Minnesota Employer
Group Application Q,uartz

O New Group
Offered by Quartz Health Plan MN Corporation.

O Renewing Group / Change* 2650 Novation Pkwy - Fitchburg, Wi 53713
(800) 362-3310 - Fax (608) 643-2564
QuartzBenefits.com

You, the Employer and Policyholder, wish to establish and sponsor an Employee Benefit Plan, the terms of which are set forth
in the applicable Quartz policy. You understand and agree that the Policyholder is not an insurer with respect to paying claims
for benefits under the policy. Quartz has the discretion to interpret policy terms, make decisions regarding eligibility and resolve
factual questions. For you to remain eligible under the policy, the following participation requirements must be maintained.
If you fail to meet participation requirements, Quartz will terminate your coverage under the policy. Other termination
provisions are stated in the policy.

INSURANCE COVERAGE WILL NOT BE EFFECTIVE UNTIL WE APPROVE THE GROUP APPLICATION IN WRITING.
We have the right to decline coverage only if the Group does not meet participation or contribution requirements listed
below. These requirements are not applicable for small employer group applications received between November 15 —
December 15. These requirements are not applicable for large employer groups making an initial application for coverage.

When considering participation levels, we do not count as “eligible employees” those employees who have other coverage
that is qualifying coverage. Qualifying coverage includes Medicare, Medicaid or other group coverage with benefits similar
to those being applied for. An individual plan may be qualifying coverage if it has been in force for at least one (1) year.
Note: The following limits will be strictly enforced.

Eligible Employees Participating Employees
2-4 1
5-6 3
7 4
8-9 5
10 6
1+ 70%

Quartz may terminate coverage if participation falls below the minimum requirements. UNDER NO CIRCUMSTANCES
SHOULD YOU CANCEL YOUR PRESENT GROUP INSURANCE COVERAGE WITHOUT PRIOR WRITTEN NOTICE OF
APPROVAL BY QUARTZ.

* If an existing Group changes any information contained within this document, for example: legal name, probationary period, benefits,
contribution amount, etc., the Group must complete Sections A, B, C, D, E and F of a new Employer Group Application and send it to Quartz.
Benefit changes must be submitted to Quartz at least 30 days prior to an existing Group’s anniversary date in order for the changes to be

effective on the anniversary date.

QAO0491GMN (0423)



Section A — General Employer Information

1.

Exact Legal Name of Employer Group (Policyholder):

Federal Tax ID: Name of d / b / a (doing business as):
2. | Mailing Address: City: State: Zip Code:
3. | County of primary location within the Quartz service area: Phone Number: ( )
4. | Control Group, if any:

Control Group Federal Tax ID: Number of employees at Control Group including all subsidiaries:
5. | Is this group affiliated with any other group? [ Yes [ No Ifso, is the other group insured by Quartz? [1 Yes [ No

If Yes, Name of Group(s):

Do you want coverage for any subsidiaries? [1Yes [l No

a. If Yes, give legal name, Tax ID, and address of each:

b. If No, give legal name, Tax ID, and address of each affiliate not included and identify number of employees and insurance carrier for each:
6. | Is your company a municipality? [ Yes [ No
7. | Employer Group Contact Name:

Phone: ( ) Email*:

*Please note that there is a billing charge if you do not provide an email address for electronic billing.

For Groups with 50 or fewer employees:

Quartz Benefit Plan Name(s):

Section B — Plan Selection

1

Please write in the plan name exactly how it appears on the rate sheet.

Section C — Plan Information

First of the month following: [Jodays [130days [J60days
OR
Immediately following: [dodays [d30days [160days [190days

1. | Requested effective date: (COVERAGE IS NOT EFFECTIVE UNTIL WE NOTIFY YOU IN WRITING)
2. | Hourly Requirement: [ 30 hours (Default)y [ 20 hours
3. | Do you currently have any former employees who have elected coverage and are covered under COBRA or state continuation? dYes [ONo
If Yes, indicate names of individuals and their expiration dates:
4. | If your company is exempt from state workers’ compensation requirements, check here: [
5. | Percent of medical insurance premium paid by Employer: Single: % (Minimum Requirement for Small Groups is 50%) Family: %
6. | Are you requesting a Health Reimbursement Account? [ Yes [ No If yes, name of vendor:
7. | Probationary Period for new employees (May not exceed 90 calendar days)
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8. | Is the probationary period the same as listed in question 7 for employees in the following situations:
(applicant must meet group’s probationary period first before these provisions apply)

Changing from Part-time to Full-time: [dYes [INo Ifno, please explain eligibility guidelines:

Return from leave of absence within 12 months: [1 Yes [ No If no, please explain eligibility guidelines:

Return from layoff within 12 months:: [dYes [INo Ifno, please explain eligibility guidelines:

Rehire within 6 months: [dYes [INo Ifno, please explain eligibility guidelines:

Would you like the probationary period waived for initial enrollment? [ Yes [ No

ONLY FOR GROUPS WITH MORE THAN 50 TOTAL EMPLOYEES

9. | Is this coverage part of a union negotiated agreement? [ Yes [ No If Yes, Next Union Contract Review Date: (Month / Day / Year)

10. | Nature of Business:

11. | How long has your company been in business?

12. | Are you applying for replacement of your current group medical coverage? [JYes [J No If Yes, you must furnish the following information:

Name of current group carrier: Original effective date: Attach your most recent billing statement.

13. | Probationary Period for rehires within 13 weeks (this Affordable Care Act ‘pay or play’ provision only applies to groups with more than 50 total employees):
[ Effective date of rehire [ Effective first of the month following rehire
* The employee termination date will be the first of the month following the date of termination.

14 | Do you have variable hour employees? OYes [ONo
If yes, please explain eligibility guidelines:

15. | Are you requesting domestic partner coverage? [1Yes [ No

Section D — Retired Employees

If you want to provide medical benefits to retired employees, please give attained age and years of service for retiree class eligibility. A retiree class will be
considered only if you have 20 or more employees enrolled for medical coverage. Medical benefits will be effective for retirees if approved by Quartz.

[ Please attach a copy of your eligibility requirements for retiree coverage.

Indicate names of individuals:

Section E — Agent / Agency Information

[] Direct Sale, skip the Agent of Record Information. Don’t forget to sign the application.

[ Agency Sale, please complete the Agent of Record Information. Don’t forget to sign the application.

AGENT OF RECORD (Agent / Agency to receive commissions)

National Producer Number (NPN): Agency Name: Phone Number: ( )

You, the agent, certify that you have met with the Employer submitting this Application and that you have fully explained its contents.
You have discussed coverage, eligibility, late enrollee delayed effective date, the effect of misrepresentations and terminations provisions.

Dated: Agent’s Name:
(Month / Day / Year) (Please Print)
Agent’s Signature:

w

QAO0491GMN (0423)



Section F — Employer Agreement

Insurance coverage is not in effect unless and until you receive written notification from Quartz. UNDER NO CIRCUMSTANCES SHOULD YOU CANCEL YOUR
PRESENT GROUP INSURANCE COVERAGE UNTIL YOU RECEIVE PRIOR WRITTEN NOTICE OF APPROVAL FROM QUARTZ.

If the Employer fails to pay its first month’s premium within 31 days of its effective date, any claims Quartz paid in reliance of its contract with the Employer
will be revoked.

As an authorized signor for this Employer, | have reviewed the Quartz Proposal and Required Notices, and accept the quoted rates on behalf of this Employer.
| understand that total monthly premiums due are based on the current employee demographic information supplied to Quartz (including, but not limited
to, the number of employees covered and their ages). Changes to this information may increase or decrease the total monthly premium. | understand this
Employer’s payment of first month’s premium binds its Group Master Policy Agreement with Quartz. | further attest and certify that all statements included in
this Application are true and correct to the best of my knowledge.

Dated on: Name:
(Month / Day / Year) (Print Employer Name)
Signature:
(Employer Signature)
Title:

Section G — Certification Required For CMS Section 111 Reporting

Below is a survey to help us determine how to correctly report group size to the Centers for Medicare and Medicaid Services (CMS) under Section 111 of the
Medicare, Medicaid, and SCHIP Extension Act of 2007, and to also determine whether your group is considered a large or small group under Affordable Care Act
regulations. Failure to accurately respond may result in penalties imposed by the federal government.

1. | Is this a Multi-Employer Plan: [ Yes [ No

When two or more employers are sponsors or contributors to a multiple employer plan and at least one of them has 20 or more full and / or part-time employees.
For example, company ABC and company DEF purchase health insurance coverage together under the DEF company name.

2. | Enter the average number of employees working at least 20 hours per week on business days during the preceding calendar year, excluding employees
whose health coverage is determined by a collective bargaining agreement, and excluding individuals working on a temporary, seasonal or substitute basis.
*The number of employees should not include retirees and disabled former employees required to be covered. (include all locations):
*Collective Bargaining Agreement: If the group insured is a collective bargaining unit, only count employees who are part of the collective bargaining
unit. Do not count other employees in the company.

3. | Medicare Secondary Payer provisions apply to employers that have 20 or more full-time and / or part-time employees for each working day in each of 20 or more
calendar weeks in the current or preceding year. When calculating your number of full-time and part-time employees you must use the total number of employees
in your organizational structure including the parent company, subsidiaries, etc.

[J 2 —19 employees [ 20 or more employees

4. | Medicare Secondary Payer disability provisions have a different rule for reporting group size for disabled employees. When calculating your number of full-time and
part-time employees you must use the total number of employees in your organizational structure including the parent company, subsidiaries, etc. Did you employ 100
or more full-time and part-time employees on 50% or more of your regular business days during the previous calendar year?

O ves [ No

The Medicare Secondary Payer regulations as dictated by CMS require you to report any changes in employment during the course of the year that could impact
your employer size determination related to the 20 employees or more requirements described above. In other words, you must notify us when you have had an
increase to a size of 20 or more full-time and part-time employees for 20 or more weeks during the current calendar year.

5. | COBRA applies to employers that employ 20 or more full-time and part-time employees on 50% of the business days during the preceding calendar year.
Part-time employees count as a fraction of a full-time employee and should be counted in this manner.

[d 2 - 19 employees [ 20 or more employees

Certification

| HEREBY CERTIFY that | have read the above statement and to the best of my knowledge and belief, it is a true, correct and complete statement prepared in
accordance with the applicable instructions.

| attest that | have the authority to sign on behalf of the company represented in this survey. | agree that Quartz may use the email addresses provided in this
document to contact the individuals listed in this document.

Signature: Date:
(Officer / Owner or Group Contact’s Signature Required) (Month / Day / Year)

Title:

(Please Print)
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Quartz

Non-Discrimination & Language Access

Quartz is the brand name for a group of companies committed
to your health: Quartz Health Benefit Plans Corporation, Quartz
Health Insurance Corporation, Quartz Health Plan Corporation,
and Quartz Health Plan MN Corporation. These companies are
separate legal entities. In this notice, “we” refers to all Quartz
companies.

For assistance understanding these materials in a language other
than English, call (800) 362-3310, and a Customer Success
representative will assist you. TTY users should call 711 or

(800) 877-8973.

We comply with applicable Federal civil rights laws and do not
discriminate on the basis of race, color, national origin, age,
disability, or sex, including sexual orientation and gender identity.

We provide free aids and services to people with disabilities to

communicate effectively with us, such as —

« Qualified sign language interpreters

¢ Written information in other formats (large print, audio,
accessible electronic formats, other formats)

We provide free language services to people whose primary

language is not English, such as —

¢ Qualified interpreter

« Information written in other languages

If you need these services, contact Customer Success at

(800) 362-3310.

If you believe we failed to provide these services or

discriminated in another way on the basis of race, color,

national origin, age, disability, or sex, including sexual orientation
and gender identity, you can file a grievance with —

Kristie Breunig, Compliance Officer

2650 Novation Parkway

Madison, WI153713

Phone: (800) 362-3310

TTY: 711 or toll-free (800) 877-8973

Fax: (608) 644-3500

Email: AppealsSpecialists@QuartzBenefits.com

You can file a grievance in person or by mail, fax, or email. If
you need help filing a grievance, Kristie Breunig, Compliance
Officer, 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
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

(800) 368-1019; (800) 537-7697 (TDD)

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

Quartz is a Qualified Health Plan issuer in the Health Insurance
Marketplace in certain states. To learn more, visit the Health
Insurance Marketplace at HealthCare.gov.

For help to translate or understand this, please call
(800) 362-3310, TTY: 711/ (800) 877-8973.

Spanish — Este Aviso contiene informacion importante. Este aviso
contiene informacion importante acerca de su solicitud o cobertura
a través de Quartz. Preste atencion a las fechas clave que contiene
este aviso. Es posible que deba tomar alguna medida antes de
determinadas fechas para mantener su cobertura médica o ayuda
con los costos. Usted tiene derecho a recibir esta informacion

y ayuda en su idioma sin costo alguno. Llame al (800) 362-3310.
TTY/TDD: 711/ (800) 877-8973.

Hmong — Tsab ntawv tshaj xo no muaj cov ntshiab lus tseem ceeb.
Tsab ntawv tshaj xo no muaj cov ntsiab lus tseem ceeb txog koj daim
ntawv thov kev pab los yog koj ghov kev pab cuam los ntawm Quartz.
Saib cov caij nyoog los yog tej hnub tseem ceeb uas sau rau hauv daim
ntawv no kom zoo. Tej zaum koj kuj yuav tau ua gee yam uas peb kom
koj ua tsis pub dhau cov caij nyoog uas teev tseg rau hauv daim ntawv
no mas koj thiaj yuav tau txais kev pab cuam kho mob los yog kev pab
them tej nqgi kho mob ntawd. Koj muaj cai kom lawv muab cov ntshiab
lus no uas tau muab sau ua koj hom lus pub dawb rau koj. Hu rau

(800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

Vietnamese — Thong bdo nay cung c8p théng tin quan trong. Théng
bdo nay c6 théng tin quan trong ban vé don ndp hodc hgp déng
bao hiém qua chuong trinh Quartz. Xin xem ngay then chét trong
théng bédo nay. Quy vi cé thé phai thuc hién theo théng béo ding
trong thai han dé duy tri bdo hiém suc khoe hodc dudc trg trip
thém vé chi phi. Quy vi c6 quyén dudc biét théng tin nay va dugc trg
gitip bang ngdn ngti clia minh mién phi. Xin goi s6 (800) 362-3310.
TTY / TDD: 711/ (800) 877-8973.
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Chinese - A BB A EZMNENR ABREMNEEME Quartz At
1’ U RFXREAEZNGR FEABNTEEERNE
HR IRelREE A EREIE BERZ AIERERTTEN > LRI
f???f%? vk B BN B8R BARERN R BLENEERAEMAE
B HEHE (800) 362-3310 : 711/ (800) 877-8973.

Russian — Hacroswee yBegomneHve cogepXut BaXxxHyto nHGopmaumto.
OT0 yBEAOM/IEHNE COAEPXMUT BaXKHY0 MHOPMALMIO O BalLEM
3a9B/I€HNM UK CTPaxXoBOM MOKPbITUM Yepes Quartz. MNocmoTpute

Ha K/I0YeBbIE AaTbl B HACTOSALWEM yBeAOMNEHNW. BaM, BO3MOXHO,
notpebyeTcs NPUHATL MePbl K ONpeaeneHHbIM Npeae/ibHbIM CpoKam
AN COXPaHEHUs CTPaXOBOro MOKPbITUS UAN MOMOLLM C pacxofamu.

Bbl MMeeTe npaBo Ha 6ecnaaTHOe nonyyYyeHne aton nHdopmaumm n
noMoLLb Ha BaleM fA3blke. 3BoHUTE no TenedoHy (800) 362-3310.

TTY / TDD: 711/ (800) 877-8973.

Laotian — cc'-agmvsvoovnanvms'mu

cc@gmua Uuuuauumsmumonu‘lummun )]
mua»aagzegmvmu Quartz. 99NMISLNFIHV
‘anu‘_)ﬁccagmns SLD.1IWBI099cBBIVEATOMIVCO
mmuoZomccnuaUcmasnmlomuauaajﬁavmuaajmﬂm
B goeclisdvanlgane. mmusommlosueuvv ccor
aowaoacm8‘2uwv:10283mvv§osucsam. tnmach (800)
362 3310. TTY/ TDD: 711/ (800) 877 8973.



German — Diese Benachrichtigung enthélt wichtige Informationen.
Diese Benachrichtigung enthalt wichtige Informationen beziiglich
Ihres Antrags auf Krankenversicherungsschutz durch Quartz. Suchen
Sie nach wichtigen Terminen in dieser Benachrichtigung. Sie
kénnten bis zu bestimmten Stichtagen handeln missen, um lhren
Krankenversicherungsschutz oder Hilfe mit den Kosten zu behalten.
Sie haben das Recht, kostenlose Hilfe und Informationen in lhrer
Sprache zu erhalten. Rufen Sie an unter (800) 362-3310. TTY / TDD:
711/ (800) 877-8973.

Pennsylvanian Dutch — Die Bekanntmaching gebt wichdichi
Auskunft. Die Bekanntmaching gebt wichdichi Auskunft baut dei
Application oder Coverage mit Quartz. Geb Acht fer wichdiche
Daadem in die Bekanntmachung. Es iss meeglich, ass du ebbes

duh muscht, an beschtimmde Deadlines, so ass du dei Health
Coverage bhalde kannscht, odder bezaahle helfe kannscht. Du
hoscht es Recht fer die Information un Hilf in deinre eegne Schprooch
griege, un die Hilf koschtet nix. Kannscht du (800) 362-3310 uffrufe.
TTY /TDD: 711/ (800) 877-8973.

Arabic — 13 (el dage Cilaslaa o jlad) 13s (5 iny
syl Quartz e dlighad ol @ldl Jga Aol Cila laa ey
5 el sal ) Ui 8 LS 138 A N )5 e
S Anaal) et e Lliall Jal (e e ne ) gal 1 5 dina
Cilaslaall 38 e Jpuanll b Gl el GRSl b saeLudl)
e el A8S3 gl (50 clind 8 saclual e STTY / TDD:
711/ (800) 877-8973 / (800) 362-3310.

French — Cet avis a d'importantes informations. Cet avis a d'importantes
informations sur votre demande ou la couverture par I'intermédiaire de
Quartz. Rechercher les dates clés dans le présent avis. Vous devrez
peut-étre prendre des mesures par certains délais pour maintenir

votre couverture de santé ou d’aide avec les colts. Vous avez le droit
d’obtenir cette information et de I'aide dans votre langue a aucun co(t.
Appelez (800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

Korean — 2 SX|M0lE S5 HEII 0 YSLICEL F 0] SX|ME= 5t
Ao 2510 32|10 Quartz2 S AHHE|X| off 2tet YEE Zekstn
UELICLE EX|Mo|M SAO0| £l EMES FHOMAIR. 5= 7St
A2 FHHEIX|E AL R XIS L HIES HEst7| leiA LA st Ot LMK
ZX|E FlaHoF & 2Tt g £JASLICE Rote 028 HES =SS
Fotel A2 B8 BEQI0| S 4 = HE|ZIIELICE (800) 362-3310
2 M3I5HMAIR. TTY / TDD: 711/ (800) 877-8973.

Tagalog — Ang Paunawa na ito ay naglalaman ng mahalagang
impormasyon. Ang paunawa na ito ay naglalaman ng mahalagang
impormasyon tungkol sa iyong aplikasyon o pagsakop sa pamamagitan
ng Quartz. Tingnan ang mga mahalagang petsa dito sa paunawa.
Maaring mangailangan ka na magsagawa ng hakbang sa ilang mga
itinakdang panahon upang mapanatili ang iyong pagsakop sa kalusugan
o tulong na walang gastos. May karapatan ka na makakuha ng ganitong
impormasyon at tulong sa iyong wika ng walang gastos. Tumawag sa
(800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

Polish — To ogtoszenie zawiera wazne informacje. To ogtoszenie zawiera
wazne informacje odnosnie Paristwa wniosku lub zakresu swiadczen
poprzez Quartz.Prosimy zwrdcic uwage na kluczowe daty zawarte w tym
ogtoszeniu aby nie przekroczy¢ termindw w przypadku utrzymania polisy
ubezpieczeniowej lub pomocy zwigzanej z kosztami. Macie Paristwo
prawo do bezptatnej informacji we wtasnym jezyku. Zadzworicie pod
(800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

Hindi — & ¥« § Agcaqul A=aRY anffer 81 58 Faa 7
Quartz & FI3 319 3HTdeT IT FHa¥sl & TR H Hgcaqul SATAHNT
AR | 56 GIAT F AgeaqoT AT Y S&eAT o 3ot | T
Fatet TR TG IT T # FHee o foT 3! Fo a3 arar dsh
FHIETS AT ST & | T T 371 AT 3, Forr el ek &
5 SRR 3R TETIAT Y uTet &1 3SR §1 (800) 362-3310.
TTY /TDD: 711/ (800) 877-8973 U &hiel Y|

Albanian — Ky njoftim pé&rmban informacion té réndésishém. Ky njoftim
pérmban informacion té réndésishém pér aplikimin ose mbulimin tuaj
népérmjet Quartz. Kontrolloni pér data té réndésishme né kété njoftim.
Mund t’ju duhet t& ndérmerrni veprim brenda afatave té caktuara pér té
mbajtur mbulimin tuaj shéndetésor ose pér ndihmén me koston. Keni
té drejté ta merrni kété informacion dhe ndihmé falas né gjuhén tuaj.
Telefononi numrin (800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

Somali — FIIRO GAAR AH: Haddii aad ku hadashid af Soomaali,
adeegyada caawimada luugada, ayaa waxaa laguugu siinayaa
bilaash, waa laguu heli karaa. 1-800-362-3310

(TTY: 1-800-877-8973) bilbilaa.

Cushite — Oroomiffa XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa

(800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

Amharic — 4O PULET KR NICTE P RO ACAS BT 1R AT HISETA: 0 TLhrhe-
$TC LL@ - (800) 382-3310, (FNTHF APASTTE: 711 / (800) B7T-B073).
Karen — n\-‘-:-.huf-::'-‘-:'n:— J-..:;ﬁ"sk‘ -—-j ""j" Erida g JJ\" FoHnEe e e g 5:‘\-‘.'.-“\-'-‘._ 25, of (BO0) 63310 TTY S TOD: 711 J{BO A7 7-8473

Mon-Khmer, Cambodian —
B0 3E2-FZF10LTTY 7 TDD: F11 7 (BOO} BY7-BEBTA.

(el ssiemngene Fanlgl, wahdiaigrenen ehuandafesoyn SacunaeimnsTyem G ganig

Serbocroatian —- OBAVJESTENIJE: Ako govorite srpskohrvatski, usluge jezi¢ke pomoéi dostupne su vam besplatno. Nazovite
(800) 362-3310 TTY- Telefon za osobe sa oste¢enim govorom ili sluhom: 711 / (800) 877-8973.

Thai — Bau: 01 Aoy A InsamENIsalay Sn15anomdantnislan § s (800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

Gujarati —

Iy £ 100 711 4 (BOO) BF7-BOTE

Yo W il wanedl slloon #, Gl Bigos s upy Aol ALz EiE Suse & §e sdl (BDO) 362-3310.

Urdu -

S Gy e e e et S aae 8 0 8 B g e sl 81 A

BO0) 382-32310, TTY / TDD: 711 7 (800) B77-8972. Wb

Italian — ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero

(800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

Greek — [NTPOZOXH: Av pIAaTe eAANVIKA, aTn 8100e0T) 00g BpigkovTal UTTNPETiIEG YAWOTIKNG UTTOTTHPIENG, Ol OTTOIEG TTAPEXOVTAI

Owpeav. KaAeaTe (800) 362-3310. TTY / TDD: 711/ (800) 877-8973.
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