aetna aAetnaDirect: N6

Summary of Benefits and Coverage

Coverage Period: 01/01/2017 — 12/31/2017
Coverage for: Self Only, Self Plus One or Self and Family | Plan Type: PPO

This is only a summary. Please read the FEHB Plan brochure RI 73-828 that contains the complete terms of this plan. All benefits are
subject to the definitions, limitations, and exclusions set forth in the FEHB Plan brochure. Benefits may vary if you have other coverage,
such as Medicare. You can get the FEHB Plan brochure at www.AetnalFeds.com or by calling 1-888-238-6240.

Important Questions

What is the overall
deductible?

Are there other

deductibles for specific
services?

Is there an out—of—pocket

limit on my expenses?

What is not included in

the out—of—pocket limit?

Is there an overall annual
limit on what the plan pays?

Does this plan use a network

of providers?

Do I need a referral to see a
specialist?

Are there services this plan
doesn’t cover?

Questions: Call 1-888-238-6240 or visit us at www.AetnaFeds.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary.

Participating: Self $1,500 / Self Plus One or | You must pay all the costs up to the deductible amount before this plan begins
Self and Family $3,000. Non-Participating: | to pay for certain covered services. When a covered service or supply is subject
Self $1,500 / Self Plus One or Self and to a deductible, only the Plan allowance for the service or supply counts
Family $3,000. Does not apply to preventive| toward the deductible. This plan includes a $900/$1,800/$1,800 Medical

care in-network. Fund that pays prior to the deductible.

No You don’t have to meet deductibles for specific services, but see the chart
starting on page 2 for other costs for services this plan covers.

Yes. Participating: Self $5,000/Self Plus
One or Self and Family $6,850. Non-
Participating: Self $5,000/Self Plus One or
Self and Family $10,000.

The out-of-pocket limit, or catastrophic maximum, is the most you could pay
during the year for your share of the cost of covered services. This limit helps you
plan for health care expenses. The “per covered individual” amount is the most
that any one member would have to pay, regardless of whether the individual is
enrolled in Self Plus One, or Self and Family.

Premiums, balance-billed charges, penalties

. ) > Even though you pay these expenses, they don’t count toward the out-of-
for failure to obtain pre-authorization and gl you pay p > ey

pocket limit.
health care this plan does not cover.
No. The chart starting on page 2 describes any limits on what the plan will pay for

specific covered services, such as office visits.

Yes. For a list of preferred providers, see If you use an in-network doctor or other health care provider, this plan will pay

www.aetnafeds.com or call 1-888-238- some or all of the costs of covered services. Be aware, your in-network doctor

6240. or hospital may use an out-of-network provider for some services. See the chart
starting on page 2 for how this plan pays different kinds of providers.

No. You can see the specialist you choose without permission from this plan.

Yes Some of the services this plan doesn’t cover are listed on page 5. See this plan’s

FEHB brochure for additional information about excluded setvices.

999999-999999-011625
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You can view the Glossary at www.AetnaFeds.com or call 1-888-238-6240 to request a copy.
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aetna aetna Direct: N6 Coverage Period: 01/01/2017 — 12/31/2017
Summary of Benefits and Coverage Coverage for: Self Only, Self Plus One or Self and Family | Plan Type: PPO

® Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

® Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if the
plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if you
haven’t met your deductible.

® The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the allowed
amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and the allowed
amount is §$1,000, you may have to pay the $500 difference. (This is called balance billing.)

® This plan may encourage you to use participating providers by charging you lower deductibles, copayments and coinsurance amounts.

Your Cost If You Your Cost If You Use a

Common Ust & Non- Participating

Services You May Need Provider (plus Limitations & Exceptions

you may be
balance billed)

Medical Event Participating

Provider

Prlmary CATE VISILLO treat an 1jury | 500/ coinsurance 40% coinsurance ——— None
or illness
If you v1$}t sihicdll Specialist visit 20% coinsurance 40% coinsurance —— None
care provider’s office iy . . .
ot clinic Other practitioner office visit 20% coinsurance 40% coinsurance — None
Preventive q 3
ervic et Rt No charge 40% coinsurance Age and frequency schedules may apply.
Diagnostic test (x-ray, blood work) | 20% coinsurance 40% coinsurance ——  None
If you have a test . ) . o .
Imaging (CT/PET scans, MRIs) ‘ 20% coinsurance 40% coinsurance Pre-authorization may be required.
Questions: Call 1-888-238-6240 or visit us at www.AetnaFeds.com. 999999-999999-011625

20f8
You can view the Glossary at www.AetnaFeds.com or call 1-888-238-6240 to request a copy.
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aetna Aetna Direct: N6

Summary of Benefits and Coverage

Coverage Period: 01/01/2017 — 12/31/2017

Coverage for: Self Only, Self Plus One or Self and Family | Plan Type: PPO

Common
Medical Event

If you need drugs to
treat your illness or
condition

More information
about prescription
drug coverage is

available at
www.aetna.com/phar
macy- insurance/
individuals- families.

Value Plus Five Tier
Open Formulary

Services You May Need

Formulary generic drugs

Formulary brand drugs

Your Cost If You
Use a
Participating
Provider

After deductible,
copay/prescription
$5 (retail), $0 (mail
order)

After deductible:
30% coinsurance up
to a $600
maximum/
prescription (retail),
$60 copay/
prescription (mail
order)

Your Cost If You Use a
Non- Participating
Provider (plus
you may be
balance billed)

After deductible: 50%
coinsurance plus the
difference between our plan
allowance and the billed
amount

After deductible: 50%
coinsurance plus the
difference between our plan
allowance and the billed
amount

Non-formulary brand drugs

After deductible:
50% coinsurance up
to a $600 maximum/
prescription (retail),
$105 copay/
prescription (mail
order)

After deductible: 50%
coinsurance plus the
difference between our plan
allowance and the billed
amount

Limitations & Exceptions

Covers 30-day supply (retail), 31-90 day
supply (mail order). Includes
contraceptive drugs and devices obtainable
from a pharmacy. No charge for
formulary generic FDA-

approved women's contraceptives from
preferred pharmacy. Review your
formulary for prescriptions requiring
precertification or step therapy for
coverage. Your cost will be higher for
choosing Brand over Generics.

Questions: Call 1-888-238-6240 or visit us at www.AetnaFeds.com.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary.
You can view the Glossary at www.AetnaFeds.com or call 1-888-238-6240 to request a copy.
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aetna Aetna Direct: N6

Summary of Benefits and Coverage

Coverage Period: 01/01/2017 — 12/31/2017
Coverage for: Self Only, Self Plus One or Self and Family | Plan Type: PPO

Your Cost If You Use

Common
Medical Event

Services You May Need

Specialty drugs

Your Cost If You
Use a
Participating
Provider

Preferred: 50%
coinsurance up to a
$600 maximum, Non-
preferred: 50% up to a
$1,200 maximum/

a
Non-

Participating
Provider (plus

Not covered

Limitations & Exceptions

First prescription must be filled at a
participating retail pharmacy or Aetna
Specialty Pharmacy Networks.
Subsequent fills must be through
Aetna Specialty Pharmacy Networks.

If you have
outpatient surgery

prescription.
Facility fee (e.g., ambulato . )
ty (g, y 20% coinsurance 40% coinsurance None
surgery center)
Physician/surgeon fees 20% coinsurance 40% coinsurance None

If you need
immediate medical
attention

Emergency room services

20% coinsurance

20% coinsurance

No coverage for non-emergency use.

Emergency medical transportation

20% coinsurance

20% coinsurance

None

Urgent care

20% coinsurance

20% coinsurance

40% coinsurance for out-of-network non-
urgent use.

If you have a
hospital stay

Facility fee (e.g., hospital room)

20% coinsurance

40% coinsurance

Pre-authorization required for care.

Physician/surgeon fee

20% coinsurance

40% coinsurance

None

If you have mental
health, behavioral
health, or substance
abuse needs

Mental/Behavioral health
outpatient services

20% coinsurance

40% coinsurance

None

Mental/Behavioral health inpatient
services

20% coinsurance

40% coinsurance

Pre-authorization required for care.

Substance use disorder outpatient
services

20% coinsurance

40% coinsurance

None

Substance use disorder inpatient
services

20% coinsurance

40% coinsurance

Pre-authorization required for care.

If you are pregnant

Prenatal and postnatal care

No charge for prenatal
care and first postnatal
visit

40% coinsurance

Subsequent postnatal visits 20%
coinsurance for preferred providers and
40% coinsurance for non-participating
providers.

Questions: Call 1-888-238-6240 or visit us at www.AetnaFeds.com.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary.
You can view the Glossary at www.AetnaFeds.com or call 1-888-238-6240 to request a copy.
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aetna Aetna Direct: N6

Summary of Benefits and Coverage

Coverage Period: 01/01/2017 — 12/31/2017
Coverage for: Self Only, Self Plus One or Self and Family | Plan Type: PPO

Your Cost If You Use a
Non- Participating
Provider (plus
you may be
balance billed)

Your Cost If You
Use a
Participating
Provider

Common

Medical Event Services You May Need

Limitations & Exceptions

. . . . . . Pre-authorization may be required for care.
Delivery and all inpatient services | 20% coinsurance 40% coinsurance “ . Y qu
Includes outpatient postnatal care.
Coverage is limited to 3 visits per day up
Home health care 20% coinsurance 40% coinsurance to 4 hours per visit. Pre-authorization
required for care.
Coverage is limited to 60 visits per calendar
Rehabilitation services 20% coinsurance 40% coinsurance year for Physical & Occupational Therapy
If you need help combined, 60 visits per calendar year for
recovering or have Speech Thergpy. .
other special health Coverage is limited to 60 visits per
I . . . calendar year for Physical &
needs Habilitation services 20% coinsurance 40% coinsurance Y y .
Occupational Therapy combined, 60
visits per calendar year for Speech
Therapy.
. . . . Coverage is limited to 60 days per calendar
Skilled nursing care 20% coinsurance 40% coinsurance & o yop
year. Pre-authorization required for care.
Durable medical equipment 20% coinsurance 40% coinsurance None
Hospice service 20% coinsurance 40% coinsurance Pre-authorization required.
. Coverage is limited to 1 routine eye exam
. Eye exam No charge 40% coinsurance 5 Y
If your child needs per 12 months.
dental or eye care Glasses Not covered Not covered Not covered.
Dental check-up Not covered Not covered Not covered.

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check this plan’s FEHB brochure for other excluded setvices.)

e Chiropractic care
e Cosmetic surgery

e Glasses (Child)
e Long-term

e Dental care (Adult & Child)

Non-emergency care when traveling outside the

u.s.

Private-duty nursing

Questions: Call 1-888-238-6240 or visit us at www.AetnaFeds.com.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary.
You can view the Glossary at www.AetnaFeds.com or call 1-888-238-6240 to request a copy.
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aetna Aetna Direct: N6 Coverage Period: 01/01/2017 — 12/31/2017
Summary of Benefits and Coverage Coverage for: Self Only, Self Plus One or Self and Family | Plan Type: PPO

Other Covered Services (This isn’t a complete list. Check this plan's FEHB brochure for other covered services and your costs for these
services.)

e Acupuncture — Covered in lieu of anesthesia. ¢ Routine eye care (Adult) — Coverage is limited e Routine foot care — Coverage is limited to active
to 1 routine eye exam per 12 months. treatment for a metabolic or peripheral vascular

° iatri .
Bariatric surgery disease.

e Infertility treatment — Benefit limitations may

apply. e Weight loss programs — Coverage is limited to

dietary and nutritional counseling.

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending on the circumstances, you may be eligible for a 31-day free extension of coverage, to convert to an
individual policy, and to receive temporary continuation of coverage (TCC). Your TCC rights will be limited in duration and will require you to pay a premium,
which may be significantly higher than the premium you pay while covered under the plan. An individual policy may also provide different benefits than you
had while covered under the plan. Other limitations on your rights to continue coverage may also apply.

For morte information on your rights to continue coverage, see the FEHB Plan brochure, contact your HR office/retitement system, contact your plan at 1-888-
238-6240 or visit www.opm.gov.insure/health.

Your Grievance and Appeal Rights:

If you are dissatistied with a denial of coverage for claims under your plan, you may be able to appeal. For information about your appeal rights please see
Section 3, “How you get care,” and Section 8 “The disputed claims process,” in your plan's FEHB brochure. If you need assistance, you can contact: 1-888-238-
6240.

Does this Coverage Provide Minimum Essential Coverage?

The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” Coverage under this plan
qualifies as minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?

The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). The health
coverage of this plan does meet the minimum value standard for the benefits the plan provides.

Language Access Services:

Para obtener asistencia en Espanol, llame al 1-888-238-6240. mRETE G HIEER, 1EERFTIXA 5 HE1-888-238-6240.
Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-888-238-6240. Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-888-238-6240.

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

Questions: Call 1-888-238-6240 or visit us at www.AetnaFeds.com. 0999999-999999-011625
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. + 6 of 8
You can view the Glossary at www.AetnaFeds.com or call 1-888-238-6240 to request a copy. -
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aetna Aetna Direct: N6

Coverage Examples

Coverage Period: 01/01/2017 — 12/31/2017
Coverage for: Self Only, Self Plus One or Self and Family | Plan Type: PPO

About these Coverage

Examples:

These examples show how this plan might cover
medical care in given situations. Use these

examples to see, in general, how much financial
protection a sample patient might get if they are

covered under different plans.

Having a baby

(normal delivery)

B Amount owed to providers: $7,540

® Plan pays $5,130
B Patient pays $2,410

Sample care costs:

Managing type 2 diabetes

(routine maintenance of

a well-controlled condition)

B Amount owed to providers: $5,400

B Plan pays $3,420
® Patient pays $1,980

Sample care costs:

£\
4500

. Thisis

“ not a cost

estimator.

Don’t use these examples to
estimate your actual costs
under this plan. The actual
care you receive will be
different from these
examples, and the cost of
that care will also be
different.

See the next page for
important information about
these examples.

Questions: Call 1-888-238-6240 or visit us at www.AetnaFeds.com.
If you arent clear about any of the underlined terms used in this form, see the Glossary.

Hospital charges (mother) $2,700 Prescriptions $2,900
Routine obstetric care $2,100 Medical Equipment and Supplies $1,300
Hospital charges (baby) $900 Office Visits and Procedures $700
Anesthesia $900 Education $300
Laboratory tests $500 Laboratory tests $100
Prescriptions $200 Vaccines, other preventive $100
Radiology $200 Total $5,400
Vaccines, other preventive $40
Total $7,540 Patient pays:
Deductibles $1,500
Patient pays: Copays $200
Deductibles $1,500 Coinsurance $200
Copays $10 Limits or exclusions $80
Coinsurance $700 Total $1,980
Limits or exclusions $200 |
Total $2,410
999999-999999-011625
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aetna aetna Direct: N6

Coverage Examples

Coverage Period: 01/01/2017 — 12/31/2017

Coverage for: Self Only, Self Plus One or Self and Family | Plan Type: PPO

Questions and answers about the Coverage Examples:

What are some of the
assumptions behind
the Coverage
Examples?

Costs don’t include premiums.
Sample care costs are based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a
particular geographic area or health
plan.

The patient’s condition was not

an excluded or preexisting

condition.

All services and treatments started
and ended in the same coverage
period.

There are no other medical expenses
for any member covered under this
plan.

Out-of-pocket expenses are based only
on treating the condition in the
example.

The patient received all care from in-
network providers. If the patient had
received care from out-of-network
providers, costs would have been
higher.

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or treatment
isn’t covered or payment is limited.

Does the Coverage Example
predict my own care needs?

No. Treatments shown are just examples.
The care you would receive for this condition
could be different based on your doctor’s
advice, your age, how serious your condition
is, and many other factors.

Does the Coverage Example
predict my future expenses?

No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your own
costs will be different depending on

the care you receive, the prices your
providers charge, and the reimbursement
your health plan allows.

Questions: Call 1-888-238-6240 or visit us at www.AetnaFeds.com.
If you arent clear about any of the underlined terms used in this form, see the Glossary.
You can view the Glossary at www.AetnaFeds.com or call 1-888-238-6240 to request a copy.

Can | use Coverage
Examples to compare
plans?

Yes. When you look at the Summary
of Benefits and Coverage for other
plans, you’ll find the same Coverage
Examples. When you compare plans,
check the “Patient Pays” box in each
example. The smaller that number, the
more coverage the plan provides.

Are there other costs |
should consider when
comparing plans?

Yes. An important cost is the
premium you pay. Generally, the lower
your premium, the more you’ll pay in
out-of- pocket costs, such as
copayments, deductibles, and
coinsurance. You should also consider
contributions to accounts such as
health savings accounts (HSAs), flexible
spending arrangements (FSAs) or
health reimbursement accounts (HRAs)
that help you pay out-of-pocket
expenses.

999999-999999-011625
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Assistive Technology
Persons using assistive technology may not be able to fully access the following information. For assistance, please call 1-888-238-6240.

Smartphone or Tablet

To view documents from your smartphone or tablet, the free WinZip app is required. It may be available from your App Store.

Non-Discrimination

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:

o Qualified sign language interpreters

o 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:

o Qualified interpreters
o Information written in other languages

If you need these services, contact our Civil Rights Coordinator.

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: Civil Rights Coordinator, PO Box 14462, Lexington, KY 40512, 1-800-648-7817, TTY 711, Fax 859-425-3379, CRCoordinator@aetna.com.

California HMO/HNO Members: Civil Rights Coordinator, PO Box 24030 Fresno CA, 93779, 1-800-648-7817, TTY 711, Fax 860-262-7705, CRCoordinator@aetna.com.
You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, our Civil Rights Coordinator 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, D.C. 20201, 1-800-368-1019, 1-800-537-7697 (TDD).

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

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.
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TTY: 711
Language Assistance:

For language assistance in your language call 1-888-238-6240 at no cost.

Albanian -
Ambharic -

Arabic -

Armenian -
Bahasa Indonesia -
Bantu-Kirundi -
Bengali-Bangala -
Bisayan-Visayan -
Burmese -
Catalan -
Chamorro -
Cherokee -
Chinese -
Choctaw -
Cushite -

Dutch -

French -

French Creole -
German -

Greek -

Guyarati -

P&r asistencé né gjuhén shqgipe telefononi falas né 1-888-238-6240.
ALIE R4 (1 ATICT 0 1-888-238-6240 13 LL@

1-888-238-6240 Lf'..«..d‘l al ) e Juati ola il .(a._u adl fl.i_ui) & sacLul

Ltqih gniguphpus mewlgnipymi (huykpki) quigh 1-888-238-6240 wnmig ghn:

Untuk bantuan dalam bahasa Indonesia, silakan hubungi 1-888-238-6240 tanpa dikenakan biaya.

INiba urondera uwugufasha mu Kimundi, twakure kun iy1 nomero 1-888-238-6240 ku busa

I ST SO S (R[N 1-888-238-6240-B( F FA|

Alang sa pag-abag sa pinulongan sa (Binisayang Sinughoanon) tawag sa 1-888-238-6240 nga walay bayad.

egonSoqdospecdad ([4&enommamnoom:)lgé oxomeonm:izny3apBaupgs 1-888-238-6240 03 el &k

Per rebre assisténcia en (catala), truqui al nimero gratuit 1-888-238-6240.

Para ayuda gi fino' (Chamoru), agang 1-888-238-6240 sin gastu.

OYO SOhAHA Jhad5P0Y OLT (CWY) OBWE1S 1-888-238-6240 06T L Al'edd JEGLA hERO.
HASHEEPIGES AN , BT 1-888-238-6240 , EENH.

(Chahta) anumpa ya apela a chi | paya hinla 1-888-238-6240.

Gargaarsa afaan Oromuffa hikun argachuuf lakkokkofsa bilbilaa 1-888-238-6240 1rratts bilisaan bilbilaa.

Bel voor tolk- en vertaaldiensten in het Nederlands grans naar 1-888-238-6240.

Pour une assistance hingwstique en francas appeler le 1-888-2358-6240 sans frass.

Pou jwenn asistans nan lang Kreyol Ayisyen, rele mmewo 1-888-238-6240 gratus.

Bendugen Sie Hilfe oder Informationen in deutscher Spracher Rufen Sie uns kostenlos unter der Nummer 1-888-238-6240 an.
D yhwooud) Ponbers ote EAlnvia sudéots o 1-888-238-6240 yweis yotwon.

e UAIHL MINIHL USIA HIZ $16 UBL WY 9212 1-888-238-6240 U S19 52,



Hawaiian - No ke kokua ma ka ‘dlelo Hawai‘1, e kahea aku 1 ka helu kelepona 1-888-238-6240. Kak: “ole ‘1a k&ia kakua ne1.

Hindi - ZeT & W WErIaT & JfT, 1-888-238-6240 W WA Hd i

Hmong - Yog xav tau kev pab txhais lus Hmoob hu dawb tau rau 1-858-238-6240.

Ibo - Maka enyemaka asusu na Igbo kpoo 1-888-238-6240 na akwughi ugwo o bula

llocano - Para iti tulong ti pagsasao iti pagsasao tawagan ti 1-888-238-6240 nga awan ti bayadanyo.

Italian - Per nicevere assistenza hngwstca in itahano, puo chiamare gratutamente 1-888-238-6240.

Japanese - HAZECIEAE CHFLE0 L. 1-888-238-6240 T TEEITHAE R (F &1,

Karen - conosfenofonctiodSamt o3 b: 1-888-238-6240 cononB5%:onfcmS spBacnSonsn’

Korean - SIZ0{2 o0] K| QS Ut AoA|N 28 E31H S0l 1-888-238-62408 0 2 FSI| FAIA Q.
Kru-Bassa - Be'm’ke gbo-kpa-kpa dye pidyi dé Basoo-wuduun wee, da 1-888-238-6240

Kurdish - CASG Gl sy ol 38 4 1-888-238-6240 o el U ey (o j 4 laial ) (ol

Laotian - qanaunsgnauasavess e lunauadwagaaas, neguatnma 1-888-238-6240 Yoodguaatn.
Marathi - CATCT3ITNT (FRTST) TEIATHTS! 1-888-238-6240 THIHIapIOTTATE I E{ATRITaTdhl cThdl.

Marshallese - Nan bék jipai ilo Kajin Majol, kallok 1-888-238-6240 ilo ejjelok wénan.

Iﬁdé%rﬁgggéann: Ohng palien sawas en soun kawewe ni omw lokaia Ponape koahl 1-888-238-6240 ni sohte isais.
Mon-Khmer, AIENUSSIMANT ManSull fYUGIATNS ST M SIS 1-885-238-6240 HICWURBRAGIT
Navajo - T'aa shi shizaad k'ehji bee shika a'doowol ninizingo Diné k'ehji koji' t'aa jiik'e holne' 1-888-238-6240
Nepali - (FTOTelT) AT AT HTET JEAAT 3Tl R 1-888-238-6240 AT Bl TIE |
Nilotic-Dinka - Tén kuoony & thok & Thuonjan col 1-888-238-6240 kecin aydc.

Norwegian - For sprakassistanse pa norsk, ring 1-888-238-6240 kostnadsfritt.

Panjabi - st 2fg et Hafes B 1-888-238-6240 2 HES 918 4|

Pennsylvania Dutch - Fer Helfe in Deitsch, ruf- 1-888-238-6240 aa. Es Aaruf koschtet nix.

Persian - i) 580 Gl (o) 438 g s 1-888-238-6240 o okadi L e b la ) da a5 5l

Polish - Aby uzyskac pomoc w jgzyku polskim, zadzwon bezplatme pod numer 1-888-238-6240.



Portuguese - Para obter assisténcia linguistica em portugues ligue para o 1-888-238-6240 gratutamente.

Romanian - Pentru asistenta lingvistica in romaneste telefonat la numarul gratut 1-888-238-6240

Russian - UTOOH MOAVIHTE IOMOIIE PYCCEOA3EITHOTO IMEPEBOATNES, IIOZBOHNTE 110 DecIaaTHoMY HoMepy 1-888-238-6240.

Samoan - Mo fesoasoani tau gagana | le Gagana Samoa vala'au le 1-888-238-6240 e aunoa ma se totogi.

Serbo-Croatian - Za jezicnu pomoc na hrvatskom jeziku pozovite besplatan broj 1-888-238-6240.

Spanish - Para obtener asistencia lingiiistica en espafiol, llame sin cargo al 1-888-238-6240.

Sudanic-Fulfude - Fii yo on hebu balal e ko yowitii e haala Pular noddee e oo numero doo 1-888-238-6240. Njodi woo fawaaki on.
Swahili - Ulkshataj usardizs katika lugha ya Kiswalili prea simu kwa 1-888-238-6240 bila malipo.

Syriac - o oo o R paaie ol sle & main o o doned bl aa 1-888-238-6240 axm -

Tagalog - Para sa tulong sa wika na nasa Tagalog, tawagan ang 1-888-238-6240 nang walang bayad.

Telugu - 208 JODHOTEL D@0eES BT 350008 1-888-238-6240 ¥y BB 5000, (30)0090)

Thai - dmFuanutimuiamaduniwudu A Ine Tns 1-888-238-6240 W3 lsisiean L

Tongan - Kapau ‘oku fiema'u ha tokom ‘1 he lea faka-Tonga telefoni 1-888-238-6240 ‘o ‘ikai ha totdong:.

Trukese - Ren amnnisin chiaku ren (Kapasen Chuuk) kopwe kékkeér: 1-888-238-6240 nge esapw kamé ngonuk.

Turkish - (Dil) cagris dil yardim i¢in. Higbir iicret ddemeden 1-888-238-6240.

Ukrainian - [ITob oTpHMATH ACIIOMOIY IepPeKAAAAYA VEPAIHCEROL MOBIH, 3aTeAecpOHVIITE 3a DeskomrrosHmy HoMepon [-888-238-6240.
Urdu - P el et s0S der 1.888.238-6240 G auin S J S )

Vietnamese - DPé dudc hd'trd ngdn ngu bahg (ngén ngu), hay goi mién phi'déh s6'1-888-238-6240.

Yiddish - S7RYON [ID "D 1-888-238-6240 VDN WT'R |'N O7'N JXIOY XD

Yoruba - Fun iranlowo nipa édé (Yoruba) pe 1-888-238-6240 lai san owo kankan rara.



