Medicare significantly improved prescription drug coverage in
2025, making medications more affordable and predictable
for beneficiaries.

Key Updates:

v Annual Out-of-Pocket Cap: Prescription drug costs are now
capped at $2,000 per person annually.

v No More Donut Hole: The coverage gap, or "donut hole,"
has been eliminated, reducing unexpected costs.

v Monthly Payment Option: Medicare now allows you to
spread your prescription costs over monthly payments,
making expenses more manageable.

To enroll in the monthly payment
option, complete the attached form
for your carrier or call your plan’s
customer service.

If not using mail-order
prescriptions, your Medicare plan
will coordinate with your pharmacy
to ensure you receive your

@ . medications at the agreed-upon
{:—- price. Billing will be handled between
” @/ your plan and the pharmacy.

. ® Take advantage of these benefits
to manage your prescription costs
effectively! If you have questions or

need assistance, feel free to reach
out.

425-530-5273
blake.caldwell@healthmarkets.com



Medicare Prescription Payment Plan
Participation request form

The Medicare Prescription Payment Plan is a voluntary payment option that works with your
current drug coverage to help you manage your out-of-pocket Medicare Part D drug costs by
spreading them across the calendar year (January — December). This payment option may help
you manage your expenses, but it doesn’t save you money or lower your drug costs.

This payment option might not be the best choice for you if you get help paying for your
prescription drug costs through programs like Extra Help from Medicare or a State
Pharmaceutical Assistance Program (SPAP). Call your plan for more information.

Complete all fields unless marked optional

FIRST name: LAST name: MIDDLE initial (optional):

Medicare Number: - -

Birth date: (MM/DD/YYYY) Phone number:
(/7 ) ( )

Permanent residence street address (don’t enter a P.O. Box unless you're experiencing
homelessness):

City: County (Optional): State: ZIP code:

Mailing address, if different from your permanent address (P.O. Box allowed):
Street Address:

City: State: ZIP code:

Read and sign below

e | understand this form is a request to participate in the Medicare Prescription Payment Plan.
Aetna Medicare will contact me if they need more information.

e | understand that signing this form means that I've read and understand this form and the
attached terms and conditions.

e Aetna Medicare will send me a notice to let me know when my participation in the Medicare
Prescription Payment Plan is active. Until then, | understand that I'm not a participant in the
Medicare Prescription Payment Plan.

Signature: Date:

If you're completing this form for someone else, complete the section below. Your signature
certifies that you're authorized under State law to fill out this participation form and have
documentation of this authority available if Medicare asks for it.

Name: Address (Street, City, State, & ZIP code):

Phone number: () Relationship to participant:




How to submit this form

You can also complete the participation request form online, or call us at the number on your ID
card to submit your request via telephone.

Submit your completed form to:

Medicare Prescription Payment Plan
P.O.Box 7
Pittsburgh, PA 15230

If you have questions or need help completing this form, call us at the number on your ID card,
TTY users can call 711, 24 hours a day, 7 days a week.

Medicare Prescription Payment Plan Terms and Conditions

The Medicare Prescription Payment Plan is a voluntary program that allows you to spread your out-of-
pocket costs for covered Part D drugs across the remaining months of the plan year. The program
does not affect your total prescription cost. Any applicable plan premiums are billed and should be
paid separately from your Prescription Payment Plan billing statement. By opting in to the program,
you (or your authorized representative) are indicating you understand these Medicare Prescription
Payment Plan terms and conditions. You are agreeing to be financially responsible for all amounts
billed under the program. If you do not pay the amounts due under the program you will be
terminated from the program, and will not be allowed to opt in again until the amounts owed are
repaid in full. You can choose to opt out of the program at any time, however any outstanding
amounts owed will continue to be billed and must be paid.

See Evidence of Coverage for a complete description of plan benefits, exclusions, limitations and
conditions of coverage. Plan features and availability may vary by service area.
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Humana.

Medicare Prescription Payment Plan
Participation Request Form

The Medicare Prescription Payment Plan is an optional payment option that works with your current
drug coverage to help you manage your out-of-pocket Medicare Part D drug costs by spreading
them across the calendar year (January-December). This payment option might help you
manage your expenses, but it doesn’t save you money or lower your drug costs.

This payment option might not be the best choice for you if you get help paying for your prescription
drug costs through programs like Extra Help from Medicare or a State Pharmaceutical
Assistance Program (SPAP). Call your plan for more information.

Complete all fields unless marked optional

First name: Last name: Middle initial (optional):
Medicare Number Humana ID: H
Birth date: (MM/DD/YYYY) Phone number:

( / / ) ( )

Permanent residence street address (don’t enter a P.O. Box unless you’re experiencing homelessness):

City: County (optional): State: Zip code:
Mailing address, if different from your permanent address (P.O. Box allowed):

Address:

City: State: ZIP code:

Read and sign below

e Tunderstand this form is a request to participate in the Medicare Prescription Payment Plan.
Humana will contact me if they need more information.

¢ T understand that signing this form means that I've read and understand the form and the attached
terms and conditions.

¢ Humana will send me a notice to let me know when my participation in the Medicare Prescription
Payment Plan is active. Until then, I understand that I'm not a participant in the Medicare Prescription
Payment Plan.

Signature: Date:




If you’re completing this form for someone else, complete the section below. Your signature certifies
that you’re authorized under State law to fill out this participation form and have documentation of this
authority available if Medicare asks for it.

Name: Address (Street, City, State, Zip code):

Phone number: ( ) Relationship to participant:

How to submit this form

You can complete the participation request form online by visiting Humana.com/MPPP or scan this
QR code to opt into the program.

To submit your request via telephone, call us at the number on the back of your ID card.

For questions or help completing this form, you can call us seven days a week, from 8 a.m. - 8 p.m.
However, please note that our automated phone system may answer your call during weekends
and holidays.

To submit this form by mail, send to:

Medicare Prescription Payment Plan
PO Box 14540
Lexington, KY 40512-4540
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Medicare Prescription Payment Plan Terms and Conditions

These terms and conditions ("Terms") govern the Humana Medicare Prescription Payment Plan (“the
Program”), including, as available, participation in the Program. By participating in the Program, you agree to
be bound by these Terms. Humana may change these Terms based on guidelines from The Center for
Medicare and Medicaid Services (“CMS”) and reserve the right to change these Terms, but will notify you of
any changes, as required.

Participation

Participation in the Program is voluntary and may only extend to the end of each plan year. You will need to
be an active Humana or member with a Part D prescription drug benefit plan. You will also need to have paid
any past due balances on any participation in the Program from a previous year to Humana if your
participation in the Program was previously terminated due to past due and unpaid balances.

If you are eligible to participate in the Program, you can opt-in and opt-out at any time within the plan year.
Billing

By participating in the Program, you agree to pay all covered Part D prescription drug costs incurred up to the
maximum out of pocket amount of $2000 (could be less depending on your plan), as permitted by law, spread
over the remaining months of the plan year. You will only be billed once a month for Part D drug prescriptions
obtained during the prior month, spread over the remaining months of the year. You understand that your
payments may increase every billing cycle with each additional Part D drug that you obtain. At all times while
you participate in the Program, you will no longer pay at point-of-sale at the pharmacy (including mail order
and specialty pharmacies) but will be billed for the covered part D prescriptions you obtained at the pharmacy
by your plan, Humana. If you obtained Part D drugs from the pharmacy in December, your last bill for the plan
year will be received in January of the following plan year.

You will have the option to pay through a secure web portal, by phone or through the mail. Information on
how to pay your balance will be provided on your monthly invoice.

Termination

Participation in the Program is not guaranteed. Humana will notify you if you miss a payment and will provide
any past due balances on the next statement. Failure to pay the minimum balance due each month will result
in a two-month grace period before you are terminated from the Program. If the minimum balance due and
any past due payments are not paid within the two-month grace period, you will be terminated from the
Program. Moving forward, you will pay for any additional prescriptions at point of sale at the pharmacy.
Humana will notify you when your participation has been terminated and Humana will continue to bill you for
any past due balances owed while you participated in the Program. Humana reserves all legal rights to collect
unpaid balances from you. You may re-enter the Program with Humana once you pay any past due balances.

You will be removed from the Program if you switch Part D prescription drug plans during a current plan year,
including if you switch plans within Humana. You will need to opt-in again to participate in the Program under
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your new Part D plan. If you switch Part D prescription drug plans, you will owe any outstanding balances to
Humana owed during your participation in the Program and will need to opt-in with your new prescription
drug plan if you want to continue participating in the Program. Balances are not carried over to new
prescription drug plans.

If you continue to pay your required premiums, you will not be removed from your Humana insurance plan if
you are terminated from the Program.

Communications

By participating in the Program, you agree to receive telephonic and mail communications regarding your
participation status, billing statements and overdue notifications. You may receive electronic communications
which include payment reminders, payment confirmations, auto-pay confirmation and status if you have an
email on file with Humana. You will have the right to unsubscribe from email notifications pertaining to this
program. By unsubscribing you will no longer receive electronic payment reminders and account status and
billing confirmations.

Disputes

If you disagree with our decisions, you have the right to ask Humana to review our decision. You must submit
your dispute within 60 days after the incident or event that caused the grievance.

You may mail, fax, or call the Grievance Department at:
Humana Grievances and Appeals Dept.

P.O. Box 14165

Lexington, KY 40512-4165

Customer Care: 800-457-4708 (TTY:711)

Fax: 800-949-2961

Puerto Rico Plan members use:
Humana Grievances and Appeals Dept.
P.O. Box 195560

San Juan, PR 00919-5560

Customer Care: 866-773-5959

Fax: 800-595-0462

To submit a grievance online:
e Go to Humana.com/exceptions and complete and submit the online form, or
e Sign into your MyHumana account and access the grievance form on the Documents and Forms

page.

Release of information:

By joining this Medicare Prescription Payment Plan (the Program), you acknowledge that Humana and vendors
on its behalf may share your information with Medicare, who may use it to track your participation, to make
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https://www.humana.com/exceptions

payments, and for other purposes allowed by federal law that authorize the collection of this information (See
Privacy Act Statement below).

Privacy Act Statement:

The Centers for Medicare and Medicaid Services (CMS) collects information from Medicare plans to track
beneficiary enrollment in Medicare Advantage (MA) Plans, improve care, and for the payment of Medicare
benefits. Sections 1851 and 1860D-1 of the Social Security Act and 42 CFR 422.50 and 422.60 authorize the
collection of this information. CMS may use, disclose and exchange participation data from Medicare
beneficiaries as specified in the System of Records Notice (SORN) “Medicare Advantage Prescription Drug
(MARXx)"”, System No. 09-70-0588. Your response on this form is voluntary and will not affect enrollment in
your Humana Prescription Drug Plan.

Humana works with a third-party supplier ("Supplier") to help provide the Program, including to provide a
website to view your account, schedule payments, make payments, and review payment history. Supplier
owns the website, and grants you a non-transferable, non-exclusive, revocable, limited license to use the
website. SUPPLIER PROVIDES THE WEBSITE ON AN "AS-IS" AND "AS AVAILABLE" BASIS AND EXPRESSLY
DISCLAIMS ALL WARRANTIES OF ANY KIND, WHETHER EXPRESS, IMPLIED, OR STATUTORY. If you suspect that
your account or password has been compromised, please promptly notify Humana.
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Medicare Prescription Payment Plan Participation
Request Form

The Medicare Prescription Payment Plan is a voluntary payment option that works with your current
drug coverage to help you manage your out-of-pocket Medicare Part D drug costs by spreading them
across the calendar year (January—December). This payment option might help you manage your
expenses, but it doesn’t save you money or lower your drug costs.

This payment option might not be the best choice for you if you get help paying for your prescription
drug costs through programs like Extra Help from Medicare or a State Pharmaceutical Assistance
Program (SPAP). Call your plan for more information.

Scan this code to save time and complete your request online.

Complete all fields unless marked optional.

First name Last name Middle initial (optional)

Medicare number

Birth date (MM/DD/YYYY) Phone number
( / / ) ( )

Permanent residence street address (don’t enter a P.O. Box unless you're experiencing homelessness)

City County (optional) State ZIP code

Mailing address, if different from your permanent address (P.O. Box allowed)

Address City State ZIP code

CSEX25HMO0257225_000 Page 1 of 2
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Read and sign below

e | understand this form s a request to participate in the Medicare Prescription Payment Plan. My
plan will contact me if they need more information.

¢ | understand that signing this form means that I've read and understand the form and the terms and
conditions listed below.

¢ My plan will send me a letter to let me know when my participation in the Medicare
Prescription Payment Plan is active. Until then, | understand that I’'m not a participant in the
Medicare Prescription Payment Plan.

Signature Date

Participation terms and conditions
If your request is approved:

¢ You will no longer pay the pharmacy when you fill your Medicare-covered Part D prescriptions.
Your plan will pay your cost share and send you a monthly bill.

¢ You understand that your Medicare Prescription Payment Plan monthly billing amounts may vary.

¢ You understand that failing to pay your Medicare Prescription Payment Plan monthly bill in full
may result in your removal from the program.

¢ You may opt out of this program at any time and go back to paying the pharmacy directly for your
Medicare-covered Part D medications. You will still be responsible to pay any outstanding
Medicare Prescription Payment Plan balance.

If you’re completing this form for someone else, complete the section below. Your signature certifies
that you’re authorized under state law to fill out this participation form and have documentation of
this authority available if Medicare asks for it.

Name Address (street, city, state, ZIP code)

Phone number Relationship to participant

( )

How to submit this form
Submit your completed form to:
UnitedHealthcare
P.0.Box 30770
Salt Lake City, UT 84130-0770

Questions? We’re here to help.
Call Customer Service at the toll-free number for members on your member ID card.

Page 2 of 2



Medicare Prescription Payment Plan
participation request form

The Medicare Prescription Payment Plan is a voluntary payment option that works with your current drug
coverage to help you manage your out-of-pocket Medicare Part D drug costs by spreading them across the
calendar year (January-December). This payment option may help you manage your expenses, but it
doesn’t save you money or lower your drug costs.

This payment option might not be the best choice for you if you get help paying for your prescription drug costs
through programs like Extra Help from Medicare or a State Pharmaceutical Assistance Program (SPAP). Call
your plan for more information.

Complete all fields unless marked optional

FIRST name: LAST name: MIDDLE initial (optional):
Medicare Number: - -

Member ID Number: RxGroup Number:
Birth date: (MM/DD/YYYY) Phone number:

( / / ) ( )

Permanent residence street address (don’t enter a P.O. Box unless you’re experiencing homelessness):

City: County (optional): State: ZIP code:

Mailing address, if different from your permanent address (P.O. Box allowed):
Address: City: State: ZIP code:

Read and sign below

¢ [ understand this form is a request to participate in the Medicare Prescription Payment Plan. [Plan Name] will
contact me if they need more information.

¢ [ understand that signing this form means that I’ve read and understand the form and the attached terms and
conditions.

e [Plan Name] will send me a notice to let me know when my participation in the Medicare Prescription
Payment Plan is active. Until then, I understand that I’m not a participant in the Medicare Prescription
Payment Plan.

Signature: Date:

If you’re completing this form for someone else, complete the section below. Your signature certifies that
you’re authorized under State law to fill out this participation form and have documentation of this authority
available if Medicare asks for it.

Name: Address (Street, City, State, ZIP code):

Phone number: () Relationship to participant:

How to submit this form

You can also complete the participation request form online at https://www.express-scripts.com/mppp or call us
at 1-833-750-9969 to submit your request via telephone.

CRP1302805A LT28053E Y0020 WCM _165476E _C Internal Approved 08292024
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https://www.express-scripts.com/mppp

Submit your completed form to:
Express Scripts MPPP
P.O. Box 801101
Kansas City, MO 64180-1101

If you have questions or need help completing this form, call us at 1-833-750-9969, 24 hours a day, 7 days a
week. TTY users can call 1.800.716.3231.

TERMS AND CONDITIONS:
Upon acceptance into the Medicare Prescription Payment Plan:

We will inform your pharmacy that you’re using this payment option, which will apply only to Medicare
Part D covered drugs that are processed after your election is confirmed.

When you fill a prescription for an eligible drug, you will pay zero dollars at the pharmacy, but you will still
be responsible for your cost share of the drug associated with your Medicare Part D benefit under your plan.
You will receive a monthly invoice for the amount you owe, when it’s due, and information on how to make
a payment.

Your payments may change every month because your monthly bill is based on what you would have paid
for any prescriptions you get, plus your previous month’s balance, divided by the number of months left in
the year. However, you’ll never pay more than the total amount you would have paid out of pocket or the
total annual out-of-pocket maximum.

If you miss a payment, you will receive a reminder notice. If you don’t pay your bill by the date listed, you
will be removed from this payment option. However, you are required to pay the amount you owe, and you
may not be able to elect back into this payment option.

You can leave this payment option at any time without affecting your Medicare drug coverage and other
Medicare benefits.

You can do this by selecting Opt-out through the website or calling the phone number listed on the back of
your member ID card. However, after you opt out, you will receive an invoice each month for the amount
you owe until your balance is paid.

You’ll pay the pharmacy directly for new out-of-pocket drug costs after you leave this payment option.
Participation in this payment option will automatically make you eligible for important relevant emails.

If you are disenrolled from your Medicare Part D plan for any reason, or you enroll in a new plan with drug
coverage, your participation in this payment option will end. However, you will continue to receive a
monthly invoice for the amount owed until your balance is paid in full. If you enroll in a new plan with drug
coverage, you may be able to rejoin the Medicare Prescription Payment Plan by contacting your new plan.
While this payment option helps to manage your costs, it doesn't lower your costs. If you have limited
income or resources, you can learn more about programs to help lower drug costs by visiting Medicare.gov.
If you have a concern, you have the right to follow the grievance process found in your Member Handbook
or Evidence of Coverage.

Express Scripts is administering this program on behalf of your Medicare Part D plan. If your address is
different than what is on the form, you will need to work with your plan to update your address.

If you suspect that your account or password has been compromised, please notify Express Scripts.

Express Scripts works with a third-party supplier to offer the Medicare Prescription Payment Plan, including
providing a website to view your account, schedule and make payments, and review payment history.

I understand that my plan, Express Scripts and other third parties on behalf of them may contact me, by
phone or text at the phone numbers I provide in conjunction with my coverage. I acknowledge these calls or
text messages may be delivered using an automated system. I understand I can opt out of calls and texts
related to the Medicare Prescription Payment Plan by contacting Express Scripts or my health plan at any
time.
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Form Approved Multi-Language Insert
OMB# 0938-1421 Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have about our health or
drug plan. To get an interpreter, just call us at 1-877-374-4056 (TTY: 711). Someone who speaks English/
Language can help you. This is a free service.

Spanish: Contamos con los servicios de interpretacion gratuitos para responder cualquier pregunta
que pueda tener sobre nuestro plan de salud o medicamentos. Para solicitar un intérprete, llamenos al
1-877-374-4056 (TTY: 711). Alguien que hable espafiol puede ayudarlo. Este es un servicio gratuito.

Chinese (Mandarin): =5 (" L B I G 7 o 1 s 10RO IS 20t S0 e S5t
ZE[[%'EEEL » Hfiftf7 1-877-374-4056 (TTY 2 711) . LRCRPRM Y Fppia] s I pvaizn. bl ]
Chinese (Cantonese): ZPIEHHRENOZRTES @+ AIAESEH KMINERENEY 8 R sEE T
AIBERT - NEZE RIS © 5EE 1-877-374-4056 (TTY © 711) « DeiEREMAERILIE A -
e B AR o

Tagalog: May mga libre kaming serbisyo ng interpreter para sagutin ang anumang posible ninyong tanong
tungkol sa aming planong pangkalusugan o plano sa gamot. Para kumuha ng interpreter, tawagan lang
kami sa 1-877-374-4056 (TTY: 711). May makakatulong sa inyo na nagsasalita ng Tagalog. Isa itong libreng
serbisyo.

French: Nous mettons a votre disposition des services d’interprétation gratuits pour répondre a toutes vos
questions sur notre régime de santé ou de médicaments. Pour obtenir les services d’'un interprete, appelez-
nous au 1-877-374-4056 (TTY : 711). Un interlocuteur francophone pourra vous aider. Ce service est gratuit.

Vietnamese: Chuing tdi cé dich vu théng dich mién phi dé tra 16i bat ky cau hdi nao ctia quy vi vé
chuong trinh strc khde hodc chuong trinh thudce cla ching téi. D& nhan théng dich vién, chi can goi cho
chung toi theo s 1-877-374-4056 (TTY: 711). MOt nhan vién nadi tiéng Viét co thé giip quy vi. Dich vu
nay dugc mién phi.

German: Wir bieten Ihnen einen kostenlosen Dolmetschservice, wenn Sie Fragen zu unseren Gesundheits-
oder Medikamentenplanen haben. Wenn Sie einen Dolmetscher brauchen, rufen Sie uns unter folgender

Telefonnummer an: 1-877-374-4056 (TTY: 711). Ein deutschsprachiger Mitarbeiter wird Ihnen behilflich sein.
Dieser Service ist kostenlos.

Korean: A AL =

o|tE S HEHA S0E = U= 2= A E 0 HHs|
et F8 9 ME[ATE USHEL SAATE HRTE 42, 1-877-374-4056(TTY: TN)H 2.2
FALO A= FMA 2L Bt E FAlsts SAAIE =52 =2 & JUSHEL &9

| Cf

ME[AE FE22 MSEL

Russian: Ec/n y Bac BO3HMKAN Kakne-nmbo BONPOCH! O Hallem NaaHe MeAMUMHCKOro CTPaxoBaHWA Uamn
naaHe C MOKPbITUEM NIEKAPCTBEHHbIX MPENapaToB, BaM A0CTYMNHbI 6ecniaTHble yCayri nepesoaymKa.
Ecan Bam HyxeH NnepeBoAYMK, MPOCTO NO3BOHUTE HAM NO HOMepy 1-877-374-4056 (TTY: 711). Bam
OKaXKeT MOMOLLb COTPYAHMK, FOBOPALLMIA Ha PYCCKOM A3blike. [laHHaA ycayra becnnaTtHa.
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L dalall ol sall o daall ddad Jom bl €5 38 Al 6f e Aladl Al 4 ) 68 dea 5 Cledd 3 63 :Arabic
acleg O (Sas (711 :TTY) 1-877-374-4056 31 e Ly Juai¥) (5 5m clile L ¢ )5 pa sl o J panll
NEEON SIED PN ¥ TR PR QUK.
Hindi: AR WY T g7 WH o IR F 31U fdl Ut Yy 1 IR ¢4 & fole, g9 gud J guiian
ATy d & | gHITT a1 UM & T, S99 8% 1-877-374-4056 (TTY: 711) TR Hid B | &} Sie aray
qTell Dis TEHIS SMUD! GG BHR Ahdl/Adhd! ¢ I8 U (:[ed Jal |
Italian: Sono disponibili servizi di interpretariato gratuiti per rispondere a qualsiasi domanda possa avere

in merito al nostro piano farmacologico o sanitario. Per usufruire di un interprete, € sufficiente contattare il
1-877-374-4056 (TTY: 711). Qualcuno la assistera in lingua italiana. E un servizio gratuito.

Portuguese: Temos servicos de intérprete gratuitos para responder a quaisquer duvidas que possa ter
sobre 0 nosso plano de saude ou medicac&o. Para obter um intérprete, contacte nos através do nimero
1-877-374-4056 (TTY: 711). Um falante de portugués podera ajuda-lo. Este servico € gratuito.

French Creole: Nou gen sevis entepréet gratis pou reponn nenpot kesyon ou ka genyen sou plan sante oswa
plan medikaman nou an. Pou jwenn yon entépret, annik rele nou nan 1-877-374-4056 (TTY: 711). Yon moun
ki pale Kreyol Ayisyen ka ede w. Se yon sevis ki gratis.

Polish: Oferujemy bezptatng ustuge ttumaczenia ustnego, ktéra pomoze Panstwu uzyskac¢ odpowiedzi na
ewentualne pytania dotyczace naszego planu leczenia lub planu refundacji lekow. Aby skorzystac z ustugi
ttumaczenia ustnego, wystarczy zadzwoni¢ pod numer 1-877-374-4056 (TTY: 711). Zapewni to Panstwu
pomoc 0soby mowigcej po polsku. Ustuga ta jest bezptatna.

Japanese: ¥t DEROERIFTEICOVWTCERAH SEEX. BEHOBERY—EX %
CRRAWEITET, BEREFAT SIZIL., 1-877-374-4056 (TTY : ) [2HBHEL =
S, BREDEGRBUENTIGELET, CNIFEHODY—ERXTT,

Hawaiian: Loa‘a ia makou na lawelawe unuhi ‘clelo manuahi e pane i na ninau au e pili ana i ka makou
papahana olakino a la‘au paha. No ka loa‘a ‘ana o ka unuhi ‘clelo e kelepona ia makou ma 1-877-374-4056
(TTY: 711). Hiki i kekahi kanaka ‘Olelo Hawai‘i ke kdkua ia ‘oe. He lawelawe manuahi kéia.

Ilocano: Adda iti libre a serbisyo ti panagpatarus mi tapno masungbatan ti anyaman a saludsod mo
maipanggep iti plano ti salun-at wenno agas mi. Tapno makaala ti maysa nga agipatpatarus pakiawagan
dakami laeng iti 1-877-374-4056 (TTY: 711). Mabalin nga makatulong kenka ti maysa nga agsasao iti llocano.
Daytoy ket libre a serbisio.

Samoan: E iai matou auaunaga faamatala upu e tali atu i soo se fesili e te ono fesili ai e uiga ia matou
fuafuaga tau soifua maloloina poo fualaau. Ina ia maua se tagata faamatala upu na’o le vili maia matou i le
1-877-374-4056 (TTY: 711). E mafai ona fesoasoani atu ia te oe se tasi e tautala i le gagana Samoan. E leai se
totogi o lenei auaunaga.

Ukrainian: My 6e3KOLWITOBHO HaAaEMO NOC/YT Nepeknaaadis, Wob B MOMM OTPMMATKM BiANOBIAI Ha Byab-
AKi 3aNUTaHHA WOA0 HAWOro NaaHy MeauyHoro obcyroByBaHHs Yn 3abe3neyeHHs NikapcbKnMmm 3acobamm.
LLlo6 oTprmaTi Jonomory nepeknasaya, npocTo 3atenedoHyTe Ham 3a Homepom 1-877-374-4056

(TTY: 711). CneujanicT, AKMI BONOAIE YKPATHCHKOKO, A0NOMOXKe BaM. LA nocnyra 6e3KoLwToBHa.

Form CMS-10802
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Cambodian: iGUNSIUNUATUH UM AN WHEAANGUFUIRWA R andEuAnsHliaipi s
yaipemmuniln ilgjsgumsyavatiumuma mstagiununidngmuiw:iue
1-877-374-4056 (TTY: 711)1 BSRJHIA R US UN WM ANTZIM SHIGHWHAMS 1SSHMIUNAYRAARIG
Hmong: Peb muaj cov kev pab cuam kws txhais lus pab dawb los teb cov nge lus nug twg uas koj yuav muaj
hais txog peb lub phiaj xwm duav roos kev noj gab haus huv thiab tshuaj. Yog xav tau ib tug kws txhais lus

ces tsuas hu rau peb tau ntawm 1-877-374-4056 (TTY: 711). Ib tug neeg twg uas hais tau lus Hmoob yuav
pab tau koj. Qhov no yog kev pab cuam pab dawb xwb.

Thai: i fusmsaruudan lvinsiianavudiainlag AaaarafiimAunkusuguA WK aaa
1571 wneavnITAINLLaN Y TUsAAARAaLTITIRUNELAY 1-877-374-4056 (TTY: 711) AUNWANE Tne
Tegusamanale usn1silusianTdang
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