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BENEFIT | IN-NETWORK | OUT-OF-NETWORK

Benefit payments are based on the amount of the provider’s charge that Blue Cross and/or Blue Shield plans recognize for payment of
benefits. The allowed amount may vary depending upon the type provider and where services are received.

SUMMARY OF COST SHARING PROVISIONS

Plan year deductibles and out-of-pocket maximums will be calculated in accordance with applicable Federal law.

Plan Year Deductible $1,500 individual; $3,000 family
July 01, 2025 — June 30, 2026
Plan Year Out-of-Pocket Maximum $4,000 individual; $8,000 family

July 01, 2025 — June 30, 2026 All deductibles, copays and coinsurance for in-network services apply to the out-of-pocket

maximum, excluding prescription drugs.
Coinsurance for out-of-network services applies to the out-of-pocket maximum.

Payments made by drug manufacturer assistance programs may not apply towards the deductible
or out-of-pocket maximum.

After you reach Plan Year Out-of-Pocket Maximum, applicable expenses covered at 100% for
remainder of plan year.

INPATIENT HOSPITAL AND PHYSICIAN BENEFITS

Precertification is required for inpatient admissions (except medical emergency services, maternity and as required by Federal Law);
notification within 48 hours for medical emergencies. Generally, if precertification is not obtained, no benefits are available.
Call 1-800-248-2342 (toll-free) for precertification.
Inpatient Hospital Covered at 90% of the allowed amount, Covered at 70% of the allowed amount,
subject to plan year deductible subject to plan year deductible

Note: In Alabama, available only for medical
emergency services and accidental injury

Inpatient Physician Visits and Covered at 90% of the allowed amount, Covered at 70% of the allowed amount,
Consultations subject to plan year deductible subject to plan year deductible

OUTPATIENT HOSPITAL BENEFITS

Precertification is required for some outpatient hospital benefits. Precertification is also required for provider-administered drugs; visit
AlabamaBlue.com/ProviderAdministeredPrecertificationDrugList.
If precertification is not obtained, no benefits are available.
Outpatient Surgery (Including Covered at 90% of the allowed amount, Covered at 70% of the allowed amount,
Ambulatory Surgical Centers) subject to plan year deductible subject to plan year deductible

In Alabama, not covered

Emergency Room (Medical Emergency | Covered at 90% of the allowed amount, Covered at 90% of the allowed amount,
and Accidental Injury) subject to plan year deductible subject to in-network plan year deductible
Emergency Room (Physician) Covered at 90% of the allowed amount, Covered at 90% of the allowed amount,
subject to plan year deductible subject to in-network plan year deductible
Chemotherapy, IV Therapy, Outpatient | Covered at 90% of the allowed amount, Covered at 70% of the allowed amount,
Diagnostic Lab, Pathology Radiation subject to plan year deductible subject to plan year deductible

Therapy & X-ray
In Alabama, not covered

Dialysis Dialysis Center Inc. (DCI): Covered at Covered at 70% of the allowed amount,
100% of the allowed amount, subject to subject to plan year deductible
plan year deductible
Other than DCI: Covered at 90% of the In Alabama, not covered
allowed amount, subject to plan year
deductible
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BENEFIT

IN-NETWORK

OUT-OF-NETWORK

Diagnostic Imaging

Covered at 90% of the allowed amount,
subject to plan year deductible

Covered at 70% of the allowed amount,
subject to plan year deductible

In Alabama, not covered

PHYSICIAN BENEFITS

Precertification is required for some physician benefits. Precertification is also required for provider-administered drugs; visit
AlabamaBlue.com/ProviderAdministeredPrecertificationDrugList.
If precertification is not obtained, no benefits are available. For provider-administered drugs listed on
AlabamaBlue.com/Providers/HelpScript, cost share may vary based on available manufacturer assistance.
Upon enrollment, cost share will be lowered or reduced to zero.

Office Visits and Consultations-
Primary Care Physician

Covered at 100% of the allowed amount,
after $25.00 physician copay

Covered at 70% of the allowed amount,
subject to plan year deductible

Office Visits and Consultations-
Specialist

Covered at 100% of the allowed amount,
after $75.00 physician copay

Covered at 70% of the allowed amount,
subject to plan year deductible

Diagnostic Imaging (in the physician’s
office)

Covered at 90% of the allowed amount,
subject to plan year deductible

Covered at 70% of the allowed amount,
subject to plan year deductible

Urgent Care

Covered at 100% of the allowed amount,
after $70.00 physician copay

Covered at 70% of the allowed amount,
subject to plan year deductible

Second Surgical Opinions

Covered at 90% of the allowed amount,
subject to plan year deductible

Covered at 70% of the allowed amount,
subject to plan year deductible

Surgery & Anesthesia

Covered at 90% of the allowed amount,
subject to plan year deductible

Covered at 70% of the allowed amount,
subject to plan year deductible

Maternity Care (Pre/Postnatal care and
Delivery)

Midwives are eligible providers

Covered at 90% of the allowed amount,
subject to plan year deductible

Covered at 70% of the allowed amount,
subject to plan year deductible

Chemotherapy, Diagnostic Lab,
Dialysis, IV Therapy, Pathology,
Radiation Therapy & X-ray

Covered at 90% of the allowed amount,
subject to plan year deductible

Covered at 70% of the allowed amount,
subject to plan year deductible

TELEHEALTH SERVICES

Benefits are provided for Telehealth Services subject to applicable cost-sharing for in-network and out-of-network services, when
services rendered are performed within the scope of the health care providers license and deemed medically necessary.

PREVENTIVE CARE BENEFITS

Routine Immunizations and Preventive
Services

e See AlabamaBlue.com/PreventiveServices
and AlabamaBlue.com/NetResultsACA
PreventiveDrugList for a listing of specific
drugs, immunizations and preventive services
or call our Customer Service Department for
a printed copy.

Covered at 100% of the allowed amount,
no copay or deductible; In addition to the
standard, the following exceptions

apply:
. Urinalysis and CBC (when
necessary)

e  TB skin testing (when necessary)

. Lipid Panel (when necessary)

. Comprehensive Metabolic Panel
(when necessary)

e  Venipuncture (when necessary)

e  Chromosome testing (when
necessary)

. Routine Chlamydia screening (ages
22-99)

Not Covered

Exception: Routine pap smear, routine human
papillomavirus (HPV) testing and routine
chlamydia screening (ages 22-99) covered at
70% of the allowed amount subject to the plan
year deductible.

Note: In some cases, office visit copays or facility copays may apply. Blue Cross and Blue Shield of Alabama will process these
claims as required by Section 1557 of the Affordable Care Act.
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BENEFIT

IN-NETWORK
PRESCRIPTION DRUG BENEFITS

OUT-OF-NETWORK

Precertification is required for some drugs; if no precertification is obtained, no benefits are available.

Retail Prescription Prepaid Benefits

e Up to 30-day supply at retail for
non-maintenance drugs

e Up to a 90-day supply at retail for
maintenance drugs for two grace fills
(mandatory mail order or extended supply
network for maintenance drugs after two
grace fills at retail or member will be
responsible for 100% of prescription drug)

¢ View the maintenance drug list that applies to
the plan at AlabamaBlue.com/Maintenance
DruglList

e Some copays combined for diabetic supplies

® The pharmacy network for the plan is
Prime Participating Network

e Specialty drugs can be dispensed for up
to a 30-day supply. The only in-network
pharmacy for some Specialty drugs is the
Pharmacy Select Network; visit
AlabamaBlue.com/SelfAdministeredSpeci
altyDrugList for a list of these specialty
drugs

¢ View the NetResults 1.0 drug list that
applies to the plan at AlabamaBlue.com/
NetResults1DrugList4T

e Locate a Prime Participating Network
pharmacy at AlabamaBlue.com/Prime
ParticipatingPharmacyLocator

e Certain drugs are part of the FlexAccess
Program. See list at
AlabamaBlue.com/FlexAccessDrugList

e Note: Prescription drugs have a separate
out-of-pocket from medical: $1,600
individual/$3,200 family

Covered at 100% of the allowed amount,
subject to the following copays:

Tier 1: $7 copay per prescription (30-day
supply)

Tier 2: $65 copay per prescription (30-day
supply)

Tier 3: $80 copay per prescription (30-day
supply)

Tier 4 (Specialty Drugs): $100 copay per
prescription (30-day supply)

Weight Loss Medications (covered at
retail only up to a 30-day supply): Covered
at 80% of the allowed amount, subject to
plan year deductible.

For drugs on the FlexAccess Drug List, cost
share may vary based on available drug
manufacturer assistance. If assistance is
available, the amount member pays out-of-
pocket will be set by the drug manufacturer
assistance program.

Not Covered

Extended Supply Prescription Prepaid
Benefits

e Up to 90-day supply

e The extended supply pharmacy network for
the plan is the Prime Participating Network

e Locate a Prime Participating Network
pharmacy at AlabamaBlue.com/Prime
ParticipatingPharmacyLocator

e Maintenance drugs can be purchased
through this extended supply pharmacy
service up to a 90-day supply with one
copay

e Up to 30-day supply at retail for non-
maintenance drugs

¢ View the maintenance drug list that applies
to the plan at
AlabamaBlue.com/MaintenanceDrugList

¢ View the NetResults 1.0 drug list that
applies to the plan at AlabamaBlue.com/
NetResults1DrugList4T

o Tier 4 (specialty) drugs are not available
through this extended supply pharmacy
service

¢ Note: Prescription drugs have a separate
out-of-pocket from medical: $1,600
individual/$3,200 family

Covered at 100% of the allowed amount,
subject to the following copays:

Tier 1: $12 copay per prescription (31-90
day supply)

Tier 2: $55 copay per prescription (31-90
day supply)

Tier 3: $85 copay per prescription (31-90
day supply)

Tier 4 (Specialty Drugs): Covered under
retail pharmacy benefit at 30-day supply
(not covered as an extended supply)-see
retail section above for specialty drugs

Not Covered
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BENEFIT IN-NETWORK OUT-OF-NETWORK

Select Generic Specialty and Biosimilar | Covered at 100% of the allowed amount, Not Covered
drugs no deductible or copay

Generic specialty and biosimilar drugs can be
dispensed for up to a 30-day supply. The only
in-network pharmacy for some generic
specialty and biosimilar drugs is the Pharmacy
Select Network.

e View the Select Generic Specialty and
Biosimilar Drug List that applies to the plan
at AlabamaBlue.com/SelectGeneric
SpecialtyandBiosimilarDrugList.

Generic specialty and biosimilar drugs are not
available through the Home Delivery Network.

Mail Order Pharmacy Benefits Covered at 100% of the allowed amount Not Covered

« Up to 90-day supply available for subject to the following copays:
maintenance drugs with one copay

¢ View the maintenance drug list that applies to Tier 1: $10 copay per prescription

the plan at ) o
AlabamaBlue.com/MaintenanceDrugList | Tier 2: $60 copay per prescription

e Mail order drugs are available through Home

Delivery Network (Enroll online at Tier 3: $75 copay per prescription
AlabamaBlue.com/HomeDeliveryNetwork

or call 1-855-793-5326 or call Express Tier 4 (Specialty Drugs):

Scripts at 1-833-721-1628)) See retail section above for specialty drugs

e View the NetResults 1.0 drug list that
applies to the plan at AlabamaBlue.com/
NetResults1DrugList4T

¢ Note: Prescription drugs have a separate
out-of-pocket from medical: $1,600
individual/$3,200 family

Note: If you have less than a 90-day supply,
you will pay the same copay as a 90-day
supply when using this mail order program

VISION BENEFITS

Covered at 100% of the allowed amount, Covered at 100% of the allowed amount,
no copay or deductible no copay or deductible

Routine Vision

Limited to one routine eye exam per person per
plan year.

BENEFITS FOR OTHER COVERED SERVICES

Precertification is required for some other covered services and provider administered drugs; please see your benefit booklet.
If precertification is not obtained, no benefits are available. For provider-administered drugs listed on
AlabamaBlue.com/Providers/HelpScript, cost share may vary based on available manufacturer assistance.

Upon enrollment, cost share will be lowered or reduced to zero.

Allergy Testing & Treatment Covered at 90% of the allowed amount, Covered at 70% of the allowed amount,
subject to plan year deductible subject to plan year deductible

Ambulance Service Covered at 90% of the allowed amount, Covered at 90% of the allowed amount,
subject to plan year deductible subject to in-network plan year deductible

Participating Chiropractic Services Covered at 90% of the allowed amount, Covered at 70% of the allowed amount,

Limited to 20 visits per person per plan year (in subject to plan year deductible subject to plan year deductible

and out-of-network combined)

Note: Precertification is required for charges in

excess of $1,000.00 to determine medical

necessity
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BENEFIT

IN-NETWORK

OUT-OF-NETWORK

Durable Medical Equipment (DME)

Precertification required for charges in excess
of $1,000.00

Covered at 90% of the allowed amount,
subject to plan year deductible

Covered at 70% of the allowed amount,
subject to plan year deductible

Rehabilitative Occupational, Physical
and Speech Therapy

Limited to 20 visits per therapy per person per
plan year (in and out-of-network combined)

No visit limit when related to Autism diagnosis

Covered at 90% of the allowed amount,
subject to plan year deductible

Covered at 70% of the allowed amount,
subject to plan year deductible

Habilitative Occupational, Physical and
Speech Therapy

Limited to 20 visits per therapy per person per
plan year (in and out-of-network combined)

No visit limit when related to Autism diagnosis

Covered at 90% of the allowed amount,
subject to plan year deductible

Covered at 70% of the allowed amount,
subject to plan year deductible

Preferred Home Health and Hospice

Home health limited to a maximum of 60 visits
per person per plan year (in and out-of-network
combined).

Hospice limited to a maximum of 180 days per
person per lifetime (in and out-of-network
combined).

Covered at 90% of the allowed amount,
subject to plan year deductible

Covered at 70% of the allowed amount,
subject to plan year deductible

In Alabama, not covered

Home Infusion Benefits

Covered at 100% of the allowed amount,
after $75.00 copay

Covered at 70% of the allowed amount,
subject to plan year deductible

Skilled Nursing Facility

Limited to the first 60 days of confinement per
person per plan year (in and out-of-network
combined).

Covered at 90%eof the allowed amount,
subject to plan year deductible

Covered at 70% of the allowed amount,
subject to plan year deductible

Private Duty Nursing

Limited to a lifetime maximum of $50,000 per
person.

Covered at 90% of the allowed amount,
subject to plan year deductible

Covered at 70% of the allowed amount,
subject to plan year deductible

Organ Transplants
National Transplant Network-Services must be
coordinated through Managed Care

Benefits for travel, lodging and meals are limited
to a maximum payment of $50.00 per person up
to @ maximum payment of $100.00 for two
members (recipient and companion) per day
with a combined lifetime maximum payment of
$10,000.00 per member

Transplant Surgery: Covered like any
other service for inpatient hospital,
inpatient physician, office visits, etc.

Travel and Lodging: Covered at 90% of
the allowed amount, no copay or
deductible

Covered at 70% of the allowed amount,
subject to plan year deductible

Cardiac Rehabilitation Therapy

Covered at 90% of the allowed amount, no
copay or deductible

Covered at 70% of the allowed amount,
subject to plan year deductible

Diabetic Education

Covered at 90% of the allowed amount, no
copay or deductible

Covered at 70% of the allowed amount,
subject to plan year deductible

Infertility Testing and Treatment

Covered at 90% of the allowed amount, no
copay or deductible; copay applies to the
office visit and labs

Covered at 70% of the allowed amount,
subject to plan year deductible

Bariatric Surgery

Benefits are provided in Alabama only when
services are rendered by a provider in the
Bariatric Network

Covered at 90% of the allowed amount, no
copay or deductible

Covered at 70% of the allowed amount,
subject to plan year deductible

Medical Nutrition Therapy
For Adults and Children, 6 hours per member
per plan year

Covered at 100% of the allowed amount,
after $25.00 copay

Covered at 70% of the allowed amount,
subject to plan year deductible

Group 75861 (div 004, 04S, 500, 600, 50S)
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BENEFIT IN-NETWORK OUT-OF-NETWORK

Gender Reassignment Surgery Inpatient Hospital: Covered at 90% of the | Covered at 70% of the allowed amount,
allowed amount, subject to plan year subject to plan year deductible

Note: You are covered for management, deductible

consultation, counseling, hormones, and Benefits will be provided the same as your

surgical services for purposes of affirming your | office Visit: Covered at 100% of the benefits for any other condition or covered

gender identity and/or gender transition | g0\ved amount, after $75.00 physician service

(diagnostically referred to as gender dysphoria), copay

including related medical visits and laboratory
services. Specific benefit criteria (based on the . . .
World Professional Association for Transgender | Lab/Pathology and Diagnostic Imaging:
Health (WPATH) standards of care guidelines) | Covered at 90% of the allowed amount,
must be met. subject to plan year deductible

Benefits will be provided the same as your
benefits for any other condition or covered
service

MENTAL HEALTH DISORDERS AND SUBSTANCE ABUSE
Mental Health Disorders and Substance | Mental Health Disorders and Substance Abuse are covered through Behavioral Health
Systems. For more information, call 1-800-245-1150.

HEALTH MANAGEMENT BENEFITS

Coordinates care in event of catastrophic or lengthy iliness or injury. For more information, please
call 1-800-821-7231.
Coordinates care for chronic conditions such as asthma, diabetes, coronary artery disease,
Chronic Condition Management congestive heart failure and chronic obstructive pulmonary disease and other specialized
conditions.
A maternity program; For more information, please call 1-800-222-4379. You can also enroll online
at AlabamaBlue.com/BabyYourself
Covers prescription contraceptives, which include: birth control pills, injectables, diaphragms, IUDs
Contraceptive Management and other non-experimental FDA approved contraceptives; subject to applicable deductibles,
copays and coinsurance.
Useful Information to Maximize Benefits
e To maximize your benefits, always use in-network providers for services covered by your health benefit plan. To find in-network providers, check a
provider directory, provider finder website (AlabamaBlue.com) or call 1-800-810-BLUE (2583).

Individual Case Management

Baby Yourself®

e In-network hospitals, physicians and other healthcare providers have a contract with a Blue Cross and/or Blue Shield Plan for furnishing healthcare
services at a reduced price (examples: BlueCard® PPO, PMD). In-network pharmacies are pharmacies that participate with Blue Cross and Blue
Shield of Alabama or Pharmacy Benefit Manager(s).

e Sometimes an in-network provider may furnish a service to you that is not covered under the contract between the provider and a Blue Cross
and/or Blue Shield Plan. When this happens, benefits may be denied or reduced. Please refer to your benefit booklet for the type of provider
network that we determine to be an in-network provider for a particular service or supply.

e Prime Therapeutics LLC® is an independent company providing pharmacy benefit management services for Blue Cross and Blue Shield of
Alabama, an independent licensee of the Blue Cross and Blue Shield Association.

Out-of-network providers generally do not contract with Blue Cross and/or Blue Shield Plans. If you use out-of-network providers, you may be
responsible for filing your own claims and paying the difference between the provider’s charge and the allowed amount. The allowed amount may
be based on the negotiated rate payable to in-network providers in the same area, the average charge for care in the area or in accordance with
applicable Federal Law.

* Please be aware that providers/specialists may be listed in a PPO directory or provider finder website, but not covered under this benefit plan.
Please check your benefit booklet for more detailed coverage information.

This is not a contract, benefit booklet or Summary Plan Description. Benefits are subject to the terms, limitations and
conditions of the group contract (including your benefit booklet). Check your benefit booklet for more detailed coverage
information. Please visit our website, AlabamaBlue.com.
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Notice of Nondiscrimination

Discrimination is Against the Law

Blue Cross and Blue Shield of Alabama, an independent licensee of the Blue Cross and Blue Shield Association, complies with applicable
Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex (consistent with the scope
of sex discrimination described in 45 CFR § 92.101(a)(2)). We do not exclude people or treat them less favorably because of race, color,
national origin, age, disability, or sex.

Blue Cross and Blue Shield of Alabama:

° Provides reasonable modifications and free appropriate auxiliary aids and services to people with disabilities to communicate
effectively with us, such as qualified sign language interpreters and written information in other formats (large print, audio,
accessible electronic formats, other formats)

o Provides free language assistance services to people whose primary language is not English, such as qualified interpreters and
information written in other languages

If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance services, contact our 1557
Compliance Coordinator. If you believe that we have 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 in person or by malil, fax, or email at: Blue Cross and Blue Shield of
Alabama, Compliance Office, 450 Riverchase Parkway East, Birmingham, Alabama 35244, Attn: 1557 Compliance Coordinator,
1-855-216-3144, 711 (TTY),1-205-220-2984 (fax), 1557Grievance@bcbsal.org (email). If you need help filing a grievance, our 1557
Compliance 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.

Notice of Availability of Language Assistance Services and Auxiliary Aids and Services
English: ATTENTION: 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 1-855-216-3144 (TTY: 711) or call Customer Service.
Arabic: Jsea sl Jems i Cila sbaall 5 61l daniall dlial) cilaadll s Colaclocal) Woagl i 65 LS Auilacall 4 salll sacbiall cilaad @l a6 ¢ yall Caaats ¢ 1) 2alyiil
s Seall daxdy Juai) (711 1ol ciilgll) 1-855-216-3144 H,l4 Joail | Ulaa L],
Chinese: THER: WIRED HIETE, AT % AOVEIRHE 5 MBS . BATIE G S b (I 1 A4 Bh TR AR S5, LA 5 ek s £ 9
(5B 15HKHT 1-855-216-3144 (TTY F ik 711) sECRE P RS .
French: A NOTER : Si vous parlez francais, des services d’assistance linguistique gratuits sont a votre disposition. Des aides et des
services auxiliaires appropriés pour fournir des informations dans des formats accessibles sont également disponibles gratuitement.
Appelez le 1 855 216 3144 (TTY : 711) ou contactez le service client.
German: ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur Verfigung. Geeignete
Hilfsmittel und Dienstleistungen zur Bereitstellung von Informationen in zuganglichen Formaten sind ebenfalls kostenlos erhéltlich.
Rufen Sie +1 855 216 3144 (Durchwahl: 711) oder den Kundendienst an.
Gujarati: llet AW %l AR Al GlAL B, Al dAHIRL MR (:9)es cinl Usla Acll Gudou B, Yol SleHl HIR Al Yelet sal
HIZoll 202 UslA A A UL [Qoll YA GUAOU B. 1-855-216-3144 (TTY: 711) UR AUl o5 Acl UR SIA s,
Hindi: €71 &: 319R 3119 fgeel alteld &, T 31mdeh foIT f¥:¢eeh HIST HETIar 9Tt 3USTs § | T TI6T H FeAT STTeE el o [T
3G HETISh AL 3R AaTC off f¥:3foeh 3TcTetr & | 1-855-216-3144 (TTY: 711) UX &hiel Y AT Mg AT Y el F|
Japanese: ZEW: HAFEZEFEINDAICIE. BHOEBTVRAIVM—EREZCRAELTRVET . 7P INGRATHERZRET
B=8. WA OZBEY—ERLEHNTIRBLTEYET . 1-855-216-3144 (TTY: 711) L&, hRET—Y—ERIZBEFETHSME
LAY,
Korean: F2|: ot0{S(8) StA|H F2 210] X| 2l MH|AE O| &SI 4= USLICE HZ 7Isot dAoz YEE HSot7| ¢let
MEot B Cot MH|AE B2 2 HSELICH 1-855-216-3144(TTY: 711)2 Ha5t7{LE D2 MH| A0 22/5HM K.
Lao: ¢89alg: 1j9¢39c37 290, NOIPIVFoecHLNWWITMIBCLHLDIMNID. NIVFDECHD
NIVOINILUCEDETD 1)mxlsjstmagé,gU‘ZU§uccuuﬁz‘)mocéwcﬁglﬁccﬂuégzw‘)o?a”lo“?oeéczeéﬁ. i1 1-855-216-3144 (TTY:
711) § 060NN,
Portuguese: ATENCAO: Se voce falar portugués, servicos gratuitos de assisténcia linguistica estfo disponiveis para vocé. Também
estdo disponiveis gratuitamente ajudas e servi¢os auxiliares adequados para fornecer informag¢des em formatos acessiveis. Ligue
para 1-855-216-3144 (TTY: 711) ou ligue para o Atendimento ao Cliente.
Russian: BHUMAHWE. Ecnu Bawu s13bIK pyCcCKuii s13bIK, K BawmMM ycnyram 6ecnnatHas s3bikoBas nomollb. COOTBETCTBYHOLLME
BCNomMoraTenbHble cpeacTBa 1 yCcryrn no npeanoctaBneHno I/IHCbOpMaLI,I/II/I B JOCTYMHbIX cpopmaTax TakKXe npeaocTtaBnaloTCA
6ecnnatHo. Mo3BoHuTe no TenedoHy 1-855-216-3144 (TTY: 711) unu obpatutechb B cnyx0y NoaaEPKKM KIMEHTOB.
Spanish: ATENCION: Si usted habla espafiol, hay disponibles servicios gratuitos de asistencia lingiiistica. También hay disponibles,
de forma gratuita, ayudas y servicios auxiliares adecuados para dar informacion en formatos accesibles. Llame al 1-855-216-3144
(TTY: 711) o llame a Servicio al cliente.
Tagalog: ATTENTION: Kung nagsasalita ka ng Tagalog, available sa iyo ang mga libreng serbisyo sa tulong sa wika. Available rin
ang naaangkop na mga pantulong na tulong at serbisyo nang walang bayad para magbigay ng impormasyon sa mga naa-access na
format. Tumawag sa 1-855-216-3144 (TTY: 711) o tumawag sa Serbisyo sa Customer.
Turkish: DIKKAT Konusmaniz durumunda Tiirkge, licretsiz dil yardimi hizmetlerinden yararlanabilirsiniz. Erigilebilir formatlarda bilgi
saglamak igin uygun yardimci araglar ve hizmetler de licretsiz olarak sunulmaktadir. 1-855-216-3144 (TTY: 711) nolu telefonu veya
Musteri Hizmetlerini arayin. )
Vietnamese: CHU Y: Néu quy vi ndi tiéng viét thi dich vu hd trg ngdn ngtr mién phi c6 sén cho quy vi. Chung t6i cling c6 cac hb tro
va dich vu phu tro mi&n phi pht hop dé& cung cap thong tin & dinh dang dé tiép can. Vui long goi sb 1-855-216-3144 (TTY: 711) hodc
goi Dich Vu Khach Hang.
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