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Account Change Form
California

Instructions

o There are different types of plan changes and account changes you can make with this form. Please fill out your personal information in Section A.
Then select what changes you'd like to make in Section B, and continue on to fill out any other sections related to those changes.

e If you're adding a dependent to your plan, any other coverage they have won't be automatically canceled. To avoid paying 2 premiums or having
a gap in coverage, make sure to cancel any other coverage they have as of the day before their new coverage starts.

e If you're making a plan change due to a special enroliment period, go to kp.org/specialenroliment or call 1-800-464-4000 to learn what proof you
may need to submit for your qualifying life event - and when your plan effective date will be. You may have more than one event. Choose the one
with the best plan effective date for you.

e Note: If you or any dependent you're applying for are entitled to Medicare Part A or enrolled in Medicare Part B, you're not eligible to switch
Kaiser Permanente for Individuals and Families (KPIF) plans.

A. Fill out your information

Please select one: I'm the [] subscriber, [_] spouse/domestic partner, or dependent child 18 and older, or [] parent or legal guardian
If you're making a change, please update the boxes below with your new information.

First name Ml Gender:

] Male [] Female
] undeclared

Last name Date of birth (mm/dd/yyyy)

/1

Medical record number (if any) Social Security number (if any) Phone

Home address (no P.O. boxes, please)

City State ZIP code
Mailing address Check if the same as the home address.
City State ZIP code
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B. What change(s) do you want to make?

o Please check the boxes below for the changes you wish to make, and on the next page, list each family member affected. We won't make any changes

for any family members on your account you don't list.

e Subscribers (or the parent or legal guardian for subscribers under 18) can make all the changes below for any family members. Dependents can make
some of the changes, only for themselves - see those changes marked with an asterisk (*) below.

You can make the following changes any time during the year. (Note: For these changes, you can skip Sections D and E.)

I'm ending my coverage and | wish to have my spouse/domestic
partner as the subscriber.

I'm ending my coverage on a family plan and wish to continue
on my own on an individual plan.*

[ wish to change the subscriber.

| wish to change the parent/legal guardian on a child-only account.

| wish to end medical coverage for myself* or for a family member.
I'm ending my coverage but wish to keep my child(ren) on the plan.

I'm ending my and my spouse's/domestic partner's coverage
but wish to keep our child(ren) on the plan.

| wish to make the changes shown in Section A. (If you're changing
your name, please include legal documentation of the change.)*

You can make the following changes only during open enrollment or a special enrollment period.
(Restrictions apply for special enrollment periods. See kp.org/specialenroliment for more information.)

| wish to combine accounts.
| wish to add medical coverage for a family member.

[ wish to change plans.*

| wish to add optional adult dental coverage (for members 19 and older).*

| wish to end optional adult dental coverage*
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C. Which family members are affected by the change? (pleaselist below)

If you have more than 4 dependents with a change, attach a copy of this page and complete the information for those dependents.

Spouse/domestic partner

[] Add medical coverage
[ End medical coverage

[ Add optional adult dental coverage
[ End optional adult dental coverage

First name

Social Security number (if any)

Ml Last name

Medical record number (if any)

Choose one: [] Spouse
1 pomestic partner
Date of birth (mm/dd/yyyy) Gender:

| |Male
/ / || Female

\ \ Undeclared

Dependent 1

] Add medical coverage
] end medical coverage

[] Add optional adult dental coverage
[ end optional adult dental coverage

First name

Social Security number (if any)

Ml Last name

Medical record number (if any)

Gender:

] male [] Female

[ undeclared
Date of birth (mm/dd/yyyy)

/o

Dependent 2

[ Add medical coverage
[ End medical coverage

[ Add optional adult dental coverage
[ End optional adult dental coverage

First name

Social Security number (if any)

Ml Last name

Medical record number (if any)

Gender:

1 male [] Female

] undedlared
Date of birth (mm/dd/yyyy)

/|

Dependent 3

] Add medical coverage
] end medical coverage

[] Add optional adult dental coverage
[ End optional adult dental coverage

First name

Social Security number (if any)

Ml Last name

Medical record number (if any)

Gender:

[] Male [] Female
EI Undeclared
Date of birth (mm/dd/yyyy)

/1

Dependent 4

] Add medical coverage
] end medical coverage

] Add optional adult dental coverage
[] End optional adult dental coverage

First name

Social Security number (if any)
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D. When are you making a change?

Select one option: El Open enrollment (skip to Section E) EI Aspecial enrollment period (continue below)

Choose the life event that made you eligible for a special enroliment period (please choose only one):

[] Loss of health care coverage (write the last full day you had coverage)* Death of the subscriber or a dependent

[C] Gaining or becoming a dependent through marriage or domestic
partnership registration

Child support order or other court order to cover a dependent

Permanent relocation
[ Gaining or becoming a dependent through the birth of a child, adoption,
foster care, or placement for adoption or foster care
Note: In this case, you also need to choose between 2 effective date options:

Release from incarceration
Change in eligibility for employer health coverage

Determination by Covered California
EI The date of birth, adoption, foster care, or placement for adoption !

or foster care
El The first day of the month after we receive the form

] Losing a dependent through divorce, dissolution of domestic partnership,
orlegal separation

Change in eligibility for a Health Reimbursement Account (HRA)
Misinformation about coverage
Provider network changes

OO0O00O00O0O00O0Oon0

Contract violation

Please write the date of your qualifying life event. / / (mm/dd/yyyy)

Proof of eligibility is required. Please visit kp.org/specialenrollment or call 1-800-464-4000 for more information.
*If your qualifying life event is loss of Kaiser Permanente coverage, we may review your prior membership records to check when and why you lost coverage.

E. Choose your health plan

If you indicated that you would like to [] Kaiser Permanente - Bronze 60 HDHP HMO ] Kaiser Permanente - Silver 70 HDHP HMO
change plans or add coverage for a family [] Kaiser Permanente - Bronze 60 HMO 3000/15%
member, please select the plan you would ] Kaiser Permanente - Bronze 60 HDHP HMO ] Kaiser Permanente - Gold 80 HMO Coinsurance
!'k‘; he.re. Ecach.|f|agn||y me;nbergoulllsted 6800/40% [] Kaiser Permanente - Gold 80 HMO
n oedtion il pe move ot '° pran you El Kaiser Permanente - Silver 70 HMO I:I Kaiser Permanente - Platinum 90 HMO
select. If you wish to enroll family members Off Exch . o
in different plans, please submit a separate Kehange EI Kaiser Permanente - Minimum Coverage
[] Kaiser Permanente - Silver 70 HMO 2500/45 HMO*

application for each plan.

*To purchase a Minimum Coverage HMO plan, applicants must be younger than 30 on the effective date, or provide a certificate of exemption that
shows hardship or lack of affordable coverage. We won't be able to process your account change without the certificate of exemption if you are 30 and
older. To see if you qualify, please go to marketplace.cms.gov/applications-and-forms/hardship-exemption.pdf and follow the instructions.

F. Choose your optional adult dental plan

Dental coverage is included in your health plan for child members until the end of the month in which the member [] Add optional adult
turns 19. Kaiser Permanente offers an optional dental insurance plan to adults, which includes those individuals whose dental coverage.!
eligibility for pediatric dental services has ended. This optional coverage is available for an additional charge. [ End optional adult
You can enroll in or end adult dental coverage in the optional dental insurance plan during open enrollment, annual dental coverage.”

member renewal, or a special enrollment period. Our optional adult dental coverage is underwritten by Kaiser
Permanente Insurance Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc. (KFHP), and administered
by Delta Dental of California, one of the nation’s largest and most experienced dental benefits providers.

Once enrolled, | understand | can't cancel my dental coverage without also canceling my health plan coverage, except during open enrollment ora
special enrollment period.
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G. Sign the form

e | understand that Kaiser Foundation Health Plan, Inc., will rely on the information | provide in this form, and that if any information is found to be
fraudulent or intentionally misrepresented, Kaiser Foundation Health Plan, Inc., may choose to terminate my coverage back to the coverage effective date.

o | verify that | am not entitled to Medicare Part A or enrolled in Medicare Part B.

Note: The subscriber and all dependents 18 and older making a change must sign the form. If there are more than 4 dependents 18 and older

signing, please attach a copy of this page with the additional signatures.

X

Subscriber/new subscriber (parent or legal guardian for subscribers under 18)

X

Spouse/domestic partner

X

Dependent (18 and older)

X

Dependent (18 and older)

X

Dependent (18 and older)

X

Dependent (18 and older)

Date (mm/dd/yyyy)

/1

Date (mm/dd/yyyy)

/1

Date (mm/dd/yyyy)

/1

Date (mm/dd/yyyy)

/1

Date (mm/dd/yyyy)

/1

Date (mm/dd/yyyy)

/|

All plans are offered and underwritten by Kaiser Foundation Health Plan, Inc., One Kaiser Plaza, Oakland, CA 94612.
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H. Sign the Kaiser Foundation Health Plan, Inc., arbitration agreement

| understand that (except for Small Claims Court cases, claims subject to a Medicare appeals procedure
or the ERISA claims procedure regulation, and any other claims that cannot be subject to binding
arbitration under governing law) any dispute between myself, my heirs, relatives, or other associated
parties on the one hand and Kaiser Foundation Health Plan, Inc. (KFHP), any contracted health care
providers, administrators, or other associated parties on the other hand, for alleged violation of any
duty arising out of or related to membership in KFHP, including any claim for medical or hospital
malpractice (a claim that medical services were unnecessary or unauthorized or were improperly,
negligently, or incompetently rendered), for premises liability, or relating to the coverage for, or
delivery of, services or items, irrespective of legal theory, must be decided by binding arbitration
under California law and not by lawsuit or resort to court process, except as applicable law provides
for judicial review of arbitration proceedings. | agree to give up our right to a jury trial and accept
the use of binding arbitration. | understand that the full arbitration provision is contained in the
Membership Agreement, Evidence of Coverage, and Disclosure Form.

Date (mm/dd/yyyy)
X / /
Primary applicant (parent or legal guardian for children under 18)
Date (mm/dd/yyyy)
X / /
Spouse/domestic partner
Date (mm/dd/yyyy)
X / /
Dependent (18 and older)
Date (mm/dd/yyyy)
X / /
Dependent (18 and older)
Date (mm/dd/yyyy)
X / /
Dependent (18 and older)
Date (mm/dd/yyyy)
X / 4

Dependent (18 and older)

A copy of your agreement with your signatures is as valid as the original. If signatures are missing, we will cancel your account or plan change. If
there are more than 4 dependents 18 and older signing, please attach a copy of this page with the additional signatures. The applicant or his or her
authorized representative may request a copy of the completed form. For more information, please call 1-800-464-4000.

Contact information

Mail to: Kaiser Permanente Or fax toll-free to: Questions? Call
P.O. Box 23127 Membership Administration 1-800-464-4000 (TTY 711)
San Diego, CA 92193-9921 | 1-855-355-5334
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Nondiscrimination Notice

Kaiser Permanente does not discriminate on the basis of age, race, ethnicity, color, national origin,
cultural background, ancestry, religion, sex, gender identity, gender expression, sexual orientation,
marital status, physical or mental disability, source of payment, genetic information, citizenship,
primary language, or immigration status.

Language assistance services are available from our Member Services Contact Center 24 hours a day,
seven days a week (except closed holidays). Interpreter services, including sign language, are available
at no cost to you during all hours of operation. Auxiliary aids and services for individuals with
disabilities are available at no cost to you during all hours of operation. We can also provide you, your
family, and friends with any special assistance needed to access our facilities and services. You may
request materials translated in your language, and may also request these materials in large text or in
other formats to accommodate your needs at no cost to you. For more information, call 1-800-464-
4000 (TTY users call 711).

A grievance is any expression of dissatisfaction expressed by you or your authorized representative
through the grievance process. For example, if you believe that we have discriminated against you, you
can file a grievance. Please refer to your Evidence of Coverage or Certificate of Insurance or speak
with a Member Services representative for the dispute-resolution options that apply to you. This is
especially important if you are a Medicare, Medi-Cal, MRMIP, Medi-Cal Access, FEHBP, or
CalPERS member because you have different dispute-resolution options available.

You may submit a grievance in the following ways:

e By completing a Complaint or Benefit Claim/Request form at a Member Services office located at a
Plan Facility (please refer to Your Guidebook or the facility directory on our website at kp.org for
addresses)

¢ By mailing your written grievance to a Member Services office at a Plan Facility (please refer to
Your Guidebook or the facility directory on our website at kp.org for addresses)

¢ By calling our Member Service Contact Center toll free at 1-800-464-4000 (TTY users call 711)

¢ By completing the grievance form on our website at kp.org

Please call our Member Service Contact Center if you need help submitting a grievance.

The Kaiser Permanente Civil Rights Coordinator will be notified of all grievances related to
discrimination on the basis of race, color, national origin, sex, age, or disability. You may also contact
the Kaiser Permanente Civil Rights Coordinator directly at One Kaiser Plaza, 12th Floor, Suite 1223,
Oakland, CA 94612.

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
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, 1-
800-368-1019, 800-537-7697 (TDD). Complaint forms are available at
hhs.gov/ocr/office/file/index.html.
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Aviso de no discriminacion

Kaiser Permanente no discrimina a ninguna persona por su edad, raza, etnia, color, pais de origen,
antecedentes culturales, ascendencia, religion, sexo, identidad de género, expresion de género, orientacion
sexual, estado civil, discapacidad fisica o mental, fuente de pago, informacion genética, ciudadania, lengua
materna o estado migratorio.

La Central de Llamadas de Servicio a los Miembros brinda servicios de asistencia con el idioma las 24
horasdel dia, los siete dias de la semana (excepto los dias festivos). Se ofrecen servicios de interpretacion sin
costo alguno para usted durante el horario de atencion, incluido el lenguaje de sefias. Se ofrecen aparatos y
servicios auxiliares para personas con discapacidades sin costo alguno durante el horario de atencion.
También podemos ofrecerle a usted, a sus familiares y amigos cualquier ayuda especial que necesiten para
acceder a nuestros centros de atencion y servicios. Puede solicitar los materiales traducidos a su idioma, y
también los puede solicitar con letra grande o en otros formatos que se adapten a sus necesidades sin costo
para usted. Para obtener mas informacion, llame al 1-800-788-0616 (los usuarios de la linea TTY deben
llamar al 711).

Una queja es una expresion de inconformidad que manifiesta usted o su representante autorizado a través del
proceso de quejas. Por ejemplo, si usted cree que ha sufrido discriminacion de nuestra parte, puede presentar una
queja. Consulte su Evidencia de Cobertura (Evidence of Coverage) o Certificado de Seguro (Certificate of
Insurance), o comuniquese con un representante de Servicio a los Miembros para conocer las opciones de resolucion
de disputas que le corresponden. Esto tiene especial importancia si es miembro de Medicare, Medi-Cal, el
Programa de Seguro Médico para Riesgos Mayores (Major Risk Medical Insurance Program MRMIP), Medi-Cal
Access, el Programa de Beneficios Médicos para los Empleados Federales (Federal Employees Health Benefits
Program, FEHBP) o CalPERS, ya que dispone de otras opciones para resolver disputas.

Puede presentar una queja de las siguientes maneras:

* Completando un formulario de queja o de reclamacion/solicitud de beneficios en una oficina de Servicio
a los Miembros ubicada en un centro del plan (consulte las direcciones en Su Guia o en el directorio de
centros de atencion en nuestro sitio web en kp.org/espanol)

» Enviando por correo su queja por escrito a una oficina de Servicio a los Miembros en un centro del plan
(consulte las direcciones en Su Guia o en el directorio de centros de atencion en nuestro sitio web en
kp.org/espanol)

* Llamando a la linea telefonica gratuita de la Central de Llamadas de Servicio a los Miembros al
1-800-788-0616 (los usuarios de la linea TTY deben llamar al 711)

» Completando el formulario de queja en nuestro sitio web en kp.org/espanol
Llame a nuestra Central de Llamadas de Servicio a los Miembros si necesita ayuda para presentar una queja.

Se le informara al coordinador de derechos civiles de Kaiser Permanente (Civil Rights Coordinator) de
todas las quejas relacionadas con la discriminacion por motivos de raza, color, pais de origen, género, edad
o discapacidad. También puede comunicarse directamente con el coordinador de derechos civiles de
Kaiser Permanente en One Kaiser Plaza, 12th Floor, Suite 1223, Oakland, CA 94612.

También puede presentar una queja formal de derechos civiles de forma electronica ante la Oficina de
Derechos Civiles (Office for Civil Rights) en el Departamento de Salud y Servicios Humanos de los Estados
Unidos (U.S. Department of Health and Human Services) mediante el portal de quejas formales de la Oficina
de Derechos Civiles (Office for Civil Rights Complaint Portal), en ocrportal.hhs.gov/ocr/portal/lobby.jfs (en
inglés) o por correo postal o por teléfono a: 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 (linea
TDD). Los formularios de queja formal estan disponibles en Ahs.gov/ocr/office/file/index.html (en inglés).
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Language Assistance
Services

English: Language assistance
is available at no cost to you,
24 hours a day, 7 days a week.
Y ou can request interpreter
services, materials translated
into your language, or in
alternative formats. Just call us
at 1-800-464-4000, 24 hours a
day, 7 days a week (closed
holidays). TTY users call 711.
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Armenian: Qkq Jupnn £ wibup oqlinipnih
npuiwnnyby jEqyh hupgnmid® opp 24 dwd, ywpwipen
7 on: “knip Jupnn tip wuwhwbet] pubiunnnp
pupquiwish dSwnuynipyniLbbtp, Qtp Gqyny
Pupgiuiywo jud wypbwmpuipuyghdl diwsuthny
wunpuunyud yniplin: Mupquytiu qubquihwntp
utq" 1-800-464-4000 htinwpunuwhwiwnpny' opp

24 dud” pwpwpen 7 op (mnbh optiphtt thuy t): TTY-hg
oquynnitinp wtwmp L quiquihwptt 711:

Chinese: & 7K » GK 24 /NS ]S G E:E
Sl o OIS IR ~ ZOKEGE B
TP A EE S B R At AR - FRFIE 7K

BER 24 /NFFPTECHIAE T8RS 1-800-757-7585 Fij sk
& (BifRH IRE) - BEME KEEPREELR (TTY) EHE
g 711 -

O 438 3957 5 Hsbd el 24 50 ALy s cFarsi
aaie ciledd (51 il 55 e Lad ol Lad USRI 0 4l 3a 34
B leinsma b 5 Lad ) 40 s ia den i oalid

8 5957 5 soid Cele 24 )0 il anS il Ay
1-800-464-4000 o_les 43 L L (Jshand sla 55 (sl 40)
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Hindi: 59T Bt @Ta & gwriueT sard, f&F & 24 =,
AT % ATl (3 IUAs &1 AT TH FATOT it FaTet
& forw, famT foreft v o SR iy sraeT 9T ®
FATE FLAT % o0, AT FFfeTs TTETT & o7 Sqarer
FT THA gl T At g4 1-800-464-4000 I, T F 24
He, TATE % A4l o (Pt arr 3 91 w2ar §) #a
F| TTY STTREHAT 711 T2 FHid FL

Hmong: Muajkwc pab txhais lus pub dawb rau koj,

24 teev ib hnub twg, 7 hnub ib lim tiam twg. Koj thov
tau cov kev pab txhais lus, muab cov ntaub ntawv
txhais ua koj hom lus, los yog ua lwm hom.Tsuas hu
rau 1-800-464-4000, 24 teev ib hnub twg, 7 hnub ib

lim tiam twg (cov hnub caiv kaw). Cov neeg siv

TTY hu 711.

Japanese: 4[i ClX, SEECIRAE MR T, FHHER,
HH ZRHAWZIZT £, @Ry —E A, BAGHE
WCHERSNTZERE, HDOWIFEREH0EXNTSH
KHETEE9, BRI 1-800-464-4000 F TISER
< f_éb\ ( A ZBREFEHEEIR) o TTY 2—H—
L TIIZBEES 2SN,

Khmer: GSWMAN SNSRAHATGHUHATE N 24
YUIE 7 IGYWMEH 1 HAM GG ATINHERUMD
miEunsuRgihmanigs um§miging)ng
[MSingIGgumiItTi MBS 1-800-464-4000 TS 24
Inygis 7 igywmsny (Ssigunng) 9 g TTY
fuTinug 7119

Korean: 8. 2 A7k A §lo] Ao 2] ¢d

M| ~E TR o] &3 = gl yth Asts
T Mu 2z, A5k o2 WoE A s Ei= A
Ao Amg 23T 5 AFUT 28U % ARk
1§l 0] 1-800-464-4000 H © = A 51314 A] &
(FFY F5). TTY AH&-AF 5 711.

Laotian: naugos ifieoavwagailntosdEan
GNNaU, 0EYen 24 Sotug, 7 Sudeafio. may
29U905992SudSnwvaswaga, cUions
sauuwagazegnay, § usvuuusu. wy9
wo tnsmawoniSail 1-800-464-4000, Ozyo0 24
£olu9, 7 Sudeafio (Bodudinnags). glssae

TTY s 711.
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Navajo: Saad bee dka’a’ayeed naholg t’aa jiik’¢,
naadiin doo bibag’ djj’ ahéé’iikeed tsosts’id yiskgajj
damoo na'adleehjj. Atah halne’¢ dka’adoolwotigii joki,
t’aadoo le’¢ t’aa hohazaadjj hadilyaa’go, éi doodaii’
naana la al’aa adaat’ehigii bee hadadilyaa’go. Koji
hodiilnih 1-800-464-4000, naadiin doo bibaa’ djj’
ahéé’iikeed tsosts’id yiskaajj damoo na’adleehjj
(Dahodiyin biniiy¢é e’e’aahgo ¢éi da’deelkaal).

TTY chodeeyoolinigii kojj hodiilnih 711.

Punjabi: fa&t farft Tarz 2, fes € 24 w2, 7e3 2 7 fes,
9T AeTet 3973 Bt Gusay J| 3Ht iy ggHE <t
e, 7 fan 24 egie &9 Yu3 996 Bt 863t 99 Aae
31 =7 fae 13 1-800-464-4000 3, fos € 24 w2, 723
v 7 fos (8t =& fos ge afder J) 85 a9 TTY &
Sudiar 995 T3 711 ‘3 25 FIS|

Russian: M1 6ecrimatHo obecnieunBacM Bac yeryramu
nepeBoja 24 yaca B CyTKH, 7 THEH B Hezemo. Bl Moxkere
BOCIIOJIF30BATHCSI TIOMOIIBIO0 YCTHOTO TIEPEBOAYNKA,
3aIPOCHTH TIEPEBO MATEPHAIIOB HA CBOH SA3BIK HIIH
3aIPOCUTH UX B OJJHOM U3 aJIbTEPHATHBHBIX (HOPMATOB.
Ipocto nmo3sonute Ham 1o Tenedony 1-800-464-4000,
KOTOPBIX 10CTyIeH 24 yaca B CYTKH, 7 JHEH B HEJEIIO
(xpome mpazgHUYHBIX 1He). [Tonmp3oBateny muann TTY
MOTYT 3BOHHTH 110 HOMepy 711.

Spanish: Contamos con asistencia de idiomas sin costo
alguno para usted 24 horas al dia, 7 dias a la semana.
Puede solicitar los servicios de un intérprete, que los
materiales se traduzcan a su idioma o en formatos
alternativos. Solo llame al 1-800-788-0616, 24 horas al
dia, 7 dias a la semana (cerrado los dias festivos). Los
usuarios de TTY, deben llamar al 711.

Tagalog: May magagamit na tulong sa wika nang wala
kang babayaran, 24 na oras bawat araw, 7 araw bawat
linggo. Maaari kang humingi ng mga serbisyo ng
tagasalin sa wika, mga babasahin na isinalin sa iyong
wika o sa mga alternatibong format. Tawagan lamang
kami sa 1-800-464-4000, 24 na oras bawat araw, 7 araw
bawat linggo (sarado sa mga pista opisyal). Ang mga
gumagamit ng TTY ay maaaring tumawag sa 711.

Thai: 15 fiusnsauWsd I nsuanaan 24 1 Tue
nnunaaathluevinniszansaaausazaliain
hapauAIaNTaInUAAEIAuANNANATAINITUS
gunnwaasisuaraafidusanalviinsuldatanan
siilunsnAnaladlataelaifinnsAad1usn1siia Tns
WIANIN LA 1-800-464-4000 Aaan 24
thTuenniu (Ialvivsnslusuvgasunis) §ld TTY
Tsainslui 711

Vietnamese: Dich vu thong dich dugc cung cép mién
phi cho quy vi 24 gio mdi ngdy, 7 ngiy trong tuan. Quy
vi ¢6 thé yéu cau dich vu thong dich, tai liéu phién dich
ra ngdn ngir clia quy vi hodc tai liéu bang nhiéu hinh
thtrc khéc. Quy vi chi can goi cho chiing i tai s6
1-800-464-4000, 24 gi mdi ngay, 7 ngay trong tuin
(trir cac ngay 18). Nguoi dung TTY xin goi 711.
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