Summary of Benefits

SCAN Embrace Together (HMO I-SNP)
Los Angeles and Orange Counties

January 1, 2026 — December 31, 2026

SCAN Embrace Together (HMO I-SNP) is an HMO plan with a Medicare contract. Enroliment in SCAN Health Plan depends on contract
renewal. You must continue to pay your Medicare Part B premium.

The benefit information provided does not list every service that we cover or list every limitation or exclusion. To get a complete list of
services we cover, please request the “Evidence of Coverage” by calling our Member Services Department at the phone number listed
in this document or online at www.scanhealthplan.com.
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SUMMARY OF BENEFITS
JANUARY 1, 2026 - DECEMBER 31, 2026

PREMIUM AND BENEFITS

Monthly Health Plan Premium

Part B Premium Give Back

Plan Deductible

Maximum Out-of-Pocket
Responsibility (this does not
include prescription drugs)

Inpatient Hospital Coverage

Outpatient Hospital Services
o Ambulatory Surgical Center
» Outpatient Hospital

o Observation services

SCAN EMBRACE TOGETHER

$0

$1 per month

You pay a $257 deductible per

year for in-network services in

2025. This amount may change
for 2026.

See outpatient prescription drugs
section for Part D deductible.

$9,250

In 2025, the amounts for each
benefit period* are:

« $1,676 deductible per benefit
period

» $0 per day for days 1-60

e $419 copay per day for days
61-90

» $838 copay per day for each
“lifetime reserve day” 1-60

These are 2025 copays. The
amounts may change in 2026.

20% of the total cost
20% of the total cost

20% of the total cost

WHAT YOU SHOULD KNOW

You must continue to pay your
Medicare Part B premium.

The deductible applies to
Medicare-covered medical
services.

Those with Full Medi-Cal pay $0.

The most you pay for copays
and coinsurance for Medicare-
covered medical services for the
year.

Prior authorization rules may
apply.

You are covered for up to 90
days per benefit period.* You are
also covered up to 60 additional
days for days 91 and beyond per
lifetime.

Those with Full Medi-Cal pay $0.

Prior authorization rules apply
for outpatient hospital services.

Those with Full Medi-Cal pay $0.

*A benefit period begins the day you go into a hospital or SNF. The benefit period ends when you haven't
received any inpatient hospital or SNF care for 60 days in a row.



PREMIUM AND BENEFITS

Doctor Visits
e Primary Care

e Specialists

Preventive Care

Emergency Care

Urgently Needed Services

Diagnostic Services/Labs/
Imaging

e Lab services

» Diagnostic tests and
procedures

o Qutpatient X-rays
o Therapeutic radiology

» Diagnostic radiology
(e.g., MRI, CT)

SCAN EMBRACE TOGETHER

$0
20% of the total cost

$0

20% of the total cost for up to
$115 per visit

20% of the total cost for up to
$40 copay per visit

$0
20% of the total cost

$0
20% of the total cost

20% of the total cost

WHAT YOU SHOULD KNOW

Prior authorization rules apply
for specialist visits.

Those with Full Medi-Cal pay $0.
Prior authorization rules apply.

You are covered for worldwide
emergency services at Original
Medicare reimbursable rates.

Those with Full Medi-Cal pay $0
(within the U.S.).

You are covered for worldwide
urgent care services at Original
Medicare reimbursable rates.

Those with Full Medi-Cal pay $0
(within the U.S.).

Prior authorization rules apply
for diagnostic, lab, and imaging
services.

Those with Full Medi-Cal pay $0.



PREMIUM AND BENEFITS

Hearing Services

* Medicare-covered diagnostic
hearing and balance exam

¢ Non-Medicare-covered
(routine) hearing exam

¢ Non-Medicare-covered
(routine) hearing aids

Dental Services

¢ Medicare-covered dental
services

SCAN EMBRACE TOGETHER

20% of the total cost per visit

$0 for up to 1 visit every
12 months

$3,200 Allowance

You are covered for up to
2 hearing aids every 24 months

20% of the total cost per visit

WHAT YOU SHOULD KNOW

Prior authorization rules apply
for Medicare-covered diagnostic
hearing and balance exams.

Those with Full Medi-Cal pay $0
for Medicare-covered services.

You must go to a SCAN-
contracted provider to obtain a
routine hearing exam and hearing
aids.

Members don’t need a referral
from a PCP or other doctor

to use their benefit. To locate
a contracted provider and to
schedule your appointment,
please call 1-844-255-7148.

Prior authorization rules apply
for Medicare-covered dental
services.

Those with Full Medi-Cal pay $0
for Medicare-covered services.



PREMIUM AND BENEFITS

¢ Non-Medicare-covered
(routine) dental services

— Dental allowance
Preventive Services
— Dental exams

- Dental cleanings

— Dental X-rays

Comprehensive Services

— Restorative services
(fillings and crowns)

— Endodontic services
(root canals)

— Periodontics (deep

cleaning, periodontal

SCAN EMBRACE TOGETHER

$3,000 coverage limit per year

$0 up to 2 visits every 12 months
$0 up to 2 visits every 12 months

$0 up to 1 visit every 12 months

$0 In-network
50% Out-of-network

$0 In-network
50% Out-of-network

$0 In-network
50% Out-of-network

WHAT YOU SHOULD KNOW

If you choose to see a dentist
that is out-of-network, you
may pay more. Preventive and
comprehensive services are
covered up to negotiated rates.

Preventive services do not count
towards allowance maximum.

Once you have reached your
coverage limit, you will be
responsible for any remaining
costs.

maintenance, surgical
procedures)

$0 In-network
50% Out-of-network

— Prosthodontics, removable
(dentures, adjustments,
repairs)

$0 In-network
50% Out-of-network

— Maxillofacial Prosthetics
(facial or jaw prosthetics
after surgery or trauma)

$0 In-network
50% Out-of-network

- Implant Services (implants
and associated services)

$0 In-network
50% Out-of-network

- Prosthodontics, fixed
(bridges and fixed
dentures)

$0 In-network
50% Out-of-network

- Oral and maxillofacial
surgery (extractions and
surgical procedures)

$0 In-network
50% Out-of-network

— Adjunctive services
(anesthesia, emergency
pain treatment)




PREMIUM AND BENEFITS

Vision Services

o Medicare-covered vision
exam to diagnose/treat
diseases of the eye

o Medicare-covered glasses
after cataract surgery

e Non-Medicare-covered
(routine) vision exam

+ Non-Medicare-covered
(routine) vision coverage limit

Mental Health Services

o Inpatient visit

o Outpatient individual/group
therapy visit

o Outpatient individual/
group therapy visit with a
psychiatrist

Skilled Nursing Facility

SCAN EMBRACE TOGETHER

20% of the total cost per visit

20% of the total cost

$0 for up to 1 visit every 12
months

You are covered for up to $375
for frames, lenses, and lens
options or contact lenses every
12 months

In 2025, the amounts for each
benefit period* are:

» $1,676 deductible per benefit
period

« $0 per day for days 1-60

» $419 copay per day for days
61-90

» $838 copay per day for each
“lifetime reserve day” 1-60

These are 2025 copays. The
amounts may change in 2026.

$0

20% of the total cost

In 2025, the amounts for each
benefit period* are:

« $0 for days 1-20

« $209.50 copay per day for
days
21-100

These are 2025 copays. The
amounts may change in 2026.

WHAT YOU SHOULD KNOW

Prior authorization rules apply
for Medicare-covered vision
exam and glasses after cataract
surgery.

Those with Full Medi-Cal pay $0
for Medicare-covered services.

Routine vision services do not
require prior authorization.

You must go to a SCAN-
contracted vision provider to
obtain routine vision services.

Prior authorization rules apply
for inpatient mental health
hospitalization. You are covered
for up to 90 days per benefit
period.* You are also covered up
to 60 additional days for days 91
and beyond per lifetime.

Those with Full Medi-Cal pay $0.

Prior authorization rules apply
for outpatient individual/group
therapy visits.

Those with Full Medi-Cal pay $0.

Prior authorization rules apply
for skilled nursing facility
services. You are covered for up
to 100 days per benefit period.*

No prior hospitalization is
required.

Those with Full Medi-Cal pay $0.

*A benefit period begins the day you go into a hospital or SNF. The benefit period ends when you haven't
received any inpatient hospital or SNF care for 60 days in a row.



PREMIUM AND BENEFITS

Physical Therapy

Ambulance

Transportation
(Non-Medicare-covered —
routine)

Medicare Part B Drugs

SCAN EMBRACE TOGETHER

20% of the total cost

20% of the total cost

$0 for up to 30 one-way trips per
year

You may use up to 15 of your 30
one-way trips to non-medical
destinations (grocery store,
health club, senior center, or
places of worship) per year. This
is an SSBCI benefit. Members
must meet qualifying conditions.T

50-mile limit applies to each one-
way trip

$0 for Part B chemotherapy and
other Part B drugs received at a
pharmacy

$0-20% of the Medicare-
approved amount for Part B
chemotherapy and other Part B
drugs received in any other
setting

$0 for a Part B insulin received

at a pharmacy and furnished
through an item of durable
medical equipment, such as a
medically necessary insulin pump

No more than $35 for a
one-month supply of a Part B
insulin received in any other
setting and furnished through
an item of durable medical
equipment, such as a medically
necessary insulin pump

WHAT YOU SHOULD KNOW

Prior authorization rules apply
for outpatient physical therapy
services.

Those with Full Medi-Cal pay $0.

Prior authorization rules apply
for non-emergency and air
ambulance services.

Those with Full Medi-Cal pay $0.
You must use a SCAN-contracted

provider to obtain routine
transportation services.

Prior authorization rules apply to
select drugs.



OUTPATIENT PRESCRIPTION DRUGS (PART D DRUGS):
SCAN EMBRACE TOGETHER

You pay the following:

You pay the full cost of
your Tier 3 through Tier 5
drugs until you have paid

$615.

Part D Deductible

Retail Mail-Order

Drug Tier Preferred Standard Preferred Standard

30-day 100-day 30-day 100-day  100-day  100-day
supply supply supply supply supply supply

Initial Coverage Stage

Tier 1
(Preferred Generic) $0 $0 $0 $0 $0 $0
Tier 2
(Generic) $0 $0 $0 $0 $0 $0
Insulin $0 $0 $0 $0 $0 $0
Tier 3
(Preferred
Brand)
Other Drugs 24% 24% 25% 25% 24% 25%
Tier 4 o, 0, o, 0, o, 0,
(Non-Preferred Drug) 30% 30% 30% 30% 30% 30%
Tier 5 o Not o Not Not Not
(Specialty Tier) 25% available 25% available available available



Catastrophic Coverage Stage

After your yearly out-of-pocket drug costs reach $2,100, you pay $0 for all covered prescription drugs for the
remainder of the year.

You won't pay more than $0 for a one-month supply of each insulin product covered by our plan on our “Drug List” (Formulary), no
matter what cost-sharing tier it's on, even if you haven't paid your deductible. You won't pay more than $35 for a one-month supply of
each insulin product covered through a coverage determination, appeal, or transition. During the Catastrophic Coverage Stage, you
pay $0 for all covered insulin products.

Most adult Part D vaccines, including shingles, tetanus and travel vaccines, are covered by our plan at no cost to you across all

Part D benefit stages, even if you haven't paid your deductible. Refer to your plan’s “Drug List” (Formulary) or contact Member
Services for coverage and cost-sharing details about specific vaccines.

Some of our network pharmacies have preferred cost-sharing. You may pay less for certain drugs if you use these pharmacies. Your
cost-sharing may vary depending on the pharmacy you choose (e.g., Preferred Retail, Standard Retail, Preferred Mail-Order, Standard
Mail-Order, Long Term Care (LTC), Home infusion, etc.) or whether you receive a one-month or a three-month supply or when you
enter another phase of the Part D benefit or if you receive “Extra Help.” For more information, please call our Member Services at
the number provided in this document or access your Evidence of Coverage online. If you reside in a long-term care facility, your
cost-sharing for a 31-day supply is the same as at a standard retail pharmacy for a 30-day supply. You may get drugs from an
out-of-network pharmacy, but may pay more than you pay at an in-network pharmacy.



ADDITIONAL BENEFITS

Plans may offer supplemental benefits in addition to Part C benefits and Part D benefits.

PREMIUM AND BENEFITS

Acupuncture Services

o Medicare-covered
acupuncture care

Chiropractic Services

e Medicare-covered
chiropractic care

FlexEssentials
This includes:

« Over-the-Counter (OTC)
Products

« Groceries (SSBCI)t

HEALTHteciv+

e Technology support to help
you access your health care
information

Home Health Care
(Medicare-covered)

SCAN EMBRACE TOGETHER

20% of the total cost

20% of the total cost

$270 per quarter with the
FlexEssentials card for OTC
items.

$48 per month with the Flex
Essentials card for Groceries

$0

$0

WHAT YOU SHOULD KNOW

Prior authorization rules apply.

Those with Full Medi-Cal pay $0.

Prior authorization rules apply.

Those with Full Medi-Cal pay $0.

You receive a quarterly allowance
to be used for eligible OTC items
in-store at CVS retailers or home
delivery. Unused balances will be
carried over to the next quarter,
but will not roll over to the
following year.

You receive a monthly allowance
for eligible grocery items at
select grocery retailers. The
benefit does not carry over to the
following month.

(SSBCI) stands for Special
Supplemental Benefits for the
Chronically III.

Members must meet eligibility
requirements before the benefit
is provided.t

Prior authorization rules apply.



PREMIUM AND BENEFITS

Medical Equipment/Supplies

o Durable Medical Equipment
(e.g., wheelchairs, oxygen)

 Prosthetics (e.g., braces,
artificial limbs)

o Diabetic supplies

e Continuous Glucose Monitors

SCAN EMBRACE TOGETHER

20% of the total cost for items

20% of the total cost for items

$0

$0 at the pharmacy; 20% of the
total cost at the DME provider

WHAT YOU SHOULD KNOW

Prior authorization rules apply
for covered durable medical
equipment, prosthetic devices,
and certain diabetic supplies.

SCAN covers diabetic supplies
such as glucose monitors, test
strips, and control solution from a
select manufacturer. Lancets are
also covered and are available
from all manufacturers.

Freestyle Libre and Dexcom
CGMs are covered at contracted
pharmacies. Other CGM
manufacturers are available at
contracted DME providers.

Prior authorization rules apply.

Those with Full Medi-Cal pay $0.



PREMIUM AND BENEFITS

Telehealth Services

o Urgent Care and Mental
Health

SCAN EMBRACE TOGETHER

$0

WHAT YOU SHOULD KNOW

Urgent Care:

This benefit is for non-life
threatening conditions such as,
but not limited to, cough, flu,
nausea, sore throat, fever and
allergies.

Visits with providers can be
conducted by telephone or
secure video capabilities from
your computer or smart phone.
Telehealth is not intended to
replace your primary care doctor
or specialist.

Behavioral Health:

This benefit allows you

to connect with licensed
Psychologists, Master’s level
therapists, or Psychiatrists via
video visits 7 days a week by
appointment.

Behavioral telehealth visits with
practitioners can be conducted
by secure video capabilities from
your computer, tablet, or smart
phone. Behavioral telehealth

is not intended to replace your
medical groups mental health
provider.



ADDITIONAL DETAILS AND CONTACT INFORMATION

SCAN EMBRACE TOGETHER

Who can join? You must:

— have both Medicare Part A and Part B

- live in the plan service area (Los Angeles and Orange
Counties, California)

- be a United States citizen or be lawfully present in the
United States

Phone Number (Members) 1-855-828-7226
Phone Number (Non-Members) 1-877-870-4867

Calling this number will direct you to a
licensed insurance agent.

TTY 711
Hours of Operation October 1 to March 31:
8 am to 8 pm, 7 days a week

April 1to September 30:
8 am to 8 pm, Monday through Friday

Messages received on holidays and
outside of our business hours will be
returned within one business day.

Website www.scanhealthplan.com

SCAN Embrace Together has a network of doctors, hospitals, pharmacies, and other providers. If you use the providers that are not
in our network, the plan may not pay for these services.

To get more information about the coverage and costs of Original Medicare, look in your current “Medicare & You” handbook. View it
online at https://www.medicare.gov or get a copy by calling 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY
users call 1-877-486-2048.

This information is not a complete description of benefits. Call 1-855-828-7226 (TTY: 711) for more information.

TThis is a special supplemental benefit for chronically ill members. That means, to get this benefit, you must have an eligible chronic
condition such as heart disease, diabetes, cancer, lung disease, or dementia. Other chronic conditions may apply. Not all members
with chronic conditions may qualify. See your Evidence of Coverage for a complete list of eligible chronic conditions and coverage
criteria. For more information, please call Member Services.

You can get prescription drugs shipped to your home through our network mail-order delivery program. Express Scripts Pharmacys™
is our Preferred mail-order pharmacy. While you can fill your prescription medications at any of our network mail-order pharmacies,
you may pay less at the Preferred mail-order pharmacy. Typically, you should expect to receive your prescription drugs within 14
days from the time that Express Scripts mail-order pharmacy receives the order. If you do not receive your prescription drug(s) within
this time, please contact SCAN Health Plan’s Member Services at 1-855-828-7226, 8 am to 8 pm, 7 days a week from October 1 to
March 31. From April 1 to September 30, hours are 8 am to 8 pm Monday through Friday (messages received on holidays and outside
of our business hours will be returned within one business day). TTY: 711. For your mail-order prescriptions, you have the option to
sign up for an automatic refill program by contacting Express Scripts Pharmacy at 1-866-553-4125, 24 hours a day, 7 days a week.
TTY users call 711. You may opt out of automatic deliveries at any time. Other pharmacies are available in our network.



Notice of Non-Discrimination and Accessibility
Discrimination is against the law

SCAN Health Plan complies with applicable federal civil rights laws and does not discriminate on the basis of
race, color, national origin, age, disability, or sex (as defined in 45 CFR § 92.101(a)(2)). SCAN Health Plan does
not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

SCAN Health Plan:
e Provides reasonable modifications and free aids and services to people with disabilities to ensure
effective communication with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other
formats)

e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact SCAN Health Plan Member Services between 8 am to 8 pm, 7 days a week
from October 1 to March 31. From April 1 to September 30, hours are 8 am to 8 pm Monday through Friday
(messages received on holidays and outside of our business hours will be returned within one business day)
by calling a number listed below.

SCAN Member Services

SCAN Health Plan (California) 1-800-559-3500
SCAN Health Plan (Arizona) 1-855-650-7226
SCAN Health Plan (New Mexico) 1-855-826-7226
SCAN Health Plan (Nevada) 1-855-827-7226
SCAN Health Plan (Texas) 1-855-844-7226
SCAN Health Plan (Washington) 1-833-944-7226
VillageHealth 1-800-399-7226
TTY: 711

Filing a complaint

If you believe that SCAN Health Plan has not provided these services or has otherwise discriminated on the
basis of race, color, national origin, age, disability, or sex, you can file a grievance with: Peter Yanez, Civil
Rights Coordinator, Attn: Grievance and Appeals Department, P.O. Box 22616, Long Beach, CA 90801-
5616, 562-989-5140, or FAX (562) 989-0958. You can file a grievance in person or by mail, or fax. If you
need help filing a grievance, Peter Yanez, Civil Rights Coordinator, is available to help you.

You may also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for
Civil Rights, electronically through the OCR 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

Phone: 1-800-368-1019, TDD 1-800-537-7697

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




English - ATTENTION: If you speak English, 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
1-800-559-3500 (TTY: 711) or speak to your provider.”

Spanish - ATENCION: Si habla espafiol, tiene a su disposicién servicios
gratuitos de asistencia linglistica. También estan disponibles de forma gratuita
ayuda y servicios auxiliares apropiados para proporcionar informacion en
formatos accesibles. Llame al 1-800-559-3500 (TTY: 711) o hable con su
proveedor.

Simplified Chinese - 3 - /# & WRE A, AT %% jj‘ﬂmﬁtiniﬁ}ﬂﬁﬂli
%% FRAVIE S BRARALE A4 T R ARS, PLIERESR R AME R . BH
1-800-559-3500 (SCASHLiE: 711) ﬁ@i@f@ﬁﬁﬂlﬁ%%f/\ﬁo

Traditional Chinese - &3

AR MR GRS - M DU R EE S WBIARTS - ] IR B ILE EDY
iﬁﬁﬁiﬁ@iﬁ&?ﬁ Dl e =R A& RN o S5 2EE 1-800-559-3500 (TTY : 711) ke
TR ST 5 ©

Korean - t= 0] - 2|: St 0{ E AIESIAN = 4R F &2 A X ME|AE o| 2514
T AELHCHo|lE lsstdAlocz MEE M ZS= MAESHEX 7| 2 ME[AE
222 M3E 4} 1-800-559-3500(TTY: 711)H 2 2 M St L MH| A M2 A of

Z2|SH A"

Vietnamese - Viét - LUU Y: Néu ban néi tiéng Viét, ching t6i cung cap mién phi
cac dich vy ho tro ngdn ngtr. Cac hé tro dich vy phu hop dé cung cép théng tin theo
cac dinh dang dé tiép can cling dwoc cung cap mién phi. Vui long goi theo sb
1-800-559-3500 (Nguwdi khuyét tat: 711) hodc trao dbi véi ngwdi cung cap dich vu
cua ban.”

Arabic
A el

Aladd g Bacline Jil g 8 o1 LS Auilaall 45 salll Baclisal) Chlaad Sl 53 giiid (A jal) dadll Chaati Cui€ 1Y) rani
51 (711) 1-800-559-3500 aé ) e Joail Ulae L) J o bl (S iy e slaall 5l dauilie
R OXEN{ PR PR | RUIREN

French - ATTENTION : Si vous parlez Francais, des services d'assistance
linguistique gratuits sont a votre disposition. Des aides et services auxiliaires
appropriés pour fournir des informations dans des formats accessibles sont
également disponibles gratuitement. Appelez le 1-800-559-3500 (TTY: 711) ou
parlez a votre fournisseur.



Tagalog - PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga
libreng serbisyong tulong sa wika. Magagamit din nang libre ang mga
naaangkop na auxiliary na tulong at serbisyo upang magbigay ng impormasyon
sa mga haa-access ha format. Tumawag sa 1-800-559-3500 (TTY: 711) o
makipag-usap sa iyong provider.”

German - ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose
Sprachassistenzdienste zur Verfugung. Entsprechende Hilfsmittel und Dienste
zur Bereitstellung von Informationen in barrierefreien Formaten stehen
ebenfalls kostenlos zur Verfugung. Rufen Sie 1-800-559-3500 (TTY: 711) an
oder sprechen Sie mit Inrem Provider.

Hindi - f§<t - &9 < afg sy fédl aiard &, 1 s fore :3[ew | Tgridr Sarg
IUA Bl 8 | FAH URSU H TP RI g B3 & ol Sugad Tgrad Jreq 3R Jand
1t - ITARI B 1 1-800-559-3500 (TTY: 711) TR BIc B T 3T FETdT I 1 B |”
Japanese - HARZE - i3 BAREZFFESINSGE. BHOEEXEY—EXZITFAL
EEFES 7022 TILGELDFIRATES LB ESINL) LR X TRBLZIRH T 51
O DBEUEHMIIEO Y —EXLEH TITRIALFZFF T, 1-800-559-3500

(TTY: 71 EFTHEFEZEV, Fz(E. SHADBEFICTHRZSLY,

Farsi

@l

9 LSS uizmad I 1,8 lak i o okl b Alaizn Oleds (S s Cusuo 0OL) Qajfa)\gjf\ g5
oyl b b2 9390 OBl Hglods ¢ yujiuwd LB Slac B js wledol a5l ($lp awlin Bluitan wlods
S s 395 o)l b b &S oled (711 1eeBals) 1-800-559-3500

Russian - PYCCKWI - BHUMAHMWE: Ecav Bbl rOBOPUTE Ha PYCCKMI, BaM AOCTYMHbI
HecnaaTHble yCayrn A3bIKOBOM NoaaepKK1. COOTBETCTBYHOLLME BCIOMOraTe /ibHble CpeAcTBa U
YyCNyrn No NpeaocTaBAeHM0 MHPOPMaLLMK B AOCTYMHbIX GOpMaTax TakxKe NpeaoCcTaBAA0TCA
b6ecnnatHo. Mo3BoHUTe no TenedoHy 1-800-559-3500 (TTY: 711) nnmn obpaTtutech K cBoemy
MOCTaBLUMKY YCAYT.

Telugu = BN - PSEPS0: QB BENH STEFRSB, B B 2o DD
0550 @902023¢NES” BOETON. ASFPEID BANHE TPT*EOS’ HSPTTTR))
©0BO0NE 8 BAD JIFFANE DTFASTEN $DBAN I S°C SO
290802ENES” GOEFON. 1-800-559-3500 (TTY: 711)8 S TONOS Sz 0
@'@Cé&%s N aTele)

Portuguese - ATENCAO: Se vocé fala [inserir idioma], servigos gratuitos de
assisténcia linguistica estdo disponiveis para vocé. Auxilios e servigos
auxiliares apropriados para fornecer informagdes em formatos acessiveis
também estdo disponiveis gratuitamente. Ligue para 1-800-559-3500
(TTY: 711) ou fale com seu provedor..



