Summary of Benefits

SCAN Embrace Together (HMO-POS I-SNP)

Maricopa and Pima Counties

January 1, 2027 — December 31, 2027

SCAN Embrace Together (HMO-POS I-SNP) is an HMO plan with a Medicare contract. Enroliment in SCAN Health Plan
depends on contract renewal. You must continue to pay your Medicare Part B premium.

The benefit information provided does not list every service that we cover or list every limitation or exclusion. To get a
complete list of services we cover, please request the “Evidence of Coverage” by calling our Member Services Department
at the phone number listed in this document or online at www.scanhealthplan.com.
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SUMMARY OF BENEFITS

JANUARY 1, 2027 - DECEMBER 31, 2027

PREMIUM AND BENEFITS

SCAN Embrace Together

WHAT YOU SHOULD
KNOW

In-Network Services

Out-of-Network
Services

Monthly Health Plan Premium

Plan Deductible

Maximum Out-of-Pocket
Responsibility (this does not
include prescription drugs)

Inpatient Hospital Coverage

$0

You pay a $283 deductible per year combined
for in-network and out-of-network services in
2026. This amount may change for 2027.

See outpatient prescription drugs section for
Part D deductible.

$9,850 combined In-Network and Out-of-
Network

In 2026, the amounts
for each benefit
period* are:

e $1,736 deductible
per benefit period

e S0 per day for
days 1-60

e $434 copay per
day for days
61-90

e $868 copay per
day for each
“lifetime reserve
day” 1-60

These are 2026
copays. The amounts
may change in 2027.

Not covered

You must continue to
pay your Medicare
Part B premium

Those with Full
Medicaid pay $0.

The deductible applies
to Medicare-covered
medical services

Those with Full
Medicaid pay $0.

The most you pay for
copays and
coinsurance for
Medicare-covered
medical services for
the year.

Prior authorization
rules may apply.

You are covered for up
to 90 days per benefit
period*. You are also
covered up to 60
additional days for
days 91 and beyond
per lifetime.

Those with Full
Medicaid pay SO



PREMIUM AND BENEFITS

SCAN Embrace Together

In-Network Services

Out-of-Network
Services

WHAT YOU SHOULD
KNOW

Outpatient Hospital Services

e Ambulatory Surgical
Center

e Qutpatient Hospital

e Observation services

Doctor Visits
e Primary Care

e Specialists

Preventive Care

Emergency Care

Urgently Needed Services

Diagnostic Services/Labs/
Imaging

e |ab services

e Diagnostic tests and
procedures

20% of the total cost

20% of the total cost

20% of the total cost

$0

20% of the total cost

$0

Not covered

Not covered

Not covered

Not covered

20% of the total cost

Not covered

20% of the total cost for up to $115 per visit

20% of the total cost for up to $40 copay per

$0

20% of the total cost

visit

$0

20% of the total cost

Prior authorization
rules apply for
outpatient hospital
services.

Those with Full
Medicaid pay $0.

Prior authorization
rules apply for
specialist visits.

Those with Full
Medicaid pay $0.

Prior authorization
rules apply.

You are covered for
worldwide emergency
services at Original
Medicare
reimbursable rates.

Those with Full
Medicaid pay SO
(within the U.S.).

You are covered for
worldwide urgent care
services at Original
Medicare
reimbursable rates.

Those with Full
Medicaid pay SO
(within the U.S.).

Prior authorization
rules apply for
diagnostic lab, and
imaging services.

Those with Full
Medicaid pay $0.



PREMIUM AND BENEFITS

SCAN Embrace Together

In-Network Services

Out-of-Network
Services

WHAT YOU SHOULD
KNOW

Outpatient X-rays
Therapeutic radiology

Diagnostic radiology
(e.g., MRI, CT)

Hearing Services

Medicare-covered
diagnostic hearing and
balance exam

Non-Medicare-covered
(routine) hearing exam

Non-Medicare-covered
(routine) hearing aids

Dental Services

Medicare-covered dental
services

Non-Medicare-covered dental

services (routine)

Benefit Maximum
(Comprehensive)

Diagnostic and Preventive
Services

Oral Exams

Dental X-Rays (bitewing)

Prophylaxis (routine
cleaning)

Fluoride Treatment

20% of the total cost
20% of the total cost

20% of the total cost

20% of the total cost
per visit

S0 for up to 1 visit
every year

$2,200 allowance

You are covered for
up to 2 hearing aids
every 2 years

20%

Up to $2,000 every
year

$0 (2 per 12 months)
S0 (1 per 12 months)
$0 (2 per 12 months)

S0 (2 per 12 months)

20% of the total cost
20% of the total cost

20% of the total cost

20% of the total cost
per visit

Not covered

Not covered

20%

Not covered

Not covered
Not covered

Not covered

Not covered

Prior authorization
rules apply for
Medicare-covered
diagnostic hearing
and balance exams.

Those with Full
Medicaid pay $O for
Medicare-covered
services.

You mustgoto a
SCAN-contracted
provider to obtain a
routine hearing exam
and hearing aids.

Prior authorization
rules apply for
Medicare-covered
dental services.

You must go to a
SCAN contracted
dental provider.

Diagnostic and
preventive services do
not count toward the
benefit maximum.
Once the benefit
maximum is reached,
you are responsible
for remaining costs.



PREMIUM AND BENEFITS

SCAN Embrace Together

In-Network Services

Out-of-Network
Services

WHAT YOU SHOULD
KNOW

Comprehensive Services

Restorative
Endodontics
Periodontics

Prosthodontics,
Removable

Prosthodontics, Fixed

Oral and Maxillofacial
Surgery

Vision Services

Medicare-covered vision
exam to diagnose/treat
diseases of the eye

Medicare-covered
glasses after cataract
surgery

Non-Medicare-covered
(routine) vision exam

Non-Medicare-covered
(routine) vision coverage
limit

S0
S0
S0
S0

$0
$0

20%

20%

S0 for up to 1 visit
every year

You have an annual
allowance for routine
eyewear:

e 8300 if using an
EyeMed Select
vision provider

e $350if using an
EyeMed PLUS
vision provider

Not covered
Not covered
Not covered

Not covered

Not covered

Not covered

20% of the total cost
per visit

20% of the total cost

Not covered

Not covered

This plan does not
cover all dental codes
within each category.
See your Evidence of
Coverage for
additional details on
plan covered dental
services, limitations
and exclusions, and
prior authorization
requirements.

Prior authorization
rules may apply for
Non-Medicare-covered
dental services
(routine).

Prior authorization
rules apply for
Medicare-covered
vision exam and
glasses after cataract
surgery.

Those with Full
Medicaid pay $O for
Medicare-covered
services.

Routine vision
services do not
require prior
authorization.

Your allowance covers
frames, lenses and
lens options or
contact lenses every
12 months.

You mustgoto a
SCAN-contracted
vision provider to
obtain routine vision
services.



PREMIUM AND BENEFITS

SCAN Embrace Together

In-Network Services

Out-of-Network
Services

WHAT YOU SHOULD
KNOW

Mental Health Services

* |npatient visit

e Qutpatient individual/
group therapy visit

e Qutpatient individual/
group therapy visit with a
psychiatrist

Skilled Nursing Facility

Physical Therapy

In 2026, the amounts
for each benefit
period* are:

e $1,736 deductible
per benefit period

e S0 per day for
days 1-60

e $434 copay per
day for days
61-90

e $868 copay per
day for each
“lifetime reserve
day” 1-60

These are 2026
copays. The amounts
may change in 2027.

$0

20% of the total cost

In 2026, the amounts
for each benefit

period* are:
e S0 for days
1-20
e $217 copay per
day for days
21-100
These are 2026

copays. The amounts
may change in 2027.

20% of the total cost

Not covered

20% of the total cost

20% of the total cost

Not covered

Not covered

Prior authorization
rules apply for
inpatient mental
health hospitalization.
You are covered for up
to 90 days per benefit
period.*You are also
covered up to 60
additional days for
days 91 and beyond
per lifetime.

Those with Full
Medicaid pay $0.

Prior authorization
rules apply for
outpatient individual/
group therapy visits.

Those with Full
Medicaid pay $0.

Prior authorization
rules apply for skilled
nursing facility
services. You are
covered for up to 100
days per benefit
period.*

No prior
hospitalization is
required.

Those with Full
Medicaid pay $0.

Prior authorization
rules apply for



PREMIUM AND BENEFITS

SCAN Embrace Together

In-Network Services

Out-of-Network
Services

WHAT YOU SHOULD
KNOW

Ambulance

Transportation
(Non-Medicare-covered -
routine)

Medicare Part B Drugs

20% of the total cost

S0 for up to 24 one-
way trips per year

You may use up to 24
of your 24 one-way
trips to non-medical
destinations (grocery
store, health club,
senior center, or
places of worship)
per year. This is an
SSBCI benefit.
Members must meet
qualifying
conditions.t

50-mile limit applies
to each one-way trip

S0 for Part B
chemotherapy and
other Part B drugs
received at a
pharmacy

No more than 20%
coinsurance for Part
B chemotherapy and
other Part B drugs
received in any other
setting

Not covered

Not covered

Not covered

outpatient physical
therapy services.

Those with Full
Medicaid pay $0.

Prior authorization
rules apply for non-
emergency and air
ambulance services.

Those with Full
Medicaid pay $0.

You must use a SCAN-
contracted provider to
obtain routine
transportation
services.

Prior authorization
rules apply to select
drugs.



PREMIUM AND BENEFITS SCAN Embrace Together WHAT YOU SHOULD
KNOW

In-Network Services Out-of-Network
Services

$0 for a Part B insulin
received at a
pharmacy and
furnished through an
item of durable
medical equipment,
such as a medically
necessary insulin

pump

No more than $35 for
a one-month supply
of a Part B insulin
received in any other
setting and furnished
through an item of
durable medical
equipment, such as a
medically necessary
insulin pump

* A benefit period begins the day you go into a hospital or SNF. The benefit period ends when you haven't
received any inpatient hospital or SNF care for 60 days in a row.



OUTPATIENT PRESCRIPTION DRUGS (PART D DRUGS):

SCAN Embrace Together

You pay the following:

Part D Deductible You pay the full cost

of your Tier 3 through

Tier 5 drugs until you
have paid $700.

Retail Mail-Order
D . Preferred Standard Preferred  Standard
rug Tier
30-day 100-day 30-day 100-day 100-day 100-day
supply supply supply supply supply supply
Initial Coverage Stage
Tier 1 S0 $0 S0 S0 S0 $0
(Preferred Generic)
Tier 2 S0 80 $0 $0 $0 $0
(Generic)
Tier 3 Insulin S0 SO S0 SO SO S0
(Preferred
giiue) Other $42 $126 $47 $141 $126 $141
Drugs
Tier 4 30% 30% 30% 30% 30% 30%
(Non-Preferred Drug)
Tier 5 25% Not 25% Not Not Not
(Specialty Tier) available available available available




Catastrophic Coverage Stage

After your yearly out-of-pocket drug costs reach $2,400, you pay SO for all covered prescription drugs for
the remainder of the year.

You won't pay more than SO for a one-month supply of each insulin product covered by our plan on our “Drug
List” (Formulary), no matter what cost-sharing tier it's on, even if you haven't paid your deductible. You won't
pay more than $35 for a one-month supply of each insulin product covered through a coverage
determination, appeal, or transition. During the Catastrophic Coverage Stage, you pay S0 for all covered
insulin products.

Most adult Part D vaccines, including shingles, tetanus and travel vaccines, are covered by our plan at no
cost to you across all Part D benefit stages, even if you haven't paid your deductible. Refer to your plan’s
“Drug List” (Formulary) or contact Embrace Member Services for coverage and cost-sharing details about
specific vaccines.

Some of our network pharmacies have preferred cost-sharing. You may pay less for certain drugs if you use
these pharmacies. Your cost-sharing may vary depending on the pharmacy you choose (e.g., Preferred Retail,
Standard Retail, Preferred Mail-Order, Standard Mail-Order, Long Term Care (LTC), Home infusion, etc.) or
whether you receive a one-month or a three-month supply or when you enter another phase of the Part D
benefit or if you receive “Extra Help.” For more information, please call our Embrace Member Services at the
number provided in this document or access your Evidence of Coverage online. If you reside in a long-term
care facility, your cost-sharing for a 31-day supply is the same as at a standard retail pharmacy for a 30-day
supply. You may get drugs from an out-of-network pharmacy, but may pay more than you pay at an in-
network pharmacy.



ADDITIONAL BENEFITS

Plans may offer supplemental benefits in addition to Part C benefits and Part D benefits.

PREMIUM AND BENEFITS SCAN Embrace Together WHAT YOU SHOULD
KNOW
In-Network Services Out-of-Network
Services
Acupuncture Services
e Medicare-covered 20% of the total cost | 20% of the total cost | Prior authorization
acupuncture care rules apply.
Those with Full
Medicaid pay $0.
Chiropractic Services 20% of the total cost | Not covered Prior authorization
rules apply.
e Medicare-covered PPY
chiropractic care Those with Full
Medicaid pay $0.
FlexEssentials You receive a
o ‘ quarterly allowance to
This includes: be used for eligible
e Over-the-Counter (OTC) $200 per quarter with | Not covered OTC items in-store at
Products the FlexEssentials CVS retailers or home
card delivery. Unused
balances will not roll
e Groceries (SSBCI)t $25 per month with Not covered over to the following
the FlexEssentials quarter.
card

You receive a monthly
allowance for eligible
grocery items at
select grocery
retailers. The benefit
does not carry over to
the following month.

(SSBCI) stands for
Special Supplemental
Benefits for the
Chronically IlI.

Members must meet
eligibility requirements
before the benefit is
provided.t




PREMIUM AND BENEFITS

SCAN Embrace Together

In-Network Services

Out-of-Network
Services

WHAT YOU SHOULD
KNOW

Best Buy Health Tech

Technology support to
help you track and
manage your health

Services are available by
phone, remote, and at
Best Buy locations

Home Health Care
(Medicare-covered)

Medical Equipment/Supplies

Durable Medical
Equipment (e.g.,
wheelchairs, oxygen)

Prosthetics (e.g., braces,
artificial limbs)

Diabetic supplies

Continuous Glucose
Monitors

$0

$0

$0 for items $S0-$99

20% of the total cost
for items $100 or
more

SO for items $0-$99

$0

S0 at the pharmacy;
20% of the total cost
at the DME provider

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Prior authorization
rules apply.

Prior authorization
rules apply for
covered durable
medical equipment,
prosthetic devices,
and certain diabetic
supplies.

SCAN covers diabetic
supplies such as
glucose monitors, test
strips, and control
solution from a select
manufacturer. Lancets
are also covered and
are available from all
manufacturers.

Preferred Continuous
Glucose Monitors (i.e.,
Dexcom and Freestyle
Libre) are available at
network pharmacies
with a prescription. All
Medicare Part B
covered Continuous
Glucose Monitors are
available through
contracted Durable
Medical Equipment
providers.

Prior authorization
rules apply.



PREMIUM AND BENEFITS

SCAN Embrace Together

In-Network Services

Out-of-Network
Services

WHAT YOU SHOULD
KNOW

Telehealth Services

Urgent Care and Mental
Health

$0

Not covered

Those with Full
Medicaid pay $0

Urgent Care:

This benefit is for non-
life threatening
conditions such as,
but not limited to,
cough, flu, nausea,
sore throat, fever and
allergies.

Visits with providers
can be conducted by
telephone or secure
video capabilities
from your computer or
smart phone.
Telehealth is not
intended to replace
your primary care
doctor or specialist.

Behavioral Health:

This benefit allows
you to connect with
licensed
Psychologists,
Master's level
therapists, or
Psychiatrists via video
visits 7 days a week
by appointment.

Behavioral telehealth
visits with
practitioners can be
conducted by secure
video capabilities
from your computer,
tablet, or smart phone.
Behavioral telehealth
is not intended to
replace your medical
groups mental health
provider.



ADDITIONAL DETAILS AND CONTACT INFORMATION

SCAN Embrace Together

Who can join? You must:
¢ have both Medicare Part A and Part B

¢ live in the plan service area (Maricopa and Pima
Counties, Arizona)

e be a United States citizen or be lawfully present in the
United States

Phone Number (Members) 1-855-828-7226

Phone Number (Non-Members) 1-877-814-7226
Calling this number will direct you to a licensed insurance
agent.

TTY 711

Hours of Operation October 1 to March 31:

8 am to 8 pm, 7 days a week

April 1 to September 30:
8 am to 8 pm, Monday through Friday

Messages received on holidays and outside of our business
hours will be returned within one business day.

Website www.scanhealthplan.com

SCAN Embrace Together has a network of doctors, hospitals, pharmacies, and other providers. If you use the
providers that are not in our network, the plan may not pay for these services.

To get more information about the coverage and costs of Original Medicare, look in your current “Medicare &
You” handbook. View it online at https://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 call 1-877-486-2048.

This information is not a complete description of benefits. Call 1-855-828-7226 (TTY: 711) for more
information.

tThis is a special supplemental benefit for chronically ill members. That means, to get this benefit, you must
have an eligible chronic condition such as heart disease, diabetes, cancer, lung disease, or dementia. Other
chronic conditions may apply. Not all members with chronic conditions may qualify. See your Evidence of
Coverage for a complete list of eligible chronic conditions and coverage criteria. For more information,
please call Embrace Member Services.

You can get prescription drugs shipped to your home through our network mail-order delivery program.
Express Scripts Pharmacy*M is our Preferred mail-order pharmacy. While you can fill your prescription
medications at any of our network mail-order pharmacies, you may pay less at the Preferred mail-order
pharmacy. Typically, you should expect to receive your prescription drugs within 14 days from the time that
Express Scripts mail-order pharmacy receives the order. If you do not receive your prescription drug(s) within
this time, please contact SCAN Health Plan’s Embrace Member Services at 1-855-828-7226, 8 am to 8 pm,


https://www.scanhealthplan.com
https://www.medicare.gov

7 days a week from October 1 to March 31. From April 1 to September 30, hours are 8 am to 8 pm Monday
through Friday (messages received on holidays and outside of our business hours will be returned within one
business day). TTY: 711. For your mail-order prescriptions, you have the option to sign up for an automatic
refill program by contacting Express Scripts Pharmacy at 1-866-553-4125, 24 hours a day, 7 days a week.
TTY users call 711. You may opt out of automatic deliveries at any time. Other pharmacies are available in
our network.

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



Notice of Non-Discrimination and Accessibility
Discrimination is against the law

SCAN Health Plan complies with applicable federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex (as defined in 45 CFR § 92.101(a)(2)). SCAN Health Plan does not
exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

SCAN Health Plan:
e Provides reasonable modifications and free aids and services to people with disabilities to ensure effective
communication with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats)
e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact SCAN Health Plan Member Services between 8 am to 8 pm, 7 days a week from
October 1 to March 31. From April 1 to September 30, hours are 8 am to 8 pm Monday through Friday (messages
received on holidays and outside of our business hours will be returned within one business day) by calling a number
listed below.

SCAN Member Services

SCAN Health Plan (California) 1-800-559-3500
SCAN Health Plan (Arizona) 1-855-650-7226
SCAN Health Plan (Nevada) 1-855-827-7226
SCAN Health Plan (Oregon) 1-988-746-4712
SCAN Health Plan (Texas) 1-855-844-7226
SCAN Health Plan (Washington) 1-833-944-7226
SCAN DaVita Dialysis plans 1-800-399-7226
TTY: 711

Filing a complaint

If you believe that SCAN Health Plan has not provided these services or has otherwise discriminated on the basis of
race, color, national origin, age, disability, or sex, you can file a grievance with: Peter Yanez, Civil Rights
Coordinator, Attn: Grievance and Appeals Department, P.O. Box 22644, Long Beach, CA 90801-5644,

562) 989-5140, or FAX (562) 989-0958. You can file a grievance in person or by mail, or fax. If you need help filing a
grievance, Peter Yanez, Civil Rights Coordinator, is available to help you.

You may also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil
Rights, electronically through the OCR 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, D.C. 20201

Phone: 1-800-368-1019, TDD 1-800-537-7697

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

27C-CMS-NONDIS
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English - ATTENTION: If you speak 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

1-855-650-7226 (TTY: 711) or speak to your provider.

Spanish - ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos
de asistencia linguistica. También estan disponibles de forma gratuita ayuda y
servicios auxiliares apropiados para proporcionar informacién en formatos
accesibles. Llame al 1-855-650-7226 (TTY: 711) o hable con su proveedor.

Simplified Chinese - 3 - 1 7&: WREUH L, M]hﬁa%jﬂhw bHE S P Bk
%o AT BRIRALIE U A0H B L EAIRS, CLGRESHS it E R . Sd
1-855-650-7226 (CASHLLE: 711) ﬁ‘fé\i’m@ﬂﬁﬂ&%hﬁﬁo

Traditional Chinese - 5&5&

AR WREEREEE - M DU IR R ERE S IR - Al Dl BRI E Y
%Bﬂlﬁéﬂﬁ&% DU RS =R LA RN - 3580 1-855-650-7226 (TTY : 711) =i

Y ANEN b T
Korean — St=0{ - 2|: st=20{ & A5 = 2B F 2 0] X| & MH|AE 0| 254
MK S

4
T ASsHLCL OB 7Iset Aoz HEE MSste MEetExX V[ F M| AL
F 22 M3E U4} 1-855-650-7226(TTY: 711)H 2 2 M SteHLE M| A M3 A of
=oAL,

Vietnamese - Viét - LU'U Y: Néu ban noi tiéng Viét, ching t6i cung cap mién phi cac
dich vu hé tro ngon nglr. Cac hd tro’ dich vy phu hop dé cung cap théng tin theo cac
dinh dang dé tiép can ciing dwoc cung cap mién phi. Vui long goi theo so
1-855-650-7226 (Nguwdi khuyét tat: 711) hodc trao dbi véi ngwdi cung cap dich vu
cua ban.

Arabic
T el

ladd g aclise Bl g 58 o1 LS Anilaall 45 salll sac Lusal) Chlaas Sl jd 108 Ay pall Aadl) Chasds i 1Y) 14
51 (711) 1-855-650-7226 a8l e Juail Blas Leall U gamn sl Sy ity o glaall b sl dalia
Aeadll ande ) dhaas

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 1-855-650-7226 (TTY: 711) ou
parlez a votre fournisseur.

27C-CMS-NOA-AZ



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 1-855-650-7226 (TTY: 711) o makipag-usap sa iyong
provider.

German - ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose
Sprachassistenzdienste zur Verfugung. Entsprechende Hilfsmittel und Dienste zur
Bereitstellung von Informationen in barrierefreien Formaten stehen ebenfalls
kostenlos zur Verfugung. Rufen Sie 1-855-650-7226 (TTY: 711) an oder sprechen
Sie mit Ihrem Provider.

Hindi - f§a - &9 <: afq oy fE<l aierd &, df 3mads forg e HToT gridT Sarg
JUA il & | JAY UREU B TSGR UG 63 & oI IUgad Tgried J1eH 3R arg
1t F9:3[eh SUARI B 1 1-855-650-7226 (TTY: 711) TR DI B AT 3T TETdT I &1 By |
Japanese - HAZE - ;3 : BABZHEINIGE. BHOSEXZEY—EREZFIAW-
FIHEST . 7o TIL(EENFETESLSBEEIN) TR TREREIRHET S50
DBEVE TR O —ERLERTTR AW =EITE T, 1-855-650-7226

(TTY: 71 ETHEEZS0, =, CHRBHAOEZEF(ICTHIHRIZSLY,

Farsi

ol

9 Ubg%wm.@ ..)J‘.)Jb_'é Lo UPSed D UKJ\) dbj LSL«:«LMQ Olous c_LuSL; Cusouo ij 03)53)‘5;‘ A9
lods b diabis 39750 OB Jobds (puiws BB Slac B 4o Gledbl ahl Sl lis Bty Gloss
S G 395 ol b b S eled (711 1eubals) 1-855-650-7266

Russian — PYCCKWI - BHUMAHWE: Ecav Bbl rOBOPUTE Ha PYCCKMI, BaM AOCTYMHbI
HbecnnaTHble yCayrn A3bIKoBOW nNoaaepKKkn. COOTBETCTBYHOLLME BCMOMOraTeibHble CpeacTBa U
yCAyT¥ NO NpeaoCcTaBAeHMNIO MHPOPMALIMKM B AOCTYMHbIX POPMaTax TaKKe NpeaocTaBAsOTCA
becnnaTtHo. Mo3BoHUTe No TenedoHy 1-855-650-7226 (TTY: 711) nunm obpaTtuteck K cBoemy
NOCTaBLLUWNKY YCAYT.

Telugu — S - FPSET0: KD BN IR, BV G 2ar DA%
500 90FENS BOETFAN. O5E IV BANHO T OS HSFTTT)
00V A DIFONE DFFAITEN DOAN I St & IHOMT
€90C02TENES” GOEFAW. 1-855-650-7226 (TTY: 711)8 O SON0S B &b
FBEES SrErSod.

Portuguese - ATENCAO: Se vocé fala portugu@s, servicos gratuitos de assisténcia
linguistica estado disponiveis para vocé. Auxilios e servigos auxiliares apropriados
para fornecer informacdes em formatos acessiveis também estdo disponiveis
gratuitamente. Ligue para 1-855-650-7226

(TTY: 711) ou fale com seu provedor.
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