Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Service

l4|,|, UnitedHealthcare

Coverage Period: 01/01/2025-12/31/2025
Coverage for: Individual/Family | Plan Type: PS1

HSA 80 Plan

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and
n 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, visit avnet.me/spds or call 1-844-518-8072. 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
https://www.cms.gov/CCIO /Resources/Forms-Reports-and-Other-Resources /Downloads /UG-Glossary-508-MM.pdf or call 1-844-518-8072 to request a

copy.

Why This Matters:

What is the overall
deductible?

Are there services
covered before you
meet your deductible?

Are there other
deductibles for specific
services?

What is the out-of-

pocket limit for this
plan?

What is not included in

the out-of-pocket
limit?

Network*: $2,000 Individual / $4,000 Family
Non-Network*: $4,000 Individual / $8,000
Family per calendar year. *Deductibles cross-

apply

Yes. Preventive Care are covered before you
meet your deductible.

No, there are no other deductibles.

For network provider*: $5,000 Individual /

$10,000 Family For out-of-network providers*:

$10,000 Individual / $20,000 Family per
calendar year *Out-of-pockets cross-apply

Premiums, balance-billing charges, health care
this plan doesn’t cover, penalties for failure to
obtain pre-notification for services.

Generally, you must pay all of the costs from providers up to the
deductible amount before this plan begins to pay. If you have other family
members on the policy, the overall family deductible must be met before
the plan begins to pay.

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/

You don’t have to meet deductibles for specific services, but see the chart

starting on page 2 for other costs for services this plan covers.

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.

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

pocket.
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Important Questions

use a network

provider?

Will you pay less if you

Answers

Yes. See www.welcometouhc.com or call 1-
844-518-8072 for a list of network providers.

Why This Matters:

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

No

You can see the specialist you choose without a referral.

to see a specialist?

“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

If you visit a health
care provider’s office

Services You May Need

Primary care visit to treat
an injury or illness

Network Provider
(You will pay the least)

20% coinsurance

' What You Will Pay '
Out-of-Network

Provider

40% coinsurance

(You will pay the most)

Limitations, Exceptions, & Other
Important Information

Virtual visit - In network 20%
coinsurance after deductible by a
Designated Virtual Network Provider.

No virtual visit coverage for out of
network. If you receive services in
addition to office visit, additional copays,

deductibles, or coinsurance may apply.

or clinic

Specialist visit

20% coinsurance

40% coinsurance

None

Preventive

care/screening/
immunization

No charge

Not covered

You may have to pay for services that
aren’t preventive. Ask your provider if
the services needed are preventive. Then
check what your plan will pay for. Not
covered Out of Network

Diagnostic test (x-ray,

20% coinsurance

40% coinsurance

Prior Authorization required out-of-

blood work) network for Sleep Studies.
If you have a test .
;[n};llgl)ng (CT/PET scans, 20% coinsurance 40% coinsurance None
s

905940_01/01/2025_001_092424_111059_AM_R
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Common
Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

Out-of-Network
Provider

Limitations, Exceptions, & Other
Important Information

If you need drugs to
treat your illness or
condition

More information

about prescription

drug coverage is
available at

Retail: Generic $10 copay

(You will pay the most)

www.welcometouhc.

, Brand $25 copay Retail: Not Covered
Select P D
elect Preventive Drugs Mail Order: Genetic §25 None
copay; Brand $62.50 copay
Retail: 20% Coinsurance
after deductible . Retail $75 max per fill up to 30 days;
Retail: C d
Genetic Mail Order: 20% ctall: Not Covered | 01} Order $187.50 max per fill per 90
Coinsurance after days
deductible
Retail: 20% Coinsurance
after deductible
N Retail: Not C d Retail $100 fill 30 days;
Preferred Brand Mail Order: 20% crat ot Lovere ctail $100 max per fill up to e

Coinsurance after

Mail Order $250 max per fill per 90 days

Urgent care

com deductible
Retail: 20% Coinsurance
fter deductibl
4 .er cauctibe Retail: Not Covered Retail $150 max per fill up to 30 days;
Non-Preferred Brand Mail Order: 20% .
) Mail Order $375 max per fill per 90 days
Coinsurance after
deductible
Facility fee (e.g.,
If you have ambulatory surgery 20% coinsurance 40% coinsurance None
outpatient surgery center)
Physician/surgeon fees 20% coinsurance 40% coinsurance None
Emergency room care 20% coinsurance 20% coinsurance None
If you need B dical
immediate medical mergencv‘ medica 20% coinsurance 20% coinsurance None
attention transportation
20% coinsurance 40% coinsurance None

If you have a
hospital stay

Facility fee (e.g., hospital
room)

20% coinsurance

40% coinsurance

Prior Authorization required out-of-
network or $750 penalty applies.

Physician/surgeon fees

20% coinsurance

40% coinsurance

None

905940_01/01/2025_001_092424_111059_AM_R
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What You Will Pay

Common
Medical Event

Out-of-Network |  Limitations, Exceptions, & Other

Provider Important Information
(You will pay the most)

Services You May Need Network Provider
(You will pay the least)

6 EAP sessions per calendar year to all
Avnet Employees; Prior Authorization

required out-of-network for certain
treatments, partial
hospitalization /intensive outpatient

treatment and Intensive Behavioral

If you need mental Outpatient services 20% coinsurance 40% coinsurance Therapy (ABA) or 750 penalty applies.
health, behavioral Cognitive Behavioral Therapy provided
health, or substance by AbleTo is covered at 100% no cost
abuse services share for initial consultation; ongoing

therapeutic treatments are payable at
100% after in Network plan deductible
is satisfied

Prior Authorization required out-of-

Inpatient setvices 20% coinsutrance 40% coinsutrance network for inpatient facility or $750
penalty applies.

Office visits 20% coinsurance 40% coinsurance Prior Authorization required out-of-

Childbirth/delivery 20% coinsurance 40% coinsurance network for Inpatient stays that exceed

professional services normal 48 hours for natural delivery or
96 hours for cesarean or 750.00 penalty

applies. Cost sharing does not apply for
If you are pregnant preventive services. Depending on the

Childbirth/delivery facility 20% coinsurance 40% coinsurance type of service, a copayment,
services coinsurance or deductible may apply.

Maternity care may include tests and
services described elsewhere in the SBC.
(i.e., ultrasound)
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Common
Medical Event

Services You May Need

Network Provider

(You will pay the least)

Out-of-Network
Provider

, What You Will Pay 7

Limitations, Exceptions, & Other
Important Information

Home health care

20% coinsurance

(You will pay the most)

40% coinsurance

Prior Authorization required out-of-
network for Home Health Care for
certain services (skilled nursing by RN or
LPN) or $750 penalty applies.

Rehabilitation services

20% coinsurance

40% coinsurance

None

Habilitation setrvices

Not covered

Not covered

Habilitation Services are not covered.

If you need help
recovering or have

other special health Skilled nursing care

20% coinsurance

40% coinsurance

60 days per calendar year combined In
and Out of network. Non-Network
Prior Authotization required, or $750

needs penalty applies.
Durable medical . . Prior Authorization required out-of-
- 20% coinsurance 40% coinsurance
equipment network for DME over $1,000
Prior Authorization required out-of-
twork bef dmission f
Hospice services 20% coinsurance 40% coinsurance .ne 9r ¢ or.e & mlSSI_OH or. z.m
g inpatient stay in a hospice facility or
$750 penalty applies.
Children’s eye exam No charge Not Covered Out of Network is not covered.
If your child needs Children’s glasses Not covered Not covered Child Glasses are not covered.
dental or eye care i > -
4 C;nldren s dental check Not covered Not covered Child Dental Check-up is not covered
u

Excluded Services & Other Covered Services:

services.)

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded

e Adult routine vision exam (i.e. refraction)
e Cosmetic Surgery
e Dental Care (Adult)

Habilitation Services

Long-term care

Non-emergency care when traveling
outside the U.S.
Weight loss programs

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

e Acupuncture

e Bariatric Surgery

Chiropractic care
Hearing aids

Infertility treatment
Private-duty nursing

905940_01/01/2025_001_092424_111059_AM_R
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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: Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
https://www.dol.gov/ebsa/healthreform. 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: 1-844-518-8072 or visit www.welcometouhc.com or the Employee Benefits Security Administration at 1-
800-444-3272 or www.dol.gov/ebsa/healthreform.

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 FEssential Coverage, you may not be eligible for
the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes
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 (Espafiol): Para obtener asistencia en Espafiol, llame al 1-844-518-8072.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-844-518-8072.

Chinese (H130): ANRFEZE P CAYEED), BHRFTXN S 1-844-518-8072.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-844-518-8072.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:
3 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
Peg is Having a Baby

of costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Mia’s Simple Fracture

(in-network emergency room visit and follow

Managing Joe’s type 2 Diabetes

(a year of routine in-network care of a well-

(9 months of in-network pre-natal care and a

hospital delivery) controlled condition) up care)

B The plan’s overall

B The plan’s overall

B The plan’s overall

2,000 2,000 2,000
deductible $2, deductible $2, deductible $2,
B Specialist coinsurance 20% B Specialist coinsurance 20% B Specialist coinsurance 20%
B . o B . o m . o
! ospital (facility) 20% ! ospital (facility) 20% : ospital (facility) 20%
coinsurance coinsurance coinsurance
B Other coinsurance 20% B Other coinsurance 20% B Other coinsurance 20%

This EXAMPLE event includes services

like:

Specialist office visits (pre-natal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (#/trasounds and blood work)

Specialist visit (anesthesia)

This EXAMPLE event includes services

like:

Primary care physician office visits (znzcluding

disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

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 | | Total Example Cost | $5,600 | | Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $2,000 Deductibles $2,000 Deductibles $2,000
Copayments $0 Copayments $0 Copayments $0
Coinsurance $2,100 Coinsurance $700 Coinsurance $200
What isn’t covered What isn’t covered What isn’t covered

Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $4,160 The total Joe would pay is $2,720 The total Mia would pay is $2,200
| |

The plan would be responsible for the other costs of these EXAMPLE covered services Page 7 of 7




We do not treat members differently because of sex, age, race, color, disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a complaint to the Civil Rights
Coordinator.

Online: UHC Civil Rights@uhc.com
Mail: Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt Lake City, UTAH 84130

You must send the complaint within 60 days of when you found out about it. A decision will be sent to you within 30 days. If you disagree with the
decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free number listed within this Summary of Benefits and Coverage (SBC) , TTY 711, Monday
through Friday, 8 a.m. to 8 p.m.

You can also file a complaint with the U.S. Dept. of Health and Human Services.
Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Complaint forms are available at http:

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)
Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C. 20201

We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or, you can ask for an interpreter. To ask for
help, please call the number contained within this Summary of Benefits and Coverage (SBC) , TTY 711, Monday through Friday, 8 a.m. to 8 p.m.

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a su disposicién. Llame al nimero gratuito que aparece en este
Resumen de Beneficios y Cobertura (Summary of Benefits and Coverage, SBC).

AR | RPN (Chinese) - HMIRERTIREESHIIRTE - BEFT AENFFIRTETE (Summary of Benefits and Coverage, SBC) PSR SRS
BEERRIEH -

XIN LUU Y: Néu quy vi noi tiéng Viét (Vietnamese), quy vi s€ dugc cung cép dich vu tro giup veé ngdn nglr mién phi. Vui long goi sO dién thoai mién
phi ghi trong ban Tém lugc vé quyén 1gi va dai tho bao hiém (Summary of Benefits and Coverage, SBC) nay.



4H: g0 (Korean) 5 AHESHA = 47 2o Al MM 2E F 5= o] &t & AFHTE & g9 2 B4 8 kA (Summary of Benefits and
Coverage, SBC) ©l 71419 F 8135 = H3let4] A L.

PAUNAWA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng tulong sa wika. Pakitawagan ang toll-free na
numerong nakalista sa Buod na ito ng Mga Benepisyo at Saklaw (Summary of Benefits and Coverage o SBC).

BHMMAHWE: 6ecnnaTHble ycnyrn nepeBoaa AOCTYNHbI AN N0AEN, Yelt poaHoM A3bik ABnaeTca pycckom (Russian). Mo3soHWTe no 6ecnaaTHoMy Homepy
TenedoHa, ykasaHHOMy B JaHHOM «O630pe nbroT v nokpbitna» (Summary of Benefits and Coverage, SBC).

Summary of ) &kl 5 U 3all (alie Ja1s 7 saal aall Cislel) o s Jlai¥) oo il dalie duslaall 4 il B3 Lsal) ilast ol ¢(Arabic) domall oo i 13) 14
)3 (Benefits and Coverages SBC

ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab benefisye sevis ki gratis pou ede w nan lang pa w. Tanpri rele nimewo gratis ki nan
Rezime avantaj ak pwoteksyon sa a (Summary of Benefits and Coverage, SBC).

ATTENTION : Si vous parlez frangais (French), des services d’aide linguistique vous sont proposés gratuitement. Veuillez appeler le numéro sans frais
figurant dans ce Sommaire des prestations et de la couverture (Summary of Benefits and Coverage, SBC).

UWAGA: Jezeli méwisz po polsku (Polish), udostepnilismy darmowe ustugi thumacza. Prosimy zadzwoni¢ pod bezplatny numer podany w niniejszym
Zestawieniu $wiadczen i refundaciji (Summary of Benefits and Coverage, SBC).

ATENCAO: Se vocé fala portugués (Portuguese), contate o servico de assisténcia de idiomas gratuito. Ligue para o niimero gratuito listado neste
Resumo de Beneficios e Cobertura (Summary of Benefits and Coverage - SBC).

ATTENZIONE: in caso la lingua patlata sia l'italiano (Italian), sono disponibili servizi di assistenza linguistica gratuiti. Chiamate il numero verde
indicato all'interno di questo Sommario dei Benefit e della Copertura (Summary of Benefits and Coverage, SBC).

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Bitte rufen Sie die in dieser
Zusammenfassung der Leistungen und Kostentibernahmen (Summary of Benefits and Coverage, SBC) angegebene gebithrenfreie Rufnummer an.

EEFHE : BAFE (Japanese) Ziti S5 %6, BEOSHEEY — 22 THHWZT £7,
A TR X OMGHFTOMEZE ] (Summary of Benefits and Coverage, SBC) IZFLd#k ST\ 5 7 U —
S A X TRBEFTH S,



Summary of ) Ui sy 5 Wl je 4adla ool joead 83 GBGI ) i o jlad L Tkl a3l e Lad JLid) 53 98U sk 4s (A el ilead ccad (Farsi) puo® el ) K1 s s
250 (il (Benefits and Coverages SBC

e & e 3T R (Hindi) slefd &, MU $19T HERIAT AT, fA:¢esh 3T g1 8T 3R Haksl (Summary of Benefits and Coverage, SBC)
& 30 AR & M Feliaew el H Ha W Fiel A

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu rau tus xov tooj hu dawb teev muaj nyob ntawm
Tsab Ntawv Nthuav Qhia Cov Txiaj Ntsim Zoo thiab Kev Kam Them Ngi (Summary of Benefits and Coverage, SBC) no.

BRAMUHIENN: Sisynsuntumanigs (Khmer) tuhSgwmaniintusaang fnsanuygn
ABGIRINISTIUSHRIBMIE IHUMSAMSIAN IWGHAUHATINGS Simutii (Summary of Benefits and
Coverage, SBC)i3:“

PAKDAAR: Nu saritaem ti Ilocano (Ilocano), ti serbisyo para ti baddang ti lengguahe nga awanan bayadna, ket sidadaan para kenyam. Maidawat nga
awagan ti awan bayad na nu tawagan nga numero nga nakalista iti uneg na daytoy nga Dagup dagiti Benipisyo ken Pannakasakup (Summary of Benefits and
Coverage, SBC).

DI BAA'AKONINIZIN: Diné (Navajo) bizaad bee yanitti'go, saad bee dka'anida'awo'igif, t'4 jiik'eh, bee na'ah66t'i'. T'aa shoodi Naaltsoos Bee
'Aa'dhayani d66 Bee 'Ak'é'asti' Bee Baa Hane'f (Summary of Benefits and Coverage, SBC) biyi' t'a4 jiik'ehgo béésh bee hane'f bika'igii bee hodfilnih.

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada luqadda, oo bilaash ah, ayaad heli kartaa. Fadlan wac lambarka bilaashka ah ee
ku yaalla Soo-koobitaanka Dheefaha iyo Caymiska (Summary of Benefits and Coverage, SBC).



Members - please keep this Notice with your important coverage documents (e.g., Certificate of
Coverage (COC) or Summary Plan Description (SPD), Summary of Benefits and Coverage (SBC), and
other important materials.

1557 Nondiscrimination and Languages /
Accessibility Notices

The Company complies with applicable civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex (including pregnancy, sexual
orientation, and gender identity). We do not exclude people or treat them less favorably
because of race, color, national origin, age, disability, or sex.

We provide free aids and services to help you communicate with us. You can ask for
interpreters and/or for communications in other languages or formats such as large print. We
also provide reasonable modifications for persons with disabilities.

If you need these services, call the toll-free number on your member ID card. (TTY 711).

If you believe that we failed to provide these services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex, you can send a complaint to the
Civil Rights Coordinator:

Mail: Civil Rights Coordinator
UnitedHealthcare Civil Rights Grievance
P.O. Box 30608
Salt Lake City, UTAH 84130

Email: UHC Civil Rights@uhc.com

If you need help with your complaint, please call the toll-free phone number listed on your ID
card (TTY/RTT 711). We are available Monday through Friday, 8 a.m. to 8 p.m. E.T.

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights:

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

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

Mail: U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201

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

This notice is available at: Lanquage assistance / nondiscrimination notice |
UnitedHealthcare (uhc.com).

UnitedHealthcare’s Nondiscrimination and Languages/Accessibility Notices support the 1557 requirements and do not
constitute medical, legal or tax advice. In addition to federal law, states may have additional or differing requirements. For
questions, contact the number on your ID Card. 11/4/24



ATTENTION: If you speak English, free language assistance services and free
communications in other formats, such as large print, are available to you. Call the toll-free
number on your member identification card.

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia de idiomas y
comunicaciones en otros formatos como letra grande, sin cargo, a su disposicion. Llame al
numero gratuito que figura en su tarjeta de identificacion de miembro.
A ) Zadl) s i€ 13); Adaadla
daail, 3508 Cajaly debdall e oo jal cilipaty dplaall cial el 5 dplaad) 4y galll sacluall cileda @l i g3t ((Arabic)
liald guanll iy e Ay e ¢ saall iladl 85l

MY A TR JISATT (Bengali) FAT (A, OIRCA [[INTYCEAT O T2 ARCIRM G2 76
AV NCOT ST FINCE (NN SIHNNE Gy [TATSCeTs SHNeT & [N STRCTTS

ATENSHUN: Gare kapetal Faluwasch (Carolinian), ye toore paliuwal kapetal Faluwasch lane sew me
sew format, tapil lane fateofat, bwe bwale tepangiyom. Kol yegili nampa la ye toore paliuwal woal kard la
laumw.

ATENSION: Yanggen fifino’ hao Chamoru (Chamorro) guaha setbisio siha para hagu ni’ mandibatdi, i
setbision fino’ pat lengguahi yan fina’uma’espiha gi otro na manera siha taiguihi i para mana’dangkolo i
inemprenta. Agang i dib&tdi na numiru gi katta-mu aidentifikasion membro.

R - IRESRHI (Chinese - Traditional), EAILIERREE S HMRBENRFESEEM
BRAMREER, FRELCHEES N R LELMRAGEEBERE,
Ao « B sl s (I8 cildali ) 5 () SeeS B iledd (i€ o Cusaa (Farsi) (o gl 4 S ida s
A8 el iy e (i IS (555 @ ke GBI 0 sled Ly s L s siad 0 oS Gla
ATTENTION: Si vous parlez francais (French), des services d’assistance linguistique et des

communications dans d’autres formats, notamment en gros caracteres, sont mis a votre disposition
gratuitement. Appelez le numéro gratuit figurant sur votre carte de membre.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Ihnen kostenlose Sprachassistenzdienste
und kostenlose Kommunikation in anderen Formaten, wie zum grof3e Schrift, zur Verfiigung. Rufen
Sie die gebiihrenfreie Nummer auf Ihrer Mitgliedskarte an.

w2 lol W IUL: %) di IRl (Gujarati) Glladl €] dl [dstl R HINISIU HeerU At )] el e
s\Heu (el 4R AUR, BHE U2 (Mo, dHIRLHIR GUasH 8. dHIRL 46 w0u SIS URe
2ld-5l sl U 514 S,

ATANSYON: Si w pale Kreyol Ayisyen (Haitian Creole), gen sevis lang gratis ak kominikasyon nan
10t foma lo disponib, tankou sa ki enprime ak gwo let. Rele nimewo gratis ki sou kat idantifikasyon
manm ou an.

o <€: afd 3y f&Y (Hindi) F1ed €, A 3T T Tt 1T e a1t 3R g Ureal o
o SR, o s g file, Iuasy §1 307 9aw g A W U U TId-1h! ek R Hid B |
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ATTENZIONE: Se parla italiano (Italian), puo usufruire di servizi di assistenza linguistica gratuiti e
comunicazioni gratuite in altri formati, come ad esempio la stampa a caratteri grandi. Chiami il numero
verde riportato sul Suo tesserino identificativo.

FEFIE : BAEE (Japanese) ZFESND5E. BHOEEIEY —ERYL, EAXFRE
tOBKXTOENIZI 2 =r—2 a3 ZTRRANVETEY, [JITEEFECEEL,

AL B0 (Korean) S AHESIAI= 32 F& A0 X[/ MH[AQUY SN S CHE
SALR E oA &F OfAM S 0| 8ot += S LICt 2|’ ID 7HE0]| Lot U= +

Motz 2 Haots] FHAIR.

BAA'AKONINIZIN: Diné (Navajo) saad bee
yanitt'go, t'aa jiik’eh saad bee aka’e’eyeed bee
aka’anida’'wo’i d66 naana tahgo at’éego bee
hadadilyaa bee ahit hane’i, dii nitsaago bee
ak’eda’ashchinigii, naholg. Bee atah nil'ini
ninaaltsoos nitf'izi bee nééhozini baah t'aa
hiik’eh bee hane’i namboo bee hodiilnih.

GEB ACHT: Wann du Deitsch (Pennsylvania Dutch) schwetzscht, Schprooch Helfe mitaus Koscht
un Communications in annere Formats wie groosse Druck iss meeglich. Ruf die koschdelos Nummer
uff dei Member Identification Kaart.

UWAGA: Dla 0s6b moéwiacych po polsku (Polish) dostepne sg bezptatne ustugi pomocy jezykowe;j i
bezptatne komunikaty w innych formatach, takich jak duzy druk. Prosimy zadzwoni¢ pod bezptatny
numer podany na karcie identyfikacyjne;.

ATENCAO: se vocé fala portugués (Portuguese), tem a sua disposi¢ao servigos gratuitos de
assisténcia linguistica e comunicagdes gratuitas em outros formatos, como caracteres grandes. Ligue
para o numero gratuito que se encontra no seu cartdo de identificagdo de membro.

BHUMAHME: Ecnu Bbl roBopuTe Ha pycckoM si3bike (Russian), BaM JOCTYIHBI O€CIUIATHBIE YCIYTH
SI3BIKOBOM MOJIEP’KKU U O€CIUIaTHbIE MaTepHalbl B Ipyrux opMarax, HalpuMmep, HarieyaTaHHbIe
KPYIHBIM 1prdTOM. 3BOHHUTE IO OecIUIaTHOMY HOMepy TenedoHa, yKa3aHHOMY Ha Ballel
UACHTU(DUKAIIMOHHON KapTe yYyacTHUKA.

FA‘AALIGA: Afai e te tautala i le Faa-Samoa (Samoan), o lo‘o avanoa mo oe ‘au‘aunaga fesoasoani
tau gagana e leai se totogi ma feso‘ota‘iga e leai se totogi 1 isi faiga, e pei o lomiga e lapopo‘a
mata‘itusi. Valaau i le numera e leai se totogi i lau kata faailo o le sui auai (ID).

PAUNAWA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng
tulong sa wika at libreng komunikasyon sa ibang mga format, tulad ng malalaking print. Tawagan ang
walang bayad na numero na nasa iyong ID card ng miyembro.

(Blal go i (e Sua s K00 sl ek Gglae (S L) = S gon e o) (Urdu) 9200 Q1 81 1o g
SISy i s 8 i TS GRLS e i gn Sl o Sl (i g 5y e
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LUU Y: Néu quy vi noi Tiéng Viét (Vietnamese), quy vi s& dugc cung cip cac dich vu hd tro ngdn
ngit mién phi va cac phuong tién trao d6i lién lac mién phi & cac dinh dang khac, chang han nhu ban in
chit 16n. Goi dén s6 dién thoai mién phi c6 trén thé nhan dang thanh vién ctia quy vi.
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