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

Memorial Hermann Health Solutions: Select 1500

Coverage Period: 01/01/2026 — 12/31/2026
Coverage for: Individual, Family | Plan Type:PPO

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, http:/healthplan.memorialhermann.org/
for-brokers/resource-center or call 855-645-8448. 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 855-645-8448 to request a copy.

Important Questions

What is the overall
deductible?

Are there services covered
before you meet your
deductible?

Are there other deductibles

for specific services?

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

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

Will you pay less if you use
a network provider?

Do you need a referral to
see a specialist?

Network Providers - $1,500 person /

$3,000 family.

Out-of-network Providers - $3,000 person

/ $6,000 family.

Yes. Preventive care services are covered
before you meet your deductible. Does not
apply to Generic, Preferred brand or Non-
Preferred brand prescription drugs.

No.

Network Providers — $4,500 person /
$9,000 family. Out-of-network Providers

-$15,000 person / $30,000 family.

Premiums, balance-billing charges,

penalties for failure to obtain

Preauthorization for services and health

care this plan doesn’t cover.

Yes. See

https://healthplan.memorialhermann.org/find-

a-doctor?network=Select+PPO+Hybrid or

call 855- 645-8448 for a list of Network

Providers.

No.
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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.

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/.

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

The out-of-pocket limit is the most you could pay in a year for covered services. If you
have other family members in this plan, they have to meet their own out-of-pocket limits
until the overall family out-of-pocket limit has been met.

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

This plan uses a provider network. You will pay less if you use a provider in the plan’s
network. You will pay the most if you use an out-of-network provider, and you might
receive a bill from a provider for the difference between the provider’s charge and what
your plan pays (balance billing). Be aware, your network provider might use an out-of-
network provider for some services (such as lab work). Check with your provider before
you get services.

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

Common Medical
Event

If you visit a
health care

provider’s office
or clinic

What You Will Pay

Services You May Need| Network Provider (You

will pay the least)

Out-of-network
Provider
(You will pay the

most

Limitations, Exceptions, & Other Important Information

Primary care visit to gzez S—g{%\é/\é'gg's not 30% coinsurance. None
treat an injury or illness W Deductible applies first. '
TP $50 copay/visit. 30% coinsurance.

Specialist visit Deductible does not apply. | Deductible applies first. Nane.
For children under the age of 6: required immunizations are not
subject to deductible, copayment or coinsurance requirements

Preventive care/ No charge. 30% coinsurance. [ IO e T E (D TONIDE T

screening/ immunization | Deductible does not apply. | Deductible applies first.

You may have to pay for services that aren’t preventive.
Ask your provider if the services needed are preventive.
Then check what your plan will pay for.

If you have a test

Diagnostic test (blood

Blood work - 25%
coinsurance.

30% coinsurance.

work, x-ray) X-ray - 25% coinsurance. | Deductible applies first.
Deductible applies first.

Imaging (CT/PET 25% coinsurance. 30% coinsurance.

scans, MRIs) Deductible applies first. Deductible applies first.

Professional/interpretation service is included in diagnostic blood
work and x-ray cost shares.

Preauthorization required for all genetic testing and complex
imaging.in a penalty.
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Common
Medical Event

If you need
drugs to treat
your illness or
condition

More information
about

prescription

drug coverage is
available at

https://healthplan.
memorialhermann

Services You May
Need

Generic Drugs

What You Will Pay

Network Provider (You
will pay the least)

Retail: $4 copay/

prescription.
Mail order: $8 copay/
Deductible does not apply.

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

Retail: 50% coinsurance.

Deductible applies first.

Mail order: not covered.

Preferred Brand Drugs

Retail: $25 copay/

Mail order: $50 copay!/
Deductible does not apply.

Retail: 50% coinsurance.

Deductible applies first.

Mail order: not covered.

.org/Members/Ph
armacy-Benefit-
Information,or by
calling 1-833-502-
3346.

Non-Preferred Brands /
Drugs

Retail: $55 copay/

prescription.

Mail order: $110 copay/
prescription.

Deductible does not apply.

Retail: 50% coinsurance.

Deductible applies first.

Mail order: not covered.

Limitations, Exceptions, & Other Important Information

Retail covers 30-day supply and mail order covers up to 90-
day supply unless stated by the formulary or the plan benefits.

Network providers prescription drug copayment/coinsurance
apply to the maximum out-of-pocket limit.

Member responsible for paying applicable copay, allowable
claim amount, or the contracted rate of the prescription if less
than the established copay.

Preauthorization required for some drugs.

Some prescription drugs and/or medications are not available
through mail order.

Specialty Drugs

Retail: 33% coinsurance.
Deductible applies first.

Retail: 50% coinsurance.

Deductible applies first.

30-day supply only. 90-day mail order not covered.

Some specialty drugs are subject to utilization review or
preauthorization.

If you have
outpatient

surgery

Facility fee (e.g.,
ambulatory surgery
center)

25% coinsurance.
Deductible applies first.

30% coinsurance.
Deductible applies first.

Preauthorization required.

Physician/surgeon fees

25% coinsurance.
Deductible applies first.

30% coinsurance.
Deductible applies first.

Preauthorization required.
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Common
Medical Event

If you need
immediate
medical attention

Services You May

What You Will Pay

Network Provider
(You will pay the

Out-of-network
Provider

Limitations, Exceptions, & Other Important Information

Need
least) (You will pay the most)
- 500 copay/visit.
$500 copay/visit. 3 ; — .
Emergency room care Deductible does not apply. gggll;ctlble does not Copayment waived if admitted.
Emergency medical No charge. No charge. None
transportation Deductible applies first. Deductible applies first. '
- $100 copay/visit.
$50 copay/visit. .
Urgent care Deductible does notapply. aI?F<)3F()jll;lct|ble does not None.

If you have a
hospital stay

Facility fee (e.g.,
hospital room)

25% coinsurance.
Deductible applies first.

30% coinsurance.
Deductible applies first.

Preauthorization required.

Physician/surgeon fees

25% coinsurance.
Deductible applies first.

30% coinsurance.
Deductible applies first.

None.

Professional office visits —

If you are
pregnant

Deductible applies first.

Deductible applies first.

Childbirth/delivery
professional services

25% coinsurance.
Deductible applies first.

30% coinsurance.
Deductible applies first.

Childbirth/delivery facility
services

25% coinsurance.
Deductible applies first.

30% coinsurance.
Deductible applies first.

If you need ?)2% @t%\l/‘éis“- W [ Preauthorization required for MH/SA intensive (extended) or
: - Deductible does not apply; o coinsurance. Honti : : : ,

menta! health, Outpatient services Outpatient services - 25% | Deductible applies first. residential services and Applied Behavioral Analysis (ABA)
behavioral coinsurance. - therapy.
health, or Deductible applies first.
substance
abuse services . . 25% coinsurance. 30% coinsurance. N ,

Inpatient services Deductible applies first. Deductible applies first. Preauthorization required.

o 25% coinsurance. 30% coinsurance.
Office visits

Preauthorization required only for period outside the
48/96-hour timeframe listed in the Certificate of Coverage.

Cost sharing does not apply for preventive services.
Depending on the type of services, a copayment, coinsurance,

or deductible may apply. Maternity care may include tests and
services described elsewhere in the SBC (i.e. ultrasound).
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Common
Medical Event

If you need
help
recovering or
have other
special health
needs

Services You May
Need

Home health care

What You Will Pay

Network Provider
(You will pay the
least)

25% coinsurance.
Deductible applies first.

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

30% coinsurance.

Deductible applies first.

Limitations, Exceptions, & Other Important Information

Limited to 60 visits/year. Preauthorization required.

Rehabilitation services

Professional office visits:
Speech & hearing exams -
$25 copay/visit.
Deductible applies first.
PT/OT/ST/chiro -

25% coinsurance.
Deductible applies first.
Outpatient Services — 25%
coinsurance.

Deductible applies first.

30% coinsurance.

Deductible applies first.

Habilitation services

Professional office visits:
Speech & hearing exams -
$25 copay/visit.
Deductible applies first.
PT/OT/ST/chiro -

25% coinsurance.
Deductible applies first.
Outpatient Services — 25%
coinsurance.

Deductible applies first.

30% coinsurance.

Deductible applies first.

Physical therapy (PT)/occupational therapy (OT)/speech
therapy (ST) and chiropractic: Limited to 35 combined visits for
rehabilitation services and 35 combined visits for habilitation
services across physical medical services per plan year.

Plan limitations do not apply to medically necessary services or
services related to autism spectrum disorder.

Cardio/pulmonary rehabilitation limited to 36 visits for cardiac
rehabilitation and 36 visits for pulmonary rehabilitation per plan
year.

Preauthorization required for inpatient & ABA in cognitive
therapy.

Skilled nursing care

25% coinsurance.
Deductible applies first.

30% coinsurance.

Deductible applies first.

Limited to 25 days/year. Preauthorization required.

Durable medical
equipment

25% coinsurance.
Deductible applies first.

30% coinsurance.

Deductible applies first.

Limited to plan requirements. Preauthorization required.

Hospice services

25% coinsurance.
Deductible applies first.

30% coinsurance.

Deductible applies first.

Preauthorization required.
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What You Will Pay

Common Services You May Network Provider Out-of-network T . .
Medical Event Need il Provider Limitations, Exceptions, & Other Important Information
least) (You will pay the most)
Children’s eye exam Not Covered. Not Covered. None.
it your child Children’s gl Not Covered Not Covered N
N v po ildren’s glasses ot Covered. ot Covered. one.
eye care ; , ;
Srl)uldren s dental check Not Covered. Not Covered. None.

Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
e Acupuncture

e Dental care (Adult)
o Infertility treatment

e Long-term care e Routine eye care
e Non-emergency care when traveling outside theUS e  Weight loss programs

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

e Bariatric surgery (preauthorization required) e Hearing aids (1 pair every 36 months) * Routine foot care (for an illness such as
o Chiropractic care (35 visits per year ) o Private-duty nursing (outpatient home health aide diabetes or a circulatory disorder of the lower
e Cosmetic surgery (reconstructive surgery for services & inpatient services only — covered when extremities)

birth defects, injuries, tumors or infection) medically necessary)

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:
For group health coverage subject to ERISA, call MHHSI Customer Service at 855-645-8448 or http://healthplan.memorialhermann.org or the Department of Labor’s
Employee Benefits Security Administration at 1-866-444-EBSA (3272) or http://www.dol.gov/ebsa/healthreform. For non-federal governmental group health plans contact the
Department of Health and Human Service Center for Consumer Information and Insurance Oversight at 1-877-267-2323 x61565 or http://www.cciio.cms.gov. Church plans
are not covered by the Federal COBRA continuation coverage rules. 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: For group
health coverage subject to ERISA, U.S. Department of Labor Employee Benefits Security Administration at 1-866-444-EBSA (3272) or http://www.dol.gov/ebsa/healthreform;
or Memorial Hermann Health Solutions Customer Service at 855-645-8448 or http://healthplan.memorialhermann.org.
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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 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.

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.
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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

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)

M The plan’s overall deductible $1,500
M Specialist copayment $50
M Hospital (facility) coinsurance 25%
B Other coinsurance 25%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

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

Deductibles $1,500

Copayments $0

Coinsurance $2,800

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $4,360

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

2026_MHHSI_SBC_SELECT_1500_PPO

controlled condition)

B The plan’s overall deductible $1,500
W Specialist copayment $50
M Hospital (facility) coinsurance 25%
B Other coinsurance 25%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

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

Deductibles $800

Copayments $2,000

Coinsurance $0

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $2,820

care)
B The plan’s overall deductible $1,500
B Specialist copayment $50
M Hospital (facility) coinsurance 25%
B Other coinsurance 25%

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 $1,500
Copayments $400
Coinsurance $200
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,100
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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/#specialist
https://www.healthcare.gov/sbc-glossary/#coinsurance
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/#specialist
https://www.healthcare.gov/sbc-glossary/#coinsurance
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/#specialist
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/#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/#emergency-room-care
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/#plan
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/#deductible
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/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
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/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance

Health Plan
Notice of Availability

English
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 1-855-645-8448 (TTY: 711) or speak to your provider.

Espaiiol (Spanish)

ATENCION: Si habla espaiiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. También estan
disponibles de forma gratuita ayuda y servicios auxiliares apropiados para proporcionar informacion en formatos
accesibles. Llame al 1-855-645-8448 (TTY: 711) o hable con su proveedor.

Viét (Vietnamese)

LUU Y: Néu ban noi tiéng Viét, chiing toi cung cép mién phi cac dich vu h6 tro ngon ngir. Cac hd trg dich vu phu
hop dé cung cap thong tin theo cac dinh dang dé tlep cén cling dugc cung cAp mién phi. Vui 1ong goi theo sb 1-
855-645-8448 (Ngudi khuyét tat: 711) hodc trao doi voi ngudi cung cap dich vu ctia ban.

£3E (Traditional Chinese)
AR WREEREEE » ML EER R EES B IR - o] DAt B4R (L3 E WUshEh T2 B - D
el RS AR AL AR - BEEEE 1-855-645-8448 (TTY : 711) BCEHIHEALES & -

H3C  (Simplified Chinese)
EE K LEE':F'I, BATVE S PN ERNE SRS . BATIE 2R 00L& L4 B T R AR S, LI
FErg k% IR AL S E . B 1-855-645-8448 (SCAHLIE: 711) BLEH A IRSHEMAER .

du 2l (Arabic)
8448-645-855-1 ai )iy Juail, Ul J saca 51l ALlE il slaa oo Lyl 8 g, Ailaall 4y ol sac Locall Ciland @l gt di jall Chaai i€ 13); 4
(711) b palall Lol g e ) s,

& (Hindi)
& & Afg a1 fédt aerd €, d 3Tk fore 3ok T ST e Iucisd Bt 8] ger Wredt § SHeRT SEM i o Y 3wt e ared 3
Tard oft -3k Iuered 81 1-855-645-8448 (TTY: 711) w #iet &L AT 39 JETT & a1 il

Francais (French)

ATTENTION : Si vous parlez Francais, 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 1-855-645-8448 (TTY : 711) ou parlez a votre fournisseur. »

=& (Persian, Farsi)
43 (o gined B (LA S 3 e SUal il (512 ey 5 il iladi el oo 5dke, 208 43813 omjinnd () e Q)5 ot 4 20 s a Lo
8448-645-855-1 o jladi L lahal, causl (s s 53 Y815 &y e (TTY: 711) 258 Cumam 3 58 o2iaaail 51 Ly by 2y 580 (i,

Tagalog

PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika.
Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang magbigay ng impormasyon
sa mga naa-access na format. Tumawag sa 1-855-645-8448 (TTY: 711) o makipag-usap sa iyong provider.
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$) (Urdu)
Calia 1 S 5 S el 8 (e (el (Sl ) QB S e glaa - liiaad ladd i glaa (S (L) e A Sl 5 gw il sl ol S aa s
8448-645-855-1 (S JS (1 liid (e Cide o ladd gl i glaa (TTY: 711) -0 S Sl wodiiSal 3 4l

S (Telugu)

SGTE0: QB BN STEFES, BV G 27T QPO SN e0CNTENS” EOETow.
O3B BONKD FT S HDSTPTTRY, @0EO0TIETIE $AS DIFANE DIPAITEN HBOIN
500 B GOS0 @0C0ereNSS GOETON. 1-855-645-8448 (TTY: 711)8 5O BANOS S
TBHES SFErSod.

QIR (Bengali)

TCAICITSY A= M A 121 A ©OI=R0eT AN Gy ([N ety OIF1 SRl AR I SN
FCACR) SCHTCA FEIIE 0T AU G) BTG FRIAS FR(M1O1 42 AfFCIAMS [Ny
SATH ACACG) 1-855-645-8448 (TTY: 711) VI Fe1 FBN WA FHNNF ARG AL FAT IN”

o)Al (Gujarati)

ALt AU %L AR sl cletell &l Al Hgct eUmLsla UslAAL A dHIRL 12 Gudou 8. o1
AUERAI] sl vl AsAR A sl 1@l Y3 wsal Hizell Acuzdl ugl [Qotl 4 Gucs 8. 1-855-
645-8448 (TTY: 711) UR STt $ A&l dAHIRL YELAL A clct 5.7

Deutsch (German)

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur Verfiigung.
Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in barrierefreien Formaten stehen
ebenfalls kostenlos zur Verfiigung. Rufen Sie 1-855-645-8448 (TTY: 711) an oder sprechen Sie mit [hrem
Provider.

PYCCKHHM (Russian)

BHUMMAHME: Ecnu BbI roBOpUTE Ha PYCCKHIL, BaM JOCTYIHBI OECIIJIaTHBIE YCIYTH SI3bIKOBOW MOAJEPKKH.
CoOTBeTCTBYIOIINE BCIIOMOTaTEIbHbBIE CPEJICTBA U YCIYTH MO MPEJOCTABICHUIO HH(POPMAIIH B JOCTYITHBIX
¢dbopMaTax Takxke npenocrapistorcs 6ecratHo. [To3Bonute o tenedony 1-855-645-8448 (TTY: 711) unu
00paTUTECh K CBOEMY MTOCTABIIMKY YCIYT.

ot 0] (Korean)

T F=ro] S ALEEA = B R o] A MRS o] &8H = s UTE o] & TR EA o R
ARE A Fsl= Ada B 7| D | A% 27 A-FFH Yt} 1-855-645-8448 (TTY: 711)H O &
A8}t A L A8 2~ Al F G Aol Fo] 5HA Al L.

290 (Laotian, Laos)

cquIL: mm‘mcmw‘):ﬁ‘) 279, ’sa".,UU:Jm1)ao@mvw‘):s‘)ccooocsem(lmm‘m ,L)casgao&) Y
NILOS3MIVCCLLLCTVEITHCTDE 3J.)Ch)8(ZU)ZUD?DSUCCUUU’)S‘).U‘)OCQ‘)CT]f)zO tmacs 1-855-645-8448 (TTY:
711) @ Q,\)nucé?muzn‘)vaagm‘)v.
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