Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Wellfleet New York Insurance Co.: New York University Student Health Insurance Plan (Basic Plan)

Coverage Period: 08/21/2023 - 08/20/2024
Coverage for: Individual + Family | Plan Type: PPO

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, go to www.wellfleetstudent.com or call toll free 1-
877-657-5030. 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 1-800-318-2596 to request a copy.

What is the overall
deductible?

$0

See the Common Medical Events chart below for your costs for services this
plan covers.

Are there services covered
before you meet your
deductible?

All plan 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?

Combined Student Health Center, Preferred Provider and
Participating Provider: $7,350 / individual; $14,700 / family
Non-Participating_Provider: $14,700 / individual; $29,400 /
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, and health care this plan
doesn't cover.

Even though you pay these expenses, they don’t count toward the out-of-
pocket limit.

Will you pay less if you use
a network provider?

Yes. See Cigna PPO at www.cigna.com or call 1-877-657-
5030 for a list of Network Providers.

This plan uses a provider network. You will pay less if you use a provider in
the plan’s network. You will pay the most if you use an out-of-network
provider, and you might receive a bill from a provider for the difference
between 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
see a specialist?

Yes. You need a referral from the SHC before receiving
specialist care.

This plan will pay some or all of the costs to see a specialist for covered
services but only if you have a referral before you see the specialist.

(DT - OMB control number; 1545-0047/Expiration Date: 12/31/2019)(DOL - OMB control number; 1210-0147/Expiration date: 5/31/2022)
(HHS - OMB control number: 0938-1146/Expiration date: 10/31/2022)
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44 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Common Medical Event Services You Studgnt Health Prefe_rred In-Netwo_rk Provider Out-of-N_etwork Limitations, Exceptions, & Other
May Need enter Provider (You will pay the Prqwder Important Information
least) (You will pay the
most)
PITIEREETE $35 copay/visit
visit to treat an No charge Not covered 20% coi 50% coinsurance = Office or Home visits
injury or iliness  Coinsurance
. $35 copay/visit , .
$20 copay/visit Not covered 20% Coinsurance 50% Coinsurance Office or Home visits
Specialist visit : i . _
- Chiropractor: Chiropractor: Ch|ropracto.r.l Czh|ropractor. Chiropractic Services: Preauthorization
If you visit a health care $35 copay/visit 50% coinsurance :
c . Not covered Not covered o required.
provider’s office or 20% coinsurance
clinic Routine
All preventive Gynecological
Preventive care/ services offered at Services/Well You may have to pay for services that
screeningl SHC: Woman No charae 30% coinsurance aren’t preventive. Ask your provider if
mgﬁon Students - No charge | Exams: No g P IS the services needed are preventive.
Dependents - Not charge; All Then check what your plan will pay for.
covered other services:
Not covered
- PCP/Specialist/Free-
. 0
Egrfs{ %aerfcl%l 20% standing Facility: 20%
Diagnostic test m’ coinsurance;
(x-ray, blood Facil g Not covered  Outpatient Hospital 50% coinsurance | Preauthorization required.
acility/Outpatient o
work) . o Services:
Hospital Services: Not .
covered $40 copay/visit
If vou have a test 20% coinsurance
i Specialist/Free-
standing Facility: 20%
Imaging coinsurance;
(CT/PET scans, = Not covered Not covered  Outpatient Hospital 50% coinsurance | Preauthorization required.
MRIs) Services:
$40 copay/visit

20% coinsurance

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

; Student Health Preferred In-Network Provider | Out-of-Network PR :
. Services You Limitations, Exceptions, & Other
Common Medical Event May Need Center Provider (You will pay the Provider Important In?ormation
least) (You will pay the
most)
If you need drugs to _ $15 $15 30% coi Includes Enteral Formulas.
treat your illness or Tier 1 copay/prescription Not covered copay/prescription % coinsurance Preauthorization is not required for a
:\:/I(:)':: Iitr:?onrmation about Tier 2 copa /$ri(s)cri tion Not covered copa /$ri(s)cri tion 30% coinsurance tcr:g;/f ;eguzgzﬁggtg)igo?drgﬁs}:(;Slﬁgi;%
prescription drug copayip P copayip P Prescription Drugs to manage opioid
coverage is available at $60 $60 withdrawal and/or stabilization and for
www.wellfleetstudent.co ~ Tier3 o Not covered o 30% coinsurance | opioid overdose reversal. For 30-day
t t
m copaylprescription copay/prescription Supply. Formulary is Wellfleet RX/ESI.
Facility fee (e.g., L
ambulatory Not covered Not covered $§Oc_qw/vw|t 50% coinsurance none
surgery center) 20% coinsurance
If you have outpatient , ,
surgery - Including Oral Surgery, Reconstrugtlve
Physician/ 20% coinsurance Not covered 20% coinsurance 50% coinsurance B! Surgery, Other Reconstrctive
surgeon fees I E— = | and corrective surgery; and transplants.
Preauthorization required.
Emergency treatment received at a
hospital’'s emergency
. - department/independent freestanding
gg—en:?;% Not covered Not covered %?/0 (%%/r\;ﬁge 25?/0 (%%/r\:rfge emergency department. Health care
—= O O FSSS= L forensic examinations performed under
|f you need immediate Public Health Law § 2805" are not
medical attention SUbjeCt to cost Sharing.
Emergency .
medical Not covered Not covered No charge No charge ielutes grpund andior alr, water
, transportation.
transportation
$35 copay/visit o s Treatment for non-life-threatening
Urgent care Not covered Not covered 20% coinsurance 50% coinsurance conditions.

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

Student Health Preferred In-Network Provider | Out-of-Network
Center Provider (You will pay the Provider
least) (You will pay the

Services You

Limitations, Exceptions, & Other

Common Medical Event Important Information

May Need

stay

If you have a hospital

Facility fee (e.g.,

hospital room) N EBIEIEE

Physician/

Not covered
surgeon fees

Not covered

Not covered

20% coinsurance

20% coinsurance

most)

50% coinsurance

50% coinsurance

Continuous confinement including an
Inpatient Stay for Mastectomy Care,
Cardiac and Pulmonary Rehabilitation,
and End of Life Care. Preauthorization
required. However, Preauthorization is
not required for emergency admissions
or services in a neonatal intensive care
unit certified pursuant to Article 28 of the
Public Health Law.

Including Oral Surgery, Reconstructive
Breast Surgery, Other Reconstructive
and corrective surgery; and transplants.
Preauthorization required.

Mental Health Care:
Office visits: the cost

Mental Health
Care:

Mental Health Care:
Office visits: 20%

Mental Health
Care:

sharing for Office visits: coinsurance (No Office visits: 50%
appropriate service $5 copay/visit | charge for coinsurance (No
(No charge for (copay waived = neuropsych testing charge for
neuropsych testing for neuropsych = only); All other neuropsych
only); All other testing only); | outpatient services: testing only); All
outpatient services: All other 20% coinsurance other outpatient
If you need mental ;he costl stharing for outplatier?tN t se!'vices: 50%
health, behavioral Outpatient ppropriate service services: No coinsurance
: covered
health, or substance services
AR Substance Use: Substance Substance Use: Substance Use:
Office visits: Not Use: Office visits: No Office visits: No
covered; All other Office visits: charge; All other charge; All other
outpatient services: Not covered; | outpatient services: outpatient
Not covered; Opioid = All other No charge; Opioid services: No
Treatment Programs: | outpatient Treatment Programs: = charge; Opioid
Not covered services: Not | No charge Treatment
covered; Programs: No
Opioid charge

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

Mental Health Care: (including Partial
Hospitalization and Intensive Outpatient
Program Services). Preauthorization
required for surgical services.

Substance Use Services: Unlimited
days/Plan Year may be used for family
counseling.
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What You Will Pay

_ Services You Student Health Preferred In-Network Provider | Out-of-Network Limitations, Exceptions, & Other
Common Medical Event May Need Center Provider (You will pay the Provider Impor;ant Information
least) (You will pay the
most)
Treatment
Programs: Not
covered
Inpatient Mental Health Care: = Mental Health ~ Mental Health Care: Mental Health | Mental Health Care: Preauthorization
services Not covered Care: No 20% coinsurance Care: 50% Required. However, Preauthorization is
charge coinsurance Not Required for emergency admissions
or for admissions at Participating OMH-
licensed Facilities for Members under
18.
Substance Use: Substance Substance Use: Substance Use: = gybstance Use Services:
Not covered Use: 20% coinsurance 50% coinsurance = Preauthorization required, but
Not covered Preauthorization is not required for
emergency admissions or for
Participating OASAS-certified Facilities.
Office visits Not covered No charge 20% coinsurance 50% coinsurance
Cost sharing does not apply to certain
Childbirth/ preventive services. Depending on the
dellvery. Not covered No charge 20% coinsurance 50% coinsurance tVPe of services, W’
If you are pregnant professional coinsurance, or deductible may apply.
services Maternity care may include tests and
Childbirth/ services described elsewhere in the
delivery facility Not covered No charge 20% coinsurance = 50% coinsurance = SBC (i.e. ultrasound).
services
?aigmw Not covered Not covered 20% coinsurance 20% coinsurance | Preauthorization required.
If you need help Rehabilitation Outpgtient . Outpatient: Outpatient: . Outpatignt: Qu.tpatient:. !_imit of 60 .
recovering or have services Physical/Occupational | Not covered $35 @p@y/wsn 50% coinsurance V|S|ts/qond|t|on/PIan Year combined
other special health Therapy: N 20% coinsurance therapies.
needs $20 copay/visit
Speech/Hearing

therapy: Not covered

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

Common Medical Event Services You Studgnt Health irefe_r(;ed In-yetwo_rlll( Prov:‘der Out;of-N%twork Limitations, Exceptions, & Other
May Need enter rovider (You will pay the rovider Important Information
least) (You will pay the
most)
Inpatient: Not covered | Inpatient: Inpatient: 20% Inpatient: 50% Inpatient: Physical, Speech, and
Not covered coinsurance coinsurance Occupational therapies. Preauthorization
v v v v required.
Habilitation Outpatient: Outpatient: Outpatient: Outpatient: 50%  Outpatient: Limit of 60
services Physical/Occupational | Not covered $35 copay/visit coinsurance visits/condition/Plan Year combined
Therapy: $20 20% coinsurance therapies.
copay/visit
Speech/Hearing
Therapy: Not covered
Inpatient: Not covered | Inpatient: Inpatient: 20% Inpatient: 50% Inpatient: Physical, Speech, and
Not covered coinsurance coinsurance Occupational therapies. Preauthorization
' required.
Skilled nursin Including Cardiac and Pulmonary
sl bl Not covered Not covered 20% coinsurance 50% coinsurance | rehabilitation. Preauthorization required.
care -
- Limit of 200 days/Plan Year.
Durgble medical 20% coinsurance Not covered 20% coinsurance 20% coinsurance = Includes braces.
equipment
Hospice Inpatient: Preauthorization required.
Services Not covered Not covered No charge No charge Limit of 210 days/Plan Year.
Children’s eye No charge Not covered $300 M/VISH 40% coinsurance | Limit of 1 exam/Plan Year.
exam _ _ 20% coinsurance _
If your child needs Children’s $§O cqgay/wsn - $£0'>0 cqgay/wsn 40% coinsurance Limit of 1 pair of prescribed lenses and
glasses 20% coinsurance 20% coinsurance = frames or contact lenses/Plan Year.
dental or eye care | | | ' Limit of 2 dental exams and cleanings
Children’s Not covered Not covered $400 M/VISH 40% coinsurance = per Plan Year. For Preventive Dental
dental check-up 20% coinsurance

Care.

* For more information about limitations and exceptions, see the plan or policy document at www.wellfleetstudent.com. Page 6 of 8
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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 Acupuncture e Dental care (Adult) e Private-duty nursing
e Bariatric surgery e Long-term care e Routine foot care
e Cosmetic surgery e Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Chiropractic care (Preauthorization required e Hearing aids ¢ Non-emergency care when traveling outside the
o Infertility treatment u.S.
e Routine eye care (Adult) (one exam/Plan Year)

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: https://dfs.ny.gov/consumers/health_insurance/new_york health_insurance_policies _programs or contact Wellfleet New York Insurance Company toll
free 1-877-657-5030. 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: http://dfs.ny.gov/consumer/fileacomplaint.htm.

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? Not Applicable.
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 (Espariol): Para obtener asistencia en Espafiol, llame al (877) 657-5030.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa (877) 657-5030.
Chinese (2 X0): IR FEh X pIFEE B, BRI X513 (877) 657-5030.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' (877) 657-5030.

] To see examples of how this plan might cover costs for a sample medical situation, see the next section.

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid
OMB control number for this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response, including the time to review
instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for
improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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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 $0
B Specialist copayment $35
W Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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 $0
B Specialist copayment $35
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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 $0
B Specialist copayment $35
W Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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 $0
Copayments $10
Coinsurance $2,500

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $2,570

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 $0 Deductibles $0
Copayments $700 Copayments $300
Coinsurance $400 Coinsurance $500
What isn’t covered What isn’t covered
Limits or exclusions $20 Limits or exclusions $0
The total Joe would pay is $1,120 The total Mia would pay is $800
The plan would be responsible for the other costs of these EXAMPLE covered services. Page 8 of 8
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NOTICE OF NON-DISCRIMINATION AND ACCESSIBIILITY REQUIREMENTS

The Company complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex, including
sex stereotypes and gender identity. The Company does not exclude people or treat them worse because of their race, color, national origin, age, disability, or sex.

The Company provides free aids and services to people with disabilities to communicate effectively with us, such as:
1. Qualified sign language interpreters
2. Written information in other formats (large print, audio, accessible electronic formats, other formats)
Provides free language services to people whose first language is not English when needed to communicate effectively with us, such as:
1. Interpreters
2. information translated into other languages
If you need these services, contact the Civil Rights Coordinators.

If you believe that Wellfleet New York Insurance Company 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 15369

Springfield, MA 01115-5369

(413) 733-4540
civilcoordinator@wellfleetinsurance.com

You can file a grievance in person, 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, DC 20201

800-868-1019; 800-537-7697 (TDD)

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

The Company complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.
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LANGUAGE ASSISTANCE PROGRAM
ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Please call (877) 657-5030.

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a su disposicion. Llame al (877) 657-5030.
AL E - WREER D (Chinese) - HFIRERBIRHESHENARTS - FEE : (877) 657-5030.
XIN LUU Y: N&u quy vi néi tiéng Viét (Vietnamese), quy vi s& duoc cung cap dich vu tro gitip vé ngdn ngtr mién phi. Vui long goi (877) 657-5030.

& et=0{(Korean)E ArEStA| = B2 2O X| A MH| A5 222 0|85t 4 /S LI L.
(877) 657-5030H © 2 TS}t A| 2.
PAUNAWA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng tulong sa wika. Mangyaring tumawag sa (877) 657-5030.

BHUMAHUE: BecnnaTtHble ycnyrv nepesofa JOCTYMHbI ANs NI0AeN, Yeil PoAHON A3bIK ABseTcs pycckom (Russian). [Mo3BoHWTE Mo HoMepy
(877) 657-5030.

(877) 657-5030 + Wiald U jale It ainld laalidl Wk 5 llasle 3 220l 8¢ ((Arabic) Mrwd finads S 1) 4w

ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab benefisye sevis ki gratis pou ede w nan lang pa w. Tanpri rele nan
(877) 657-5030.

ATTENTION : Si vous parlez frangais (French), des services d’aide linguistique vous sont proposeés gratuitement. Veuillez appeler le
(877) 657-5030.

UWAGA: Jezeli mowisz po polsku (Polish), udostepnilismy darmowe ustugi ttumacza. Prosimy zadzwoni¢ pod numer (877) 657-5030.
ATENCAO: Se vocé fala portugués (Portuguese), contate o servico de assisténcia de idiomas gratuito. Ligue para (877) 657-5030.
ATTENZIONE: in caso la lingua parlata sia l'italiano (ltalian), sono disponibili servizi di assistenza linguistica gratuiti. Si prega di chiamare il numero (877) 657-5030.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Rufen Sie
(877) 657-5030 an.

EEEIE - HARE(Japanese) FEESNDIHE. BHOEEXBEY—EXEZTFRAWZIT £9, (877)657-5030 [CHEEEL &Ly,



il Aaleh Laala 3o sk IR 3 Al bl e Sl (Farsi) > 55 ) gl & b,
2,8 il (877) 657-5030

T €T & I1e; 319 (@< (Hindi) 3T 81 Al TTeh [elT $ITST HGTI AT HeTU: Qo] 3TeTd gl T IR hlel & (877) 657-5030

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu rau (877) 657-5030.

(utis. Luﬁszﬁgﬁémmmm?g:(Khmer) wnAgmanigwRnARIGNeRINTNAY MugIEINETILS (877) 657-5030 «

PAKDAAR: Nu saritaem ti llocano (llocano), ti serbisyo para ti baddang ti lengguahe nga awanan bayadna, ket sidadaan para kenyam. Maidawat nga awagan iti
(877) 657-5030.

Dii BAA'AKONINIZIN: Diné (Navajo) bizaad bee yanitti'go, saad bee aka'anida'awo'igii, t'aa jiik'eh, bee na'ahdot’'. T'aa shoodi kohjj' (877) 657-5030 hodiilnih.
OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada lugadda, oo bilaash ah, ayaad heli kartaa. Fadlan wac (877) 657-5030
1%l (Gujarati) Y <1l %) dN 2l cllaldl &L, dl [Fot:es MINLASIY Ad ) dHRLHIR GUdet 89, §lel 530 (877) 657-5030

Anvikd (Greek)TPOZOXH: Av piAare eAAnvikd, oTn 816801 0ag PpiokovTal UTTNPETIES YAWOTIKAG UTTOOTAPIENG, 01 0Troieg TTapéxovTal dwpedv. KaAéaTe (877)
657-5030

YkpaiHcbka (Ukrainian) YBAIA! Akuio B1 po3MOBNSiETE YKPAIHCHKOK MOBOIO, BU MOXETE 3BEPHYTMCA [0 6E3KOLITOBHOI CryO1 MOBHOI NiATPUMKN. TenedoHyiTe
3a Homepom (877) 657-5030

AMCE (Amharic) TAFOA; PTTI4T T ATCE NPT PTCHI® ACSF BECEFTE N8 ALTHPF +HIE+PA: ML TN+AD- #MC LLM~(877)
657-5030

UATEl (Punjabi) DS f-T6: 7 30 UAmd 98 J, 3 3 -39 AafesT AT 3973 &8 He3 Qusey J (877) 657-5030

WI9990 (Lao) 1ung9L: 11999 1DCdIWITI 990, NIVOSINIVROBCTHDOIVWITI, LoBVCT 3,
csvSvenlvivion. tns (877) 657-5030
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