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Pre-enrollment checklist

Before making an enrollment decision, it is important that you fully understand our
benefits and rules. If you have any questions, you can call and speak to a customer
service representative at 1-833-859-6031 (TTY: 711). From October 1 to March 31,
we're here 8 a.m. to 8 p.m., 7 days a week. From April 1 to September 30, we're here 8
a.m. to 8 p.m., Monday through Friday.

Understanding the benefits

B Review the full list of benefits found in the Evidence of Coverage (EOC), especially for those services that
you routinely see a doctor for. Visit www.aetnamedicare.com or call 1-833-859-6031 (TTY: 711) to view
a copy of the EOC.

m If you're enrolling in a plan with medical benefits: Review the provider directory (or ask your doctor)
to make sure the doctors you see now are in the network. If they are not listed, it means you will likely
have to select a new doctor.

m If you're enrolling in a plan with prescription drug coverage: Review the pharmacy directory to make
sure the pharmacy you use for any prescription medicines is in the network. If the pharmacy is not
listed, you will likely have to select a new pharmacy for your prescriptions.

Understanding important rules

m If you're enrolling in a plan with a monthly premium: In addition to your monthly plan premium,
you must continue to pay your Medicare Part B premium (unless your Part B premium is paid for you by
Medicaid or another third party). This premium is normally taken out of your Social Security check each
month. The Part B premium is covered for full-dual members.

B Benefits, premiums and/or copayments/co-insurance may change on January 1, 2021.

m If you're enrolling in an HMO plan: Except in emergency or urgent situations, we do not cover services
by out-of-network providers (doctors who are not listed in the provider directory).

m If you're enrolling in a PPO plan or other plan that offers out-of-network coverage: Our plan allows
you to see providers outside of our network (non-contracted providers). However, while we will pay for
covered services provided by a non-contracted provider, the provider must agree to treat you. Except
in emergency or urgent situations, non-contracted providers may deny care. In addition, you may pay a
higher out-of-pocket cost for services received by non-contracted providers.

m If you're enrolling in a D-SNP plan: This plan is a dual eligible special needs plan (D-SNP). Your ability
to enroll will be based on verification that you are entitled to both Medicare and medical assistance
from a state plan under Medicaid.
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2020 Summary of Benefits

Aetna Medicare Choice Plan (PPO)
H5521, Plan 127

This is a summary of services covered by Aetna Medicare Choice Plan (PPO)
January 1, 2020 - December 31, 2020

Aetna Medicare Choice Plan (PPO) is a Medicare Advantage PPO plan with a Medicare contract.
Enroliment in the Plan depends on contract renewal.

The benefit information provided is a summary of what we cover and what you pay. It does
not list every service that we cover or list every limitation or exclusion. The plan’s “Evidence of
Coverage” provides a complete list of services we cover. The “Evidence of Coverage” is available
on our website or you may call us to request a copy.

Contact us

Current members call the number on your ID card.

For more information, please call us at the phone number below or visit us at https://
www.aetnamedicare.com.

If you are not a member of this plan, call toll-free 1-833-859-6031 (TTY users should call 711).
From October 1 to March 31, you can call us 7 days a week from 8:00 am to 8:00 pm local time.
From April 1 to September 30, you can call us Monday through Friday from 8:00 am to 8:00 pm
local time.

To join Aetna Medicare Choice Plan (PPO), you must be entitled to Medicare Part A, enrolled in
Medicare Part B, and live in our service area. Our service area includes the following counties in
Washington: King, Kitsap, Mason, Pierce, Skagit, Snohomish, Thurston.

Y0001_2020_H5521_127_SB_M Accepted
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Things to Know

This is a Medicare Advantage plan which REPLACES your Original Medicare coverage. This
plan covers all services covered under Original Medicare’s Part A and Part B and even provides
additional coverage.

Covers your Medicare Part A
and Part B services

Offers coverage beyond
Medicare Part A and Part B

Prescription drug coverage

Allows you to see a specialist
without a referral from your
PCP

N X XN
NN

(Generally you pay less if
you use a network doctor)

Protects your out-of-pocket X
costs by limiting what you pay
for medical care

Fitness benefit through X
SilverSneakers

NN N

Nurse Advice Hotline 24/7 X




Monthly Plan Premium: $61

You must continue to pay your Medicare Part B premium.

Plan Deductible

$750

The plan deductible applies to out-of-network

services only.

Deductible applies
only to certain services
as noted in the chart
below.

Maximum
Out-of-Pocket
Responsibility

$6,700 for in-network
services annually

$10,000 for in and out-
of-network services
combined.

The most you pay for
copays, coinsurance
and other costs for

Ambulatory Surgery
Center:
You pay $375.

Outpatient hospital
surgery:
You pay $50 - $375

you pay your plan
deductible.

Ambulatory Surgery
Center:

You pay 45% after
you pay your plan
deductible.

Outpatient hospital
surgery:

You pay 45% after
you pay your plan
deductible.

(does not medical services for the
include year.
prescription
drugs)
Inpatient You pay $375 per day, 45% per stay after Prior authorization may
Hospital days 1-4; $0 per day, you pay your plan be required.
Coverage days 5-90. You pay $0 deductible.
for days 91 and beyond.
Our plan covers an unlimited number of days for
an inpatient hospital stay.
Outpatient Outpatient hospital Outpatient hospital Prior authorization may
Hospital observation services: observation services: be required.
Coverage You pay $90 You pay 45% after Outpatient hospital

surgery: Lower cost
sharing for outpatient
hospital services other
than surgery
Higher cost sharing
for each outpatient
hospital surgery




Doctor Visits

* Primary $0 45% after you pay your
Care plan deductible.
Physician
(PCP)

* Specialists | $50 45% after you pay your

plan deductible.

Preventive Care | $0 0% - 45% Any additional
preventive services
approved by Medicare
during the contract year
will be covered.

Lower cost sharing

for Medicare- covered
immunizations out-of-
network.

Higher cost sharing for
all other preventive
benefits out-of-network.

Emergency Care | $90 per visit If you are directly

Emergency care outside of the United States

$90 per visit

admitted to the
hospital, you do not
have to pay your
share of the cost for
emergency care.

Urgently
Needed Services

$50 for each urgent care facility visit
$90 for urgent care worldwide (i.e. outside of the

United States)

Cost sharing for urgent
care is not waived if
you are admitted to the
hospital.

Diagnostic Services/Labs/Imaging

Prior authorization or
physician’s order may

be required.
* Diagnostic | CT scans: 20% 45% after you pay your
radiology Other diagnostic plan deductible.
services radiology services: 20%
(e.g., MRI)
* Lab $0 45% after you pay your
services plan deductible.




* Diagnostic | $20 45% after you pay your
tests and plan deductible.
procedures

* Outpatient | $10 45% after you pay your
X-rays plan deductible.

Hearing Services

* Medicare- |$50 45% after you pay your
covered plan deductible.
hearing
exam

* Routine $0 45% after you pay your | All appointments should
hearing plan deductible. be scheduled through
exam (one Hearing Care Solutions
exam every (HCS).
year)

* Hearing Covered (See the Covered (See You are responsible for
aids Evidence of Coverage for | the Evidence of Coverage | any amount over the

details.)

for details.)

Our plan pays up to $1,000 (per ear) for hearing

aids every year.

hearing aid coverage
limit.

All hearing aids must
be purchased through
Hearing Care Solutions
(HCS).

Dental Services

Dental Services

You may see any licensed provider who accepts
Medicare patients in the U.S. To request
reimbursement you must submit an itemized

receipt.

Our plan offers a dental reimbursement for
preventive and comprehensive dental services
every year. Our plan will reimburse you up to a

maximum of $250.

You are responsible for
any amount over the
dental coverage limit.

Oral exam
& cleaning

Covered
(See the Evidence of
Coverage for details.)

Covered (See the
Evidence of Coverage for
details.)




Fillings

Covered

(See the Evidence of
Coverage for details.)

Covered (See
the Evidence of Coverage
for details.)

Vision Services

* Medicare- | $0 for glaucoma 45% for glaucoma Glaucoma - one
covered eye | screenings screenings after screening is covered per
exams you pay your plan year.

$0 for diabetic eye deductible.

exams 45% for all other Diabetic eye exams - the
Medicare-covered eye first exam is covered

$50 for other exams exams after you pay at this rate, others are

to diagnose and treat your plan deductible. | covered at the Specialist

diseases and conditions copay

of the eye

* Routine eye | $0 45% after you pay your
exam (one plan deductible.
exam every
year)

* Contacts Covered (See Covered (See
and the Evidence of Coverage | the Evidence of Coverage
Eyeglasses for details.) for details.)

(frames and - -
lenses) Our plan offers an eyewear reimbursement of up | You are responsible for
to $125 for contacts and eyeglasses every year. any amount over the
(See the Evidence of Coverage for details.) eyewear coverage limit.
You may see any licensed provider who accepts
Medicare patients in the U.S. To request
reimbursement you must submit an itemized
receipt.

* Eyeglasses |3$0 45% after you pay your
or contact plan deductible.
lenses after
cataract
surgery

Mental Health Services

Prior authorization may
be required.

Inpatient
psychiatric
hospital
stay

$1,763 per stay

45% per stay after
you pay your plan
deductible.




individual
therapy
visit

* Outpatient |$40 45% after you pay your
group plan deductible.
therapy
visit

* Outpatient |$40 45% after you pay your

plan deductible.

Skilled Nursing
Facility (SNF)

$0 per day, days 1-20;
$178 per day, days
21-100

45% per stay after
you pay your plan
deductible.

Our plan covers up to
100 days in a SNF.
Prior authorization may
be required.

(one-way trip)

$245

Air Ambulance: $245

Physical $30 45% after you pay your | Prior authorization may
therapy plan deductible. be required.
Ambulance Ground Ambulance: Ground Ambulance: Prior authorization

$245 after you pay your
plan deductible.

Air Ambulance: $245
after you pay your plan
deductible.

is required for non-
emergency fixed wing
aircraft transportation.

Transportation

Not Covered

Not Covered

Medicare Part B
Drugs

20% for chemotherapy
drugs

20% for other Part B
drugs

45% after you pay your
plan deductible.

Prior authorization may
be required.

Prescription Drug Coverage
If you qualify for the Low-Income Subsidy (also called "Extra Help"), you may not pay the amounts
listed in the table below for your Part D prescription drugs. The exact amount you pay may vary
depending on the amount of Extra Help you get and the pharmacy you choose.

If you do not qualify for the Low-Income Subsidy, you will pay the amounts in the table below.

Deductible This plan does not have a pharmacy deductible.

Initial Coverage Limit (ICL) - total amount you and the plan pay for prescription drugs before you
enter the coverage gap: $4,020



True Out-of-Pocket Threshold Amount (TrOOP) - total amount you pay before reaching the
catastrophic coverage level: $6,350

Tier 1: $0 $15 $0 $0 $45
Preferred
Generic

Tier 2: $10 $20 $25 $25 $60
Generic

Tier 3: $47 $47 $141 $141 $141
Preferred
Brand

Tier 4: Non- $100 $100 $300 $300 $300
Preferred
Drug

Tier 5: 33% 33% N/A N/A N/A
Specialty

Home Infusion drugs are included in the cost shares above.

The lower costs advertised in our plan materials for preferred pharmacies may not be available
at the pharmacy you use. For up-to-date information about our network pharmacies, including
pharmacies with preferred cost sharing, members please call the number on your ID card, non-
members please call 1-833-859-6031 (TTY: 711) or consult the online pharmacy directory at
https://www.aetnamedicare.com/findpharmacy.

Cost sharing may change depending on the pharmacy you choose and when you enter another
phase of the Part D benefit. You will pay the copay listed or the cost of the drug, whichever is
lower. For more information on pharmacy-specific cost sharing and the phases of the benefit,
please call us or access our Evidence of Coverage online. Members who get "Extra Help" are not
required to fill prescriptions at preferred network pharmacies in order to get Low Income Subsidy
(LIS) copays.

Additional Gap Coverage
Our plan offers some drug coverage in the Coverage Gap Stage.
Cost sharing for a 30-day supply at a network retail pharmacy that offers preferred cost sharing:

* Tier 1:%$0
* Tier2:%$10

Cost sharing for a 30-day supply at a network retail pharmacy that offers standard cost sharing:
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* Tier1:$15
* Tier 2: $20

For all other formulary drugs, after you enter the coverage gap, you pay 25% of the plan’s cost for

covered brand name drugs and 25% of the plan’s cost for covered generic drugs until your costs
total $6,350, which is the end of the coverage gap.

Catastrophic Coverage
After your total out-of-pocket costs reach $6,350, you pay the greater of:

* 5% of the cost of the drug
* $3.60 for a generic drug or a drug that is treated like a generic and $8.95 for all other drugs

Referrals You don't need a referral from a PCP.

Visitor/ Traveler | Allows you to remain in the plan for up to 12 months when out of the plan’s
Benefit service area.

See an Aetna Medicare participating provider anywhere in the United States
and pay in-network cost sharing

Customer Service can assist with locating participating providers and provide
additional information to help you with your medical and pharmacy needs
while traveling.

Addi.tional Resources For Livings"'I helps connect you to resources in your community
Services and such as senior housing, adult daycare, meal subsidies, community activities
Support and more.
Chiropractic Medicare covered Medicare covered Medicare coverage is
Care services: $20 services: 45% after limited to manipulation
Routine chiropractic you pay your plan of the spine to correct
services (six visits every | deductible. a subluxation (when 1
year) $20: Routine chiropractic or more of the bones of
services: 20% your spine move out of
position).
Prior authorization may
be required.
Please see the Evidence
of Coverage for more
information.




Dialysis

0% - 20%

45% after you pay your
plan deductible.

Prior authorization may
be required.

Lower cost sharing for
self-dialysis training
Higher cost sharing for
all other Medicare-
covered outpatient
dialysis services

Foot Care (podiatry services)
* Medicare- |$50 45% after you pay your
covered plan deductible.
foot
exams and
treatment
Home Health $0 45% after you pay your | Prior authorization may
Care plan deductible. be required.
Hospice You pay nothing for hospice care from a Medicare- | Please see the Evidence

certified hospice. You may have to pay part of the
cost for drugs and respite care.

of Coverage for more
information about
hospice care and
coverage.

Post-hospital
Meals

$0

$0

Our plan covers up to 14 home delivered meals
over a 7 day period after an inpatient hospital
discharge to home.

Medical Equipment/Supplies

Prior authorization may
be required.

Durable
medical
equipment
(DME)
(wheelchair,
oxygen,
etc.)

20%

45% after you pay your
plan deductible.




* Prosthetics

20%

45% after you pay your

(e.g., plan deductible.
braces,
artificial
limbs)
* Diabetic We exclusively cover blood glucose monitors and | Prior authorization
supplies diabetic test strips manufactured by OneTouch/ is required for blood
LifeScan, such as OneTouch Verio®, OneTouch glucose monitors in
Ultra®, OneTouch UltraMini® systems, test strips | excess of one monitor
and supplies. per year and test strips
in excess of 100 per
30 days. Test strips
and monitors from a
manufacturer other
than OneTouch/Lifescan
are not covered,
except when medically
necessary and with
prior authorization.
0% - 20% 0% - 20% after you pay
your plan deductible.
Outpatient Group therapy visit: $40 | 45% after you pay your | Prior authorization may
Substance plan deductible. be required.
Abuse Individual therapy visit:
$40
Fitness Free standard membership at participating SilverSneakers fitness facilities.

Also access to online wellness related tools, planners, newsletters and

classes.

For more information about SilverSneakers® visit https://
www.silversneakers.com.

At-home fitness kits are available if you do not reside near a participating

club or prefer to exercise at home.
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Wellness The nursing hotline provides members with a toll-free telephone number to
Programs speak with a registered nurse at any time to discuss medical issues or health
and wellness topics, 24 hours a day, 7 days a week.

Our plan covers some naturopathic physician services: $20 per visit in-
network; 20% out-of-network (6 visits per year)

Naturopathic medicine combines modern and traditional approaches with
more natural and wellness-based methods of treatment. The following
services are covered under your Naturopathy benefit: One (1) evaluation

or consultation each visit, which may include:o Physical examinationo
Discussing a treatment plano Reassessment o Providing clinical advice Up to
two (2) of the following therapeutic procedures or manual therapies per visit
in any combination or two (2) units (extra time) of any one (1) procedure.

o Venipuncture (drawing blood)o Therapeutic Exerciseo Neuromuscular
Reeducationo Therapeutic Massageo Manual Therapy such as mobilization
or manipulation, manual lymphatic drainage, and manual tractionOur plan
has contracted with Tivity Health to provide access to Naturopathy services.
To locate a Tivity Health network Naturopathic provider, search our online
provider directory or contact Customer Service at the number on the back
of your ID card. If you choose to use a provider outside of the Tivity network,
you may be responsible for additional costs.

(See the Evidence of Coverage for details.)

Compare our plan to Medicare

If you want to know more about the coverage and costs of Original Medicare, look in your
current “Medicare & You” handbook. View it online at http://www.medicare.gov or get a copy by
calling 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users should call
1-877-486-2048.

Aetna Medicare is a HMO, PPO plan with a Medicare contract. Our SNPs also have contracts with
State Medicaid programs. Enrollment in our plans depends on contract renewal.

Aetna Medicare es un plan HMO, PPO con un contrato de Medicare. Nuestros Planes de
necesidades especiales (SNP, por sus siglas en inglés) también tienen contratos con los programas
estatales de Medicaid. La inscripcién en nuestros planes depende de la renovacion del contrato.

See Evidence of Coverage for a complete description of plan benefits, exclusions, limitations and
conditions of coverage. Plan features and availability may vary by service area. Members who get
"Extra Help" are not required to fill prescriptions at preferred network pharmacies in order to get
Low Income Subsidy (LIS) copays.

You can see our plan’s provider directory at our website at
https://www.aetnamedicare.com/findprovider.

For mail-order, you can get prescription drugs shipped to your home through the network
mail-order delivery program. Typically, mail-order drugs arrive within 10-14 days. You can call
the number on your ID card if you do not receive your mail-order drugs within this timeframe.
Members may have the option to sign-up for automated mail-order delivery.
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The formulary, pharmacy network, and/or provider network may change at any time. You will
receive notice when necessary.

The formulary, pharmacy network, and/or provider network may change at any time. You will
receive notice when necessary.

Members in our HMO POS/PPO plans can go to doctors, specialists or hospitals in- or out-of-
network. With the exception of emergency or urgent care, it may cost more to get care from out-
of-network providers.

Out-of-network/non-contracted providers are under no obligation to treat Aetha members,
except in emergency situations. Please call our customer service number or see your Evidence of
Coverage for more information, including the cost-sharing that applies to out-of-network services.

Participating physicians, hospitals and other health care providers are independent contractors
and are neither agents nor employees of Aetna. The availability of any particular provider cannot
be guaranteed, and provider network composition is subject to change.

We cover Part D drugs. In addition, we cover Part B drugs such as chemotherapy and some
drugs administered by your provider. You can see the complete plan formulary (list of Part D
prescription drugs) and any restrictions on our website at
https://www.aetnamedicare.com/formulary.

© 2019 Aetna Inc.
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Aetna complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, or sex. Aetna does not exclude people or treat them differently because of
race, color, national origin, age, disability, or sex. Aetna:

* 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)

* 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 the Aetna Medicare Customer Service Department at the phone number
on your member identification card.

If you believe that Aetna has failed to provide these services or discriminated in another way on the basis
of race, color, national origin, age, disability, or sex, you can file a grievance with: Aetna Medicare Grievance
Department, P.O. Box 14067, Lexington, KY 40512. You can also file a grievance by phone by calling the
phone number on your member identification card (TTY: 711). If you need help filing a grievance, the Aetna
Medicare Customer Service Department is available to help you. 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
or phone 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). Complaint forms are available
at http://www.hhs.gov/ocr/office/file/index.html. You can also contact the Aetna Civil Rights Coordinator by
phone at 1-855-348-1369, by email at MedicareCRCoordinator@aetna.com, or by writing to Aetna Medicare
Grievance Department, ATTN: Civil Rights Coordinator, P.O. Box 14067, Lexington, KY 40512.

Aetna is the brand name used for products and services provided by one or more of the Aetna group of
subsidiary companies, including Aetna Life Insurance Company, Coventry Health Care plans and their
affiliates (Aetna).
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TTY: 711

If you speak a language other than English, free language assistance services are available. Visit our website or
call the phone number listed in this document. (English)

Si habla un idioma que no sea inglés, se encuentran disponibles servicios gratuitos de asistencia de idiomas.
Visite nuestro sitio web o llame al nimero de teléfono que figura en este documento. (Spanish)

VIR RZE L PIMYEE S - IR R BN S DI - SR T RVt BB AL Rl
By & EE5RAE » (Traditional Chinese)

Kung hindi Ingles ang wikang inyong sinasalita, may maaari kayong kuning mga libreng serbisyo ng tulong sa
wika. Bisitahin ang aming website o tawagan ang numero ng telepono na nakalista sa dokumentong ito.
(Tagalog)

Si vous parlez une autre langue que I'anglais, des services d'assistance linguistique gratuits vous sont proposés.
Visitez notre site Internet ou appelez le numéro indiqué dans ce document. (French)

Néu quy vi noi mét ngdn ngir khac véi Tiéng Anh, ching t6i ¢6 dich vu hd tro ngén ngtr midn phi. Xin vao
trang mang cua ching t61 hoac goi s6 dién thoai ghi trong tai ligu nay. (Vietnamese)

Wenn Sie eine andere Sprache als Englisch sprechen, stehen Thnen kostenlose Sprachdienste zur Verfiigung.
Besuchen Sie unsere Website oder rufen Sie die Telefonnummer in diesem Dokument an. (German)

Hol 7t old Ao E 2A= AL Ao 219 7\1‘1‘]"‘E F85 7 ol 4l = dHUt) A5 fAlelEE
WESIAI A Y B 24 7| A58 AgHE g dzhe FHA 2 (Korean)
EC.T[H BEBEI HE BJIaJCCTE aHrﬂHﬁCKHM H FOBOpHTe Ha prrOM SI3BIKEC, BaM MOFyT Hpe,HOCTaBI/ITL 6eCHﬂaTHyIO

SI3BIKOBYIO MTOMOTE. [loceTnTte Ham peO-caliT WK TIO3BOHHUTE TI0 HOMEPY, VKA3aHHOMY B TAHHOM JOKYMEHTE.
(Russian)

ol Gl o8 e il g gl e Ul B 3 G Ao Ailacall 4 gall e Lol ladd (8 oy Jaai¥) e 42 e S 13
(Arabic) .Mt 3a 3
319 31T 3T 3 3TSATAT I 31T AT STl 8, AT HF AT LT BT 3TeTe § | gAY ATHISE I=T
ATSH ST A T T B A& T FieT Y| (Hindi)
Nel caso Lei parlasse una lingua diversa dall'inglese, sono disponibili servizi di assistenza linguistica gratuiti.
Visiti il nostro sito web oppure chiami il numero di telefono elencato in questo documento. (Italian)

Caso vocé seja falante de um idioma diferente do inglés, servigos gratuitos de assisténcia a idiomas estio
disponiveis. Acesse nosso site ou ligue para o numero de telefone presente neste documento. (Portuguese)

Si ou pale yon 1ot lang ki pa Anglé, wap jwenn sévis asistans pou lang gratis ki disponib. Vizite sitwéb nou an

oswa rele nan nimewo telefon ki make nan dokiman sa a. (Haitian Creole)

Jezeli nie postugujg sig¢ Panstwo jezykiem angielskim, dostepne sa bezplatne ushugi wsparcia jezykowego.

Prosze odwiedzi¢ naszg witryng lub zadzwoni¢ pod numer podany w niniejszym dokumencie. (Polish)
REER B LIZ2 bR HiE, BHOSHEXEI— AR IL LB TEEYT, BEov =791
MZT7 722350, EFREAFICRHRBOETFE S IZBEWEDECZEV, (Japanese)

Nése nuk flisni gjuhén angleze, shérbime ndihmése gjuhésore pa pagesé jané né dispozicionin tuaj. Vizitoni
fagen toné né internet ose merrni né telefon numrin ¢ telefonit né k&té dokument. (Albanian)

NATIAHT AA 238 097,676 NPt 18 e3P E0& RhIAQNAFT a7 SFAN: PhST &2-1% 21T @E9 IHY 118 AL
P AN BTG (loomPI® 8.8 (Amharic)



Bpb jununmd Ep wtq Eptuhg pugh dbl wyp (Eqyny, wuyw 2tq hwdwp hwuwtbh B jEgqguljuwb
wew gl wbddwp dSwpwym pymutbp: Uygkitp dbp Jbp Yuypp Hud qubiquihwpbp wju
thwunwpnpnid pduwd hEpwjunuwhwdwpny: (Armenian)

It e REST AFete Ay (FA] AT FN TEASRE [FARENF (MeNE MTEIT STTH |
SRS QARG (WY 992 92 Ff¥e oo (®F F9E (T FP«| (Bengali)

n rsh B e an sl e ansfseg sannulgrEam A BERITET mR ﬁﬁrﬁgﬂ ngwrs rsdarimin ¢ fas ai g
1

gumhelimeseginininumenuneinhnnaniiess (Khmer)
1

Ako govorite neki jezik koji nije engleski, dostupne su besplatne jezicke usluge. Posetite nasu internet stranicu
ili nazovite broj telefona navedenog u ovom dokumentu. (Serbo-Croatian)

Na ye jam thuondét té&né thon & Dinlith, ke kuoony luilooi € thok & path aa t3 thin. Nem y6t tén internet t&dé ke
yi col akuén c3tmec ci gat thin né athor du yic. (Dinka)

Als u een andere taal spreekt dan Engels, is er gratis taalondersteuning beschikbaar. Bezock onze website of bel
naar het telefoonnummer in dit document. (Dutch)

Edav opdeite ahin yYAOGOW £KTOC TS AYYAIKASC, DRAPYKOLY OGPEGY DANPECiE] 0TN YAOGGAH ouc. EmokepOsite
TNV 1I0TOGEAOU LS 1] KOUAESTE TOV dpBUO TNAEQOVOL IOV UVAYPAPETUL GTO TAPOY £yypapo. (Greek)

o] A (3% Aetatell elnl olletdl 8l dl Hgd etnislal ustaidl Akl Guatot &, w3l dsausesll Yetstd cdl 1l exdldesHi
Ylletg sl WA slot dled? UR Slet 52U (Gujarati)

Yog hais tias koj hais ib hom lus uas tsis yog lus Askiv, muaj cov kev pab cuam txhais lus dawb pub rau koj.
Mus saib peb lub website los yog hu rau tus xov tooj sau teev tseg nyob rau hauv daim ntawv no. (Hmong)

HUIVCEMWITIVBNCTLOPINSINO, NMIVLOENIV §OBCHD HIWITN OBVCH JHICCLVI L.
luiicdulghaegwoncss 8 lnoaucdlnstguiintylucontarnd. (Lao)

Bilagaana bizaad doo bee yanitti’da do6 saad naana ta’ bee yanitti’go, ata” hane’ t’aa jiik’e bee aka
1"doolwotigii hold. Béésh nitsékeesi bee na’idikid ba haz’anigi aa’adiiliit éi doodago béésh bee hane’i bee
nihich’y’ hodfilnih dii naaltsoos bikaa’iji’. (Navajo)

Wann du en Schprooch anners as Englisch schwetzscht, Schprooch Helfe mitaus Koscht iss meeglich. Bsuch
unsere Website odder ruf die Nummer uff des Document uff. (Pennsylvania Dutch)

b 2 52 a8 il s Jladidg g dulad dnnd e Lo il 4y 230 e a8 JBGID AL) SS S e S a8 g 6 B g R
(Farsi) .28 alad ead cud

A 3 v 3 fegrer A6t I9 3 9% J, I HES I AE O AOTfesT AR GUSEd Ia| At S g 3
€ 7 forn oAz feo &3 99 '3 % 31 (Punjabi)

Daca vorbiti o alta limba decat engleza, aveti la dispozitie servicii gratuite de asistenta lingvistica. Vizitati site-
ul nostru sau sunati la numarul de telefon specificat in acest document. (Romanian)

(Syriac) w¥nda o o nBin ;b o 1L L AhA8 Lok, ot ¢ ridihal ey
2 A @ v = ' Ay ) 3 A 2 o
mngamamyduenmtiennmusIngy mansavefuus Mt omdediunm 149 v lidulsdva s
= 1 o oa 1 -
13a Tnsdaaanuioay Insdwninsas 13 lwenasil (Thai)

AKLLO BM He TOBOPUTE aHIAIMCBKOW, A0 BalUWX nocayr Oe3KoLWTOBHa cayxba MOBHOI niaTpumKK, BiagigakTe
Haw eeb-caliT abo zaTenedoHyiTe 3a HoMmepom TenedoHy, Lo 2a3HaYeHU ¥ ubomy AoKymeHTi. (Ukrainian)



O S ~daaBle Sl s ool o Dbt Cladd e (S 230 Blate b e o e Ol oo Sle S g S S
(Urdu) -0z 8 B8 el G b 52 e ngliad (ol

QYT BOIY AWTR PV VIR BIWKD Fa¥PFNNR OYONWO 7777 TRIDW IV L, wORAIY IYONR ROV K BTV 1R 2N
(Yiddish) .01gmpRT 0T 57K 07D 0K WM 1ROV



