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

Moda Health Plan, Inc.: Pioneer Silver 2000

Coverage Period: 01/01/2022-12/31/2022
Coverage for: Family | Plan Type: PPO

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, contact Moda Health at
www.modahealth.com or by calling 1-888-873-1395. 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 1-888-873-1395 to request a

What is the overall
deductible?

Tier 1: $2,000 individual / $4,000 family.
Tier 2: $4,000 individual / $8,000 family.
Tier 3: $8,000 individual / $16,000 family.

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. Tier 1: primary care, specialist, urgent care, virtual
care, outpatient mental health and chemical dependency
office visits, outpatient rehabilitation and habilitation,
outpatient diagnostic x-rays and labs, acupuncture,
massage therapy and spinal manipulation are covered
before you meet your deductible.

Tier 1 and Tier 2: preventive care and children’s dental
check-up services are covered before you meet your
deductible.

For all Tiers: value, select, preferred and non-preferred
prescription medications, children’s routine eye exams
and glasses, and hearing aid services are covered before
you meet your deductible.

This plan covers some items and services even if you haven't yet met the
deductible amount. But a copayment or coinsurance may apply. For example,
this plan covers certain preventive services without cost sharing and before you
meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.

for specific services?

Are there other deductibles

No.

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

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

Tier 1: $8,550 individual / $17,100 family.
Tier 2: $8,550 individual / $17,100 family.
Tier 3: $45,000 individual / $90,000 family.

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

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

Premiums, balance-billing charges, penalties for failure to
obtain pre-authorization and health care this plan doesn’t
cover.

Even though you pay these expenses, they don’t count toward the out-of-pocket
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Important Questions Answers Why This Matters:
This plan uses a provider network. You pay the least if you use a provider in Tier 1. You

pay more if you use a provider in Tier 2. You will pay the most if you use an out-of-

Will you pay less if you use | Yes. See www.modahealth.com or call 1-888- | network provider, and you might receive a bill from a provider for the difference between
a network provider? 873-1395 for a list of network providers. 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.

Do you need a referral to

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

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

What You Will Pay

the most

Common Services You Tier 1 Provid Tier 3 Provider Limitations, Exceptions, & Other Important
Medical Event May Need ier 1 Frovider Tier 2 Provider (You will pay Information
(You will pay the least)

No charge/first 3 Adult visits,
then $35 copay/office visit,
Primary care visit | No charge/Child (under 19)

0
to treat an injury  visit, $25 copay/virtual care | 40% coinsurance ggigosurance Includes office visits by naturopaths.
orillness visit; No charge/CirrusMD -
virtual visit, deductible does
not apply
i;ig—:%;g:;; Slrigcggrr? él Includes office visits by acupuncturists and
If you visit a manipulation visits chiropractors. Hearing services covered at 20%
health care $25 copaylvirtual c’are Jisit 60% coinsurance, deductible does not apply. Spinal
provider’s office | Specialist visit No cﬁ‘?_é/CirrusMD Vi rtuai 40% coinsurance coinsurance manipulation, massage therapy and acupuncture are
or clinic g E— each limited to 24 visits per year. Prior authorization

visit, $85 copay/ for other
services; deductible does

not apply.

may be required to avoid a penalty of 50% up to a
maximum deduction of $2,500.

No charge for most

No charge for most services .
g ' | services, 40%

Preventive $35 copay/ visit or 30% . 0 You may have to pay for services that aren’t
: . - coinsurance for 60% : L )
care/screening/ coinsurance for remaining — . . preventive. Ask your provider if the services needed
, - —— : remaining services, coinsurance . .
immunization services; deductible does : are preventive. Then check what your plan will pay for.
. deductible does not
not apply for most services. .
apply for most services.

* For more information about limitations and exceptions, see the plan or policy document at www.modahealth.com. Page 2 of 8
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Common
Medical Event

Services You
May Need

Tier 1 Provider
(You will pay the least)

Tier 2 Provider

What You Will Pay

Tier 3 Provider
(You will pay

Limitations, Exceptions, & Other Important
Information

Diagnostic test

30% coinsurance;

the most)

0 :
(x-ray, blood deductible does not apply in  40% coinsurance 60./0 Includes other tests such as EKG, allergy testing and
If you have a test = work) outpatient/office setting coinsurance sleep study.
Imaging (CT/PET o i o 60% Prior authorization may be required to avoid a penalty
scans, MRIs) S0 (el s Gl coinsurance of 50% up to a maximum deduction of $2,500.
Value tier No charge No charge No charge
- 20
$20 copay/prescription $20 copay/prescription, iogay/prescriptio
SEIEE Er deductible does not a ’ | Al e T n, deductible
If you need = PPY: apply. dbmly Covers up to a 90-day supply for retail and mail order
~— prescriptions. One copay for each 30-day supply. Mail
d;l:‘gsi"t:etsrza;r $60 copay/prescription $60 copay/prescription, igoa Iprescriptio order at a Moda Health designated mail order
zon dition Preferred tier ded lﬁﬁ goes ngt ap’ply deductible does not n_‘c)ﬁjl?ctible P pharmacy only. Prior authorization may be required.
. , - " apply. P
g/ltgstmformatlon does not apply. Covers up to a 30-day supply for most specialty
rescriotion $135 copay/prescription $135 copay/prescription, i;?’g i medications. Prior authorization may be required. Moda
prescription - i bl ’ ' el Health designated specialty pharmacy only.
drug coverage is NOTEIE e e deductible does not apply. —ggglt;ctlble gl n, deductible 9 P yP yony
available at '
w\\//v\:v.modahealth. 30% coinsurance SO O T Antiqancer medicgtion is covered_ at 30% coinsurance
com/odl 30% coinsurance preferred fo ﬁ for Tier 1, 40% coinsurance for Tier 2 and 60%
SAEC i it preerred speciafty coinsurance for Tier 3 providers.
Specialty tier 28??&%5 rt::ﬁggtlon. prescription. Not covered
non0 referrgd specialt 50% goinsurance
respcri tion P y nonpreferred specialty
P prion. prescription.
Facility fee (6.9 30% coinsurance,
g, 0
ambulatory No chargs at Center of 40% coinsurance 60./"
i h surgery center) Excellence for select coinsurance
you have surgeries Prior authorization may be required to avoid a penalty
outpatient : s . :
30% coinsurance, of 50% up to a maximum deduction of $2,500.
surgery . A
Physician/surgeon = No charge at Center of 40% coinsurance 60%
fees Excellence for select o coinsurance
surgeries

* For more information about limitations and exceptions, see the plan or policy document at www.modahealth.com.

Page 3 of 8



https://www.healthcare.gov/sbc-glossary/#plan
http://www.modahealth.com/
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#preauthorization
https://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
https://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
http://www.modahealth.com/pdl
http://www.modahealth.com/pdl
https://www.healthcare.gov/sbc-glossary/#preauthorization
https://www.healthcare.gov/sbc-glossary/#preauthorization
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialty-drug
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#preauthorization
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance

Common
Medical Event

Services You
May Need

Tier 1 Provider
(You will pay the least)

Tier 2 Provider

What You Will Pay

Tier 3 Provider
(You will pay

Limitations, Exceptions, & Other Important
Information

the most)

. . $250 copay/visit, = Copay waived if hospital admission immediately
0, )
E:r]srqencv — igﬁﬁ S—;%g ety e <58 igﬁ/o (%%/r\;ﬁgéthen then 30% follows. Tier 1 deductible and out-of-pocket limit
B E— v elisellls coinsurance applies.
Emergency 30% Commercial transportation is limited to one-way for a
If you need medical 30% coinsurance 30% coinsurance coinosurance sudden, life-endangering medical condition. Tier 1
immediate transportation B deductible and out-of-pocket limit apply.
medical
attention $85 copay/office visit, $25
copay/virtual care visit; No 60%
Urgent care charge/CirrusMD virtual 40% coinsurance coinosurance None.
visit, deductible does not I
apply
" 0
FaC|I|.ty fee (eg., 30% coinsurance 40% coinsurance 60./"
hospital room) coinsurance
If you have a Prior authorization is required to avoid a penalty of 50%
hospital stay up to @ maximum deduction of $2,500.
Physician/surgeon | ,~o, . o) 60%
fees S0 (el s Gl coinsurance
$85 copay/office visit, $25
copay/virtual care visit; No
If you need Outpatient Sihs?trg(? égggﬁ%%ggus (ljt 40% coinsurance 60% Psychological or neuropsychological testing limited to
mental health, services A O EEE e coinsurance 12 hours per year.
behavioral apply. .
health, or 30% coinsurance- for other
substance abuse outpatient services.
services 60% Prior authorization is required for inpatient and
Inpatient services | 30% coinsurance 40% coinsurance coinosurance residential services to avoid a penalty of 50% up to a

maximum deduction of $2,500.

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

Common Services You Tier 1 Provi Tier 3 Provider Limitations, Exceptions, & Other Important
Medical Event May Need ier 1 Provider Tier 2 Provider (You will pay Information
(You will pay the least)
the most)
o o o 60%
Office visits 30% coinsurance 40% coinsurance coinsurance
L . Cost sharing does not apply for preventive services.
If vou are Ch']lcdb'r,th/ d(lallvery 30% coi 40% col 60% Depending on the type of services, a copay,
ri mh professiona 0 Bl e NES o COINSUTANCe coinsurance coinsurance or deductible may apply. Maternity care
preg SErvices may include tests and services described elsewhere in
— : 0 the SBC (i.e., ultrasound).
Ch!Iwath/dlehvery 30% coinsurance 40% coinsurance 60./"
facility services coinsurance
0
Home health care | 30% coinsurance 40% coinsurance 60./" Calendar year maximum of 130 visits.
coinsurance
$85 copay/outpatient visit,
Rehabilitation deductible does not apply. 40% coi 60% . o
services 30% coinsurance for o coinsurance coinsurance Calendar year maximum of 30 days for inpatient and
inpatient 45 sessions for outpatient rehabilitation and
habilitation. Limits apply separately to outpatient
rehabilitative and habilitative services. Prior
$85 copay/outpatient visit, authorization may be required to avoid a penalty of
Habilitation deductible does not apply. o 60% 50% up to a maximum deduction of $2,500.
If you need help | services 30% coinsurance for 0 ol coinsurance
recovering or inpatient
have other
0 . . 0
special health Skilled nursin 30% coinsurance 40% coinsurance 60./" Calendar year maximum of 60 days.
needs care coinsurance
60%
30% coinsurance 40% coinsurance coinstrance Includes supplies and prosthetics. Frequency limits
Durable medical 209 apply to some DME. Hearing aids are subject to a
equibment 20% _coinsurance for hearing = 20%_coinsurance for coinoéurance for $3,000 limit per 3 year period. Prior authorization may
€guipment aids, deductible does not hearing aids, deductible hearing aids be required to avoid a penalty of 50% up to a maximum
apply. does not apply. g aids, deduction of $2,500.
deductible does
not apply.
o ot : T
Hospice services | 30% coinsurance 40% coinsurance 60./" Llfet[me maximum of 10 inpatient days and 240 hours
coinsurance respite care.

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

Common Services You Tier 3 Provider Limitations, Exceptions, & Other Important

i Tier 1 Provider : ' : :
Medical Event May Need il
i \' y (You will pay the least) Tier 2 Provider (You will pay i

the most)
0 Limited to one eye exam per calendar year. Additional
50% . . . : .
. , . Tier 1 or Tier 2 preventive eye screening for children
Children’s eye coinsurance, .
No charge No charge . age 3-5 at no cost sharing. Eye exams for age 19 and
exam deductible does : .
¢ hild not apply over cqvered at $10 copay, for Tier 1 and Tier 2,
Leyecziusrgental or deductible does not apply.
eye care
50% Coverage limited to one pair of glasses per calendar
Children’s glasses | No charge No charge coinsurance, year for children under age 19. For age 19 and over,
deductible does | see member handbook for vision limits.
not apply
No charge for preventive Mo char_ge 27
) : . preventive and
and diagnostic services, . . .
If your child . 30% coinsurance for basic dlagnogtlc SOIICeS, -
needs dental or Children’s dental dental services, 30% coinsurance for 50% For members under age 19. Frequency limits apply to
eve care check-up 50% coins ran’ce for maior basic dental services, coinsurance Some Services.
y o COInSurance ) 50% coinsurance for
dental services and . I :
orthodontia major denta services
and orthodontia

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 Bariatric surgery e Long-term care e Private-duty nursing
o Cosmetic surgery o Naturopathic substances ¢ Routine foot care
e Dental care (Adult) e Non-emergency care when traveling o Weight loss programs
e Infertility treatment outside the U.S.
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Abortion e Chiropractic care e Hearing aids
e Acupuncture e Routine eye care (Adult)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies
is: U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or http://www.dol.gov/ebsa/healthreform for group health coverage subject
to ERISA, the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov for non-federal governmental group health plans, the

* For more information about limitations and exceptions, see the plan or policy document at www.modahealth.com. Page 6 of 8
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Alaska Division of Insurance at 1-800-467-8725 or http://www.commerce.state.ak.us/ins/Insurance/consumer.html for Church plans. 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: Moda Health at 1-888-873-1395 or the Alaska Division of Insurance at http://www.commerce.state.ak.us/ins/Insurance/consumer.html or 1-800-467-8725. For
group health coverage subject to ERISA, you may also contact the Employee Benefits Security Administration, U.S. Department of Labor at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform.

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.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 888-786-7461.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 888-873-1395.
Chinese (FX): INRFERXHIFERN, THIKITIXA 565 888-873-1395.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 888-873-1395.

] 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.modahealth.com. Page 7 of 8
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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
hospital delivery)

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

Mia’s Simple Fracture
(in-network emergency room visit and follow up

B The plan’s overall deductible $2,000
B Specialist copayment $85
W Hospital (facility) coinsurance 30%
B Other coinsurance 30%

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)

B The plan’s overall deductible $2,000
B Specialist copayment $85
M Hospital (facility) coinsurance 30%
B Other coinsurance 30%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

care)
B The plan’s overall deductible $2,000
B Specialist copayment $85
M Hospital (facility) coinsurance 30%
B Other coinsurance 30%

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

Diagnostic test (x-ray)

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

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

Deductibles $2,000
Copayments $10
Coinsurance $3,200

What isn’t covered
Limits or exclusions $50
The total Peg would pay is $5,260

Total Example Cost \ $5,600 Total Example Cost \ $2,800
In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing
Deductibles* $200 Deductibles* $2,000
Copayments $1,700 Copayments $300
Coinsurance $40 Coinsurance $100
What isn’t covered What isn’t covered
Limits or exclusions $20 Limits or exclusions $0
The total Joe would pay is $1,960 The total Mia would pay is $2,400

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

We follow federal civil rights laws. We do not discriminate based
onrace, color, national origin, age, disability, gender identity,

sex or sexual orientation.

We provide free services to people with disabilities so that they can communicate with
us. These include sign language interpreters and other forms of communication.

If your first language is not English, we will give you free interpretation

services and/or materials in other languages.

If you need any of the above,
call Customer Service at:

888-217-2363 (TDD/TTY 711)

If you think we did not offer these
services or discriminated, you
can file a written complaint.
Please mail or fax it to:

Moda Partners, Inc.
Attention: Appeal Unit
601 5W Second Ave.
Portland, OR 97204
Fax: 503-412-4003

Dave Nesseler-Cass coordinates
our nondiscrimination work:

Dave Nesseler-Cass,

Chief Compliance Officer
6015w Second Ave.

Portland, OR 97204
855-232-9111
compliance@modahealth.com

If you need help filing a complaint,
please call Customer Service.

You can also file a civil rights complaint
with the U.S. Department of Health and
Hurman Services Office for Civil Rights at
ocrportal.nhs.gov/ocr/portal/lobby.jsf,
or by mail or phone:

U.S. Department of Health

and Human Services

200 Independence Ave. SW, Room 509F
HHH Building, Washington, DC 20201

800-368-1019, 800-537-7697 (TDD)

You can get Office for Civil Rights complaint
forms at hhs.gov/ocr/office/file/index.html.

moda S
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ATENCION: Si habla espafiol, hay
disponibles servicios de ayuda con &l
idioma sin costo alguno para usted.
Llame al 1-877-605-3229 (TTY: 711).

CHU Y: Néu ban néi tiéng Viét, ¢6 dich
vu hé trg ngén ngi mién phi cho ban.
Goi 1-877-605-3229 (TTY:711)
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HEE1-877-605-3220 (BBAEAEA 1 711)

Fo|: gtR0|Z2 227 20 X8 MH|AE
0| Z3tAI2TH CIF ARHE HEeHF AT
digtch, M3l 1-877-605-3229 (TTY: 711)

PAUNAWA: Kung nagsasalita ka ng Tagalog,
ang mga serbisyong tulong sa wika, ay
walang bayad, at magagamit mo. Tumawag
sanumerong 1-877-605-3229 (TTY: 711)

Clard Glligh (i pall o (i€ 13) -4
a8 3 Joadl Ulas ll dalie 4 gl S22 lisa
(711 ;aill ilell) 1-877-605-3229

(17— /'| W ._.2,'. (URDU) g}u i (1] A.-!.'
- _._,L,-—J —rnd L Tes
1-877-605-3229 (TTY: 71 1 ufrdb,/

BHWUMAHWE! Ecnwn Bel roBopurTe No-pyccku,
BOCMONb3yiiTech 6ecnnaTHOM A3bIKOBOI
nogaepxKoi. NNo3BoHWTE No Ter.
1-877-605-3229 (tekcToBbI TENedoH: 711).

ATTENTION : sivous étes locuteurs
francophones, le service d'assistance
linguistique gratuit est disponible. Appelez
au 1-877-605-3229 (TTY: 711)

Cladd A8 (o Ciava (2 B4 45 () gea )3 A 5
Ll 2 ga Lk g1 81 5 ) e s dan
A8 Ll (TTY: 711) 1-877-605-3229

o1 <: afe 3y &) died &, ot a9 gerEar fa i
o1 fRu Iues 21 1-877-605-3229 W HA & (TTY: 711)

Achtung: Falls Sie Deutsch sprechen, stehen
Ihnen kostenlos Sprachassistenzdienste zur
Verfligung. Rufen sie 1-877-605-3229 (TTY: 711)

AB BFREECHFLEOAICE. BFE
Y—EAEERTRBLTEVET,
1-877-605-3229 (TYY.FLA4ATS51 52—
HETHBOAHIE71) ETHBRESIEELY,

modahealth.com

wwm L AU (BUML AR 52 @ ML
wiél i—":tuﬂ} SlEl B1 dl d UL dae
HZ (Al g Yl Guds ¢ . 1-877-
605-3229 (TTY: 711) M2 514 52

Wozw: fatancdwnano, 9L
ocfedovwrarcdnIloinuiovdcde
69. ¢ 1-877-605-3229 (TTY: 711)

YBATA! fiKwo B roBopuTe yKpaiHCbKOH,
AnA Bac AOCTYNHI 6e3KOWTOBHI KOHCYNbTaUl
piaHOI0 MOBOI0. 3aTenedonynTe
1-877-605-3229 (TTY:711)

ATENTIE: Daca vorbiti limba romana, va punem
la dispozitie serviciul de asistenta lingvistica in
mod gratuit. Sunati la 1-877-605-3229 (TTY 711)

THOV CEEB TOOM: Yog hais tias koj hais lus
Hmoob, mugj cov kev pab cuam txhais lus, pub
dawb rau koj. Hu rau 1-877-605-3229 (TTY: 711)

isnoi: ignSunwmanigs wits i
minAytgwigamaninwaafaig

AN SYAIYSINNAEAT fYBGIRSNIFIMSIuS
1-877-605-3229 (TTY: 711)

HUBACHIISA: Yoo afaan Kshtik kan
dubbattan ta'e tajaajiloonni
gargaarsaa isiniif jira 1-877-605-3229
(TTY:711) tiin bilbilaa.

TusevsIu: ¥nAaeyen ety ned
anangaleiuBNM s na g
16 Tvs 1-877-605-3229 (TTY: 711)

FA'AUTAGIA: Afai e te tautala ile gagana
Samoa, o loo avanoa fesoasoani tau
gagana mo oe € le totogia. Vala'au
ile1-877-605-3229 (TTY:711)

IPANGAG: Nu agsasaoka iti llocano, sidadaan
ti tulong iti lengguahe para kenka nga awan
bayadna. Umawag iti 1-877-605-3229 (TTY: 711)

UWAGA: Dla oséb mowigcych po polsku
dostepna jest bezptatna pomoc jezykowa.
Zadzwon: 1-877-605-3229 (obstuga TTY: 711)
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