractic care

e Routine eye care (Adult)

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
None

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: Utah Insurance Department 1-801-538-3077. Other coverage options may be available to you, t0o, 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: Utah Insurance Department 1-801-538-3077.

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.

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

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

/-‘ ¥ B "

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 up

hospital delivery)

B The plan’s overall deductible $5,000
B Specialist copayment $60
B Hospital (facility) coinsurance 35%
B Other coinsurance 35%

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)

controlled condition)

B The plan’s overall deductible $5,000
B Specialist copayment $60
B Hospital (facility) coinsurance 35%
B Other coinsurance 35%

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)
M The plan’s overall deductible $5,000
B Specialist copayment $60
B Hospital (facility) coinsurance 35%
B Other coinsurance 35%

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

Diagnostic test (x-ray)

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

Total Example Cost ‘ $12,700 Total Example Cost \ $5,600 Total Example Cost \ $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $0 Deductibles $0 Deductibles $0
Copayments $0 Copayments $0 Copayments $0
Coinsurance $0 Coinsurance $0 Coinsurance $0
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $0 Limits or exclusions $0 Limits or exclusions $0
The total Peg would pay is $0 The total Joe would pay is $0 The total Mia would pay is $0
The plan would be responsible for the other costs of these EXAMPLE covered services.
Note: These numbers assume the patient received care from an IHCP provider or with [HCP referral at a non-IHCP. If you receive care from a non-
IHCP provider without a referral from an IHCP your costs may be higher. Page 7 of 7



https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#excluded-services
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#primary-care-physician
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#prescription-drugs
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#emergency-room-care-emergency-services
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#rehabilitation-services
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan

L X J
. ®
‘l‘ MOL' NA Non-Discrimination Notification

HEALTHCARE Molina Healthcare

Your Extended Family.

Molina Healthcare (Molina) complies with all Federal civil rights laws that relate to healthcare services. Molina offers healthcare services to all members
and does not discriminate based on race, color, national origin, ancestry, age, disability, or sex.

Molina also complies with applicable state laws and does not discriminate on the basis of creed, gender, gender expression or identity, sexual orientation,
marital status, religion, honorably discharged veteran or military status, or the use of a trained dog guide or service animal by a person with a disability.

To help you talk with us, Molina provides services free of charge, in a timely manner:
« Aids and services to people with disabilities
o Skilled sign language interpreters
o Written material in other formats (large print, audio, accessible electronic formats, Braille)
« Language services to people who speak another language or have limited English skills
o Skilled interpreters
o Written material translated in your language

If you need these services, contact Molina Member Services. The Molina Member Services number is on the back of your Member Identification card.
(TTY: 711).

If you think that Molina failed to provide these services or discriminated based on your race, color, national origin, age, disability, or sex, you can file a
complaint. You can file a complaint in person, by mail, fax, or email. If you need help writing your complaint, we will help you. Call our Civil Rights
Coordinator at (866) 606-3889, or TTY: 711.

Mail your complaint to: Civil Rights Coordinator, 200 Oceangate, Long Beach, CA 90802. You can also email your complaint to
civil.rights@molinahealthcare.com.

You can also file your complaint with Molina Healthcare AlertLine, twenty four hours a day, seven days a week at:https://molinahealthcare.alertline.com.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights. Complaint forms are
available at https://www.hhs.gov/ocr/complaints/index.html You can mail it to:

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

You can also send it to a website through the Office for Civil Rights Complaint Portal at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.
If you need help, call (800) 368-1019; TTY (800) 537-7697.
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HEALTHCARE

Taglines

ATTENTION: Aids and services for people with disabilities, like documents in braille and large print, are also available. If you need help in your

language call Member Services located on back of your ID card. (TTY: 711). These services are free of charge.

ATENCION: Si necesita ayuda en su idioma llame a Servicios para Miembros. El nimero esta en el reverso de su tarjeta de identificacion de
miembro. (TTY: 711). También hay disponibles ayudas y servicios para personas con discapacidades, como documentos en braille y letra grande.

Estos servicios son gratuitos. (Spanish)

| b Aol wloll Led @l b e Sene0 o5 I LAYl clossu . haild , i) b ae o ol dalow i 13] -duis.
dulao lossll 838 5wl dsldally il s s oy ilsiiuall Jio , Ble)l Sgd b wlossy wlselus LA 355 (711 (puaill Elgll). (Arabic)

NFCUNNFR3NFL: beb abip | bquny ogUnipjwl Yuphe nilibp, qulquhupbp Member Services: 3wdwpp qulynid E atp Member ID pupup tubih dwuncd: (TTY: 711):

Unlw GU LwbL hwpuwlnudnieincl nilbgnn wbéwlg hudup Uwpusbudud odwlnul Jhonglbp GL dwnuwgnipjnillbp, hUswbu ppbjch Go ubd wyupwlulh duunwenpbp: Uju dwnwjnipjnillbpp wlyGup BU: (Armenian)

MRSy §H 2 A S gn S vinhnygapn e migethisanigasijsni S SR st Su en4ias,

Al ngime guERMATT M URGR andRatsgiann e S g e N s gamondanssaigs, (TTY: €99 ) iahsgsisissxmdeésiy, (Cambodian)

EELRIREFE=EIE =S S meSRGeEh. IS E=0BSE6E. iZSm|i T Ean=50 ID FEEm. (TTy: 711> ¢
TSRS A GIREFHEN T S FIARSS. 0S5 STFINT1F 301 X EEAB S 25 FFeY). (Chinese Simplified)

Jy sl o Jokoo sl 31 81y closs ¢ b &S a g
S el 353 il o8 ady 3 @l se wlons Logs b 3 SeS 4 Sl 050 0 i s 3 585 S, 5 la 5.

(TTY: 711). sid K, closs o). (Farsi)
=T & Ofa STOoe! OS] HIST 3 921901 o1 ATa<aeal &, O 960 a3 & Siad ol et des 9ag AEsi ms s o =1 (TTY: 711)

| BT arm & T asaa IR SS9 3 g e T amas, Hisuoa= S1 3 g &=: 0= €1 (Hindi)

XIM: Yog koj xav tau kev pab los ntawm koj cov kev pab. Tus naj npawb nyob sab nraum qab ntawm koj tus ID card. (TTY: 711).

Aids thiab kev pab rau cov neeg uas muaj mob xiam oob ghab, xws 1i cov ntaub ntawv nyob rau hauv braille thiab loj print, kuj muaj. Cov kev pab no yog pab dawb xwb. (Hmong)

ACHTUNG: Wenn Sie Hilfe in Ihrer Sprache bendtigen, rufen Sie den Mitgliederservice an. Die Nummer finden Sie auf der Riickseite Ihres Mitgliedsausweises. (TTY: 711).

Hilfsmittel und Dienstleistungen fiir Menschen mit Behinderungen, wie Dokumente in Blindenschrift und GroRdruck, sind ebenfalls verfiigbar. Diese Dienstleistungen sind kostenlos. (German)

FEESSEOSETROALESESE. AN Y EACEFELTEEL. ESEF =8O E@RICECEENTOGET . (TTY: 711).
SEFPAETOEREGDY. BREEOCLZHOIEEYY —EASFATEFT . s —EAGEMTT . (Japanese)

Fo|: Fi5t2l Q02 =20 TRSE H MH[LA0 FTSsiEAI2. O B=s ZHYA ID JtE T Asuo. (TTY: 711)
LuDH, BX X 2 EXE E 2AMQ E2 FOYUS AT EX &= HIZEUCH, O3t MEl2= FELUL. (Korean)
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Languages: English, Spanish, Arabic, Armenian, Cambodian, Chinese, Farsi, Hindi, Hmong, German, Japanese, Korean, Loatian, Mien, Punjabi, Russian, Tagalog, Thai, Ukrainian,

Vietnamese
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goouardy: Aids warmautSneudedvdudney, duegoiiveentemenly braille wormevdusimuealne, S04,
fia v g mew poew goe fie W we e =89 vew call Member Services @ @ ¢ vy w39 =eq So ID =ey uew |
(TTY: 711). nowodneusdedesviemess. (Loatian)

attention: aids caux services bun mienh caux disabilities oix docunents yie braille caux large print naaic yaac available da'faanh neih oix zugc tengx yie meih nyei
language heuc menber services located zieqc back of meih nyed yie cle (tty: 711) these services naaic free of change. (Mien)

s G fsvowudior e e 8333 feso AT g o8 ocl 6Ec U3 Fee ID wes= 8 a1 (TTY: 711).
WUTOR B BT Foles »3 ree, HE 0 €5 »E 28 i CeTrses, § Sussu on I feo #Eg ¥es5 51 (Punjabi)

BHUMAHME: Ecnu Bam HyxHa noMowb Ha BalweM A3biKe, Mo3soHMTe B CAyxby nopsepxku. Homep ykasaH Ha obpaTHo# CTOpOHe Baweil WAEHTWOMKaLMOHHOW KapTel. (Tenetaiin: 711).
Takxe BOCTYNHe BCMOMOraTeNbHee CPEACTBA M YCAYTM ANA NKAGH C OrPaHUYEHHbMA BOSMOXHOCTAMM, Takie Kak AOKYMeHTHl, HanedaTaHHsie wpudTOM Bpaitna W KpymHuM wpudtom. 3Tu ycnyru Gecnnathel. (Russian)

ATTENTION: Mayroon ding mga tulong at serbisyo para sa mga taong may kapansanan, tulad ng mga dokumento sa braille at malaking print.
Kung kailangan mo ng tulong sa iyong wika tumawag sa Member Services na matatagpuan sa likod ng iyong ID card. (TTY: 711).

Ang mga serbisyong ito ay libre. (Tagalog)

erwdia: winendlsse TRt M dlunesenmndusEasn i uuEinsAaNgn AT RrdE aReURTURR wersndruoemns (TTY: 711)
uananiddiuinshomBad wivewdins wu wassdnenussfussidfanfoundnn VinswailkifsldE5w (Thai)

YBAMA: fikuo eam noTpibHa gonomora Bawow MoEow, 2aTenedoHyiiTe Oo cAyx6u nigTpuMcu. Homep BkazaHo Ha 3BopoTHoMy Boul noceiguvedss yyacHuka. (NTAAN: 711).

Takox pocTynHi monomixHi zacofm Ta nocmyru AnA noaeid = oOMEXEHUMM MOXIWBOCTAMK, Takl AK OokymeHTH wpmdTom Bpaiina Ta senukum wpudrtom. Ui nocmyru Gezkowroewi. (Ukrainian)

CHU ¥: N&u ban <&n trg gidp bdng ngdn nglt cha minh, h3y goi cho Dich wy HOi vién. S& nay na3m & mit sau thé ID H&i vién cla ban. (TTY: 711).

H& trg va dich vu cho ngudi khuy&t tat, nhu t3i 1liéu bang chit ndi va chit in 16n, ciling cé san. Cac dich vu nay 13 midn phi. (Vietnamese)

Languages: English, Spanish, Arabic, Armenian, Cambodian, Chinese, Farsi, Hindi, Hmong, German, Japanese, Korean, Loatian, Mien, Punjabi, Russian, Tagalog, Thai, Ukrainian,

Vietnamese
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