Employee Application Q'uartz
Minnesota Groups

. . Offered by Quartz Health Plan MN Corporation.
Please Complete Entire Form in BLACK INK

2650 Novation Pkwy « Fitchburg, WI 53713
(800) 362-3310 - Fax (608) 643-2564
QuartzBenefits.com

I. EMPLOYEE INFORMATION (Please do not use abbreviations or nicknames on this application)

] New Last Name First Name Ml
[1 Change

Social Security Number or Tax ID Number
(SSN/ TIN is required for IRS tax reporting regarding your health plan.
It does not have any impact on your application or enrollment.) — —

Street Address Apt. # | City State Zip Code County
Mailing Address (if different) City State Zip Code County
Date of Birth mm/dasyyy) | Sex Marital Status [ Single [ Divorced
/ / LI Male [1 Married (date: / / )
1 Female
1 Domestic Partnership (date: / / )
Primary Phone # Email Address: Primary Care Clinic Name
( ) Primary Care Clinic City
Language. Preferred spoken and written. Race. Defined as a person’s identification Ethnicity. Refers to shared cultural
Please check one: with one or more social groups. characteristics such as language, ancestry,
O English Please select all that apply: practices, and beliefs. For this application,
0 Spanish O American Indian or Alaska Native Ethnicity is broken out into two categories:
O Hmong O Asian Hispanic or Latino and Not Hispanic or Latino.
0O German O Black or African American Please check one:
O Chinese O Native Hawaiian or Pacific Islander O Hispanic or Latino
0O American Sign Language O White O Not Hispanic or Latino
0 Other O Declines to answer O Declines to answer
(please specify) O Unavailable O Unavailable
Plan Requested: [1HMO 1 POS L1 PPO
Group Number: Group Number: Group Number:
Type of Coverage: []Employee 1 Employee and Spouse ] Employee and Child(ren) 1 Family

1 WAIVING COVERAGE (skip to section V. Waiver of Group Coverage)
If married and only selecting coverage for yourself, please complete section V. for your spouse / children.

Reason for Enrollment: (check appropriate box)

O New Hire 0O Add / Delete Dependents 0O Name Change / Address Change / PCP
O Loss of Other Coverage* 0O Part-Time to Full-Time Employment or NP Change
0 Open Enrollment (date of change: / / ) O Transfer to Retiree Segment
O Marriage (date: / / ) 0 COBRA / State Continuation O Transfer to Disability Segment
O Domestic Partnership (date: __ / /) O Rehire (date: / / ) O Other
0O Birth (date: / / ) 0O Return from layoff
0O Adoption / Placement for Adoption (date: / / )
(date: / / )

*By checking the box you are confirming your loss of other coverage entitles you to a Special Enroliment Period.

Il. EMPLOYER INFORMATION
Name of Employer Group: Date Employed: Weekly Hours: Requested Effective Date:

/ / / /

Employment Status: [ Active []Retired [JLOA
[1 COBRA / Continuation Effective Date / /

COBRA Reason: [ End of Employment [ Death of Employee L] Entitlement to Medicare
1 Reduction in Hours of Employment [ Divorce or Legal Separation [ Loss of Dependent Child Status
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I1l. DEPENDENT INFORMATION - Please list all other members to be covered:

Dependent’s Last Name First Name Ml

Social Security Number or Tax ID Number
(SSN/ TIN is required for IRS tax reporting regarding your health plan.
It does not have any impact on your application or enroliment.) — —

Does Dependent live at the same address asyou? [1lYes [INo If No list address:

Mailing Address

Apt. # City State Zip Code County
Relationship to you Date of Birth mm/ddsyyy) Sex [1Male Primary Care Clinic Name
/ / [JFemale | Primary Care Clinic City
Language. Preferred spoken and written. Race. Defined as a person’s identification Ethnicity. Refers to shared cultural
Please check one: with one or more social groups. characteristics such as language, ancestry,
O English Please select all that apply: practices, and beliefs. For this application,
O Spanish O American Indian or Alaska Native Ethnicity is broken out into two categories:
0 Hmong 0 Asian ) ) Hispanic or Latino and Not Hispanic or Latino.
O Geyman m} Blagk or Afrlqan Amerlc.a.n Please check one:
O Chinese O Native Hawaiian or Pacific Islander

O Hispanic or Latino

0O American Sign Language O White O Not Hispanic or Latino
0 Other O Declines to answer O Declines to answer
(please specify) O Unavailable O Unavailable

Dependent’s Last Name First Name MI

Social Security Number or Tax ID Number
(SSN/ TIN is required for IRS tax reporting regarding your health plan.
It does not have any impact on your application or enroliment.) —_ —_

Does Dependent live at the same address asyou? [lYes [INo If No list address:

Mailing Address

Apt. # City State Zip Code County
Relationship to you Date of Birth mm/ddsyyy) Sex [1Male Primary Care Clinic Name
/ / [JFemale | Primary Care Clinic City

Language. Preferred spoken and written. Race. Defined as a person’s identification Ethnicity. Refers to shared cultural
Please check one: with one or more social groups. characteristics such as language, ancestry,
O English Please select all that apply: practices, and beliefs. For this application,
O Spanish O American Indian or Alaska Native Ethnicity is broken out into two categories:
0 Hmong 0 Asian ) ) Hispanic or Latino and Not Hispanic or Latino.
O Geyman ] Blagk or Afrlqan Amerlc.a.n Please check one:
O Chlnese ) O Nat.lve Hawaiian or Pacific Islander O Hispanic or Latino
O American Sign Language O White ; i ;
O Other 0O Declines to answer 0 Not Hispanic or Latino

. ) O Declines to answer
(please specify) O Unavailable O Unavailable

Dependent’s Last Name First Name MI

Social Security Number or Tax ID Number
(SSN / TIN is required for IRS tax reporting regarding your health plan.
It does not have any impact on your application or enroliment.) —_ —_

Does Dependent live at the same address asyou? [1lYes [INo If No list address:

Mailing Address

Apt. # City State Zip Code County
Relationship to you Date of Birth mm/ddsyyy) Sex [1Male Primary Care Clinic Name
/ / [JFemale | Primary Care Clinic City

Language. Preferred spoken and written. Race. Defined as a person’s identification Ethnicity. Refers to shared cultural
Please check one: with one or more social groups. characteristics such as language, ancestry,
O English Please select all that apply: practices, and beliefs. For this application,
O Spanish [} American Indian or Alaska Native Ethnicity is broken out into two categories:
0 Hmong 0 Asian ) ) Hispanic or Latino and Not Hispanic or Latino.
O German O Black or African American Please check one:
O Chinese O Native Hawaiian or Pacific Islander O Hispanic or Latiﬁo
O American Sign Language O White par i ;
O Other O Declines to answer O Not Hispanic or Latino

. ) O Declines to answer
(please specify) O Unavailable O Unavailable
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I1l. DEPENDENT INFORMATION - Please list all other members to be covered:

Dependent’s Last Name First Name Ml

Social Security Number or Tax ID Number
(SSN/ TIN is required for IRS tax reporting regarding your health plan.
It does not have any impact on your application or enroliment.) — —

Does Dependent live at the same address asyou? [1lYes [INo If No list address:

Mailing Address

Apt. # City State Zip Code County
Relationship to you Date of Birth mm/ddsyyy) Sex [1Male Primary Care Clinic Name
/ / [JFemale | Primary Care Clinic City
Language. Preferred spoken and written. Race. Defined as a person’s identification Ethnicity. Refers to shared cultural
Please check one: with one or more social groups. characteristics such as language, ancestry,
O English Please select all that apply: practices, and beliefs. For this application,
O Spanish O American Indian or Alaska Native Ethnicity is broken out into two categories:
0 Hmong 0 Asian ) ) Hispanic or Latino and Not Hispanic or Latino.
O Geyman m} Blagk or Afrlqan Amerlc.a.n Please check one:
O Chinese O Native Hawaiian or Pacific Islander

O Hispanic or Latino

0O American Sign Language O White O Not Hispanic or Latino
0 Other O Declines to answer O Declines to answer
(please specify) O Unavailable O Unavailable

Dependent’s Last Name First Name MI

Social Security Number or Tax ID Number
(SSN/ TIN is required for IRS tax reporting regarding your health plan.
It does not have any impact on your application or enroliment.) —_ —_

Does Dependent live at the same address asyou? [lYes [INo If No list address:

Mailing Address

Apt. # City State Zip Code County
Relationship to you Date of Birth mm/ddsyyy) Sex [1Male Primary Care Clinic Name
/ / [JFemale | Primary Care Clinic City

Language. Preferred spoken and written. Race. Defined as a person’s identification Ethnicity. Refers to shared cultural
Please check one: with one or more social groups. characteristics such as language, ancestry,
O English Please select all that apply: practices, and beliefs. For this application,
O Spanish O American Indian or Alaska Native Ethnicity is broken out into two categories:
0 Hmong 0 Asian ) ) Hispanic or Latino and Not Hispanic or Latino.
O Geyman ] Blagk or Afrlqan Amerlc.a.n Please check one:
O Chlnese ) O Nat.lve Hawaiian or Pacific Islander O Hispanic or Latino
O American Sign Language O White ; i ;
O Other 0O Declines to answer 0 Not Hispanic or Latino

. ) O Declines to answer
(please specify) O Unavailable O Unavailable

Dependent’s Last Name First Name MI

Social Security Number or Tax ID Number
(SSN / TIN is required for IRS tax reporting regarding your health plan.
It does not have any impact on your application or enroliment.) —_ —_

Does Dependent live at the same address asyou? [1lYes [INo If No list address:

Mailing Address

Apt. # City State Zip Code County
Relationship to you Date of Birth mm/ddsyyy) Sex [1Male Primary Care Clinic Name
/ / [JFemale | Primary Care Clinic City

Language. Preferred spoken and written. Race. Defined as a person’s identification Ethnicity. Refers to shared cultural
Please check one: with one or more social groups. characteristics such as language, ancestry,
O English Please select all that apply: practices, and beliefs. For this application,
O Spanish [} American Indian or Alaska Native Ethnicity is broken out into two categories:
0 Hmong 0 Asian ) ) Hispanic or Latino and Not Hispanic or Latino.
O German O Black or African American Please check one:
O Chinese O Native Hawaiian or Pacific Islander O Hispanic or Latiﬁo
O American Sign Language O White par i ;
O Other O Declines to answer O Not Hispanic or Latino

. ) O Declines to answer
(please specify) O Unavailable O Unavailable
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IV. OTHER INSURANCE INFORMATION:

1. Are you or your spouse or child(ren) covered by Medicare (Parts A, B, C,or D)? [lYes [INo
If yes, please list name(s):

Reason for Medicare: ] Age 65 ] Disability ] End Stage Renal Disease [ Disability and ESRD

/ Medicare Beneficiary

Part A Effective Date: / / Part B Effective Date: / o
Identifier (MBI):

Part C Effective Date: / / Part D Effective Date: / /

2. Are you or any dependents listed above involved in a Workers’ Compensation case? [1Yes [1No
If Yes, indicate who is involved and start date / accident date and insurance company name:

3. Will you or any of your dependents continue to have other insurance after the Quartz effective date of this policy? [lYes [INo
If Yes, complete —

Names of those covered under policy Employer
Insurance Company Subscriber # Group #
Effective Date of Coverage Insurance Company Phone #

( )

Termination Date

| acknowledge that | have read and completed the entire Application. If | received assistance in reading or completing this Application, | have
identified the person(s) who assisted me.

| agree that the answers are, to the best of my knowledge and ability, complete and true. | understand that my answers, together with any
supplements or additional pages, are the basis for the certificate or policy that is issued. | agree that no insurance will be effective until the date
specified by the insurance company on the certificate or policy. | understand that any material misstatement or omission relied upon by the
insurer may result in denial of claim and / or rescission of coverage. | further understand that this contract can be voided if within the first 24
months from the date of the policy or certificate it is determined that | or a dependent made an intentional misrepresentation in the application.

| understand that it may be a crime to submit an application or file a claim based on a false or deceptive statement. | further understand it may be
a crime to submit an application that is intended to mislead an insurer or conceal significant information about the applicant.

| understand that | may request a copy of this Application and the notice of the company’s privacy practices. | agree that a photocopy is as
valid as an original. A legible facsimile or electronic signature shall have the same force as the original. | agree that Quartz may use the email
addresses provided in this document to contact the individuals listed in this document.

| understand that enroliment and / or eligibility for benefits may be conditioned upon my willingness to provide written authorization permitting
Quartz to obtain medical records from health care providers who have treated me, my spouse or any dependents applying for coverage under
this application. If medical records are needed, Quartz will provide me with an authorization form.

DENTAL DISCLAIMER

This policy does not include pediatric dental services, which is an essential health benefit under the Affordable Care Act. This dental coverage is
available in the insurance market as a stand-alone dental product. Please contact your insurance carrier, agent, Federally Facilitated Marketplace,
or state-based Health Care Exchange if you wish to purchase pediatric dental coverage or a stand-alone dental product. By signing this
application you are acknowledging this policy does not contain pediatric dental.

Applicant’s Signature: Date

QAO0493GMN (0423) 4



V. WAIVER of GROUP COVERAGE:

| hereby elect not to apply for group health plan coverage. | hereby waive group health plan coverage for:
O Myself ] Spouse [ Children or other eligible dependents

Reason for waiving coverage —

L1 1/ we will be covered under another health benefit plan that is not sponsored by my employer.

Name of Insurance Co.:

[1 Other reason for waiving:

| certify that | have been given the opportunity to apply for the Quartz group health benefit plan coverage for which | am eligible. | decline to
enroll for such coverage as indicated above, on behalf of the persons listed above. | understand that | may be able to obtain coverage at a
later time for reasons listed in the Notice of Special Enrollment Rights. If circumstances in the Notice of Special Enroliment Rights do not apply
then I and / or the persons listed above may be able to apply for coverage at Open Enrollment.

| certify that the information above is, to the best of my knowledge and ability, complete and true.

Applicant’s Signature: Date

If you are electing coverage for yourself, please make sure you sign page 4 of the application.

NOTICE OF SPECIAL ENROLLMENT RIGHTS

If you are declining enroliment for yourself or your dependents (including your spouse) because of other health insurance or group health plan
coverage, you may be able to enroll yourself and your dependents in this plan if you or your dependents lose eligibility for that other coverage (or
if the employer stops contributing towards your or your dependents’ other coverage). However, you must request enroliment within 31 days after
your or your dependents’ other coverage ends (or after the employer stops contributing toward the other coverage). In addition, if you have a new
dependent as a result of marriage, birth, adoption or placement for adoption, you may be able to enroll yourself and your dependents. However,
you must request enrollment within 31 days after the marriage. Payment of back premiums for newborns or newly-adopted children is required
prior to claims payment.
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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 MIN 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 —

o Qualified sign language interpreters

o 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 —

e Qualified interpreter

o 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, WI 53713

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 informacién 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 ngi 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 bao nay cung cap théng tin quan trong. Théng
bdo nay cé théng tin quan trong ban vé don nép hodc hgp dong
bado hiém qua chudng trinh Quartz. Xin xem ngay then chét trong
théng bao nay. Quy vi cé thé phai thuc hién theo théng bao diing
trong thdi han dé duy tr bao hiém suic khde hodc dudc trg trip
thém vé chi phi. Quy vi cé quyén dugc biét thong tin nay va dugc trg
gitip bang ngdn ngii clla minh mién phi. Xin goi s6 (800) 362-3310.
TTY /TDD: 711/(800) 877-8973.

QA00172 (1022)

Chinese - ZBE BB EERE B ABRELIRIES Quartz B
7 U FAKREAEENEE FEABNPEEEENH
HA ROlREB S ERIAE BERZ BlFFERTTEN - (LR BROGE
%T%P BB BEEN %2 ENUEBNEEFIERFEA
B E5E (800) 362-3310 : 711/ (800) 877-8973.

Russian — HacTosiLlee yBegoMneHe CoOaepXnT BaxHY0 MHGopMaLmio.
O7T0 yBeAOM/IEHNE COAEPXKMT BaXHYO MHGOPMaLMIO O BalleM
3a8BIEHNUM UM CTPAXOBOM MOKPbITUM Yepe3 Quartz. NMocmoTtpute

Ha Knto4eBble AaTbl B HACTOsALWEM yBeaoMAeHUN. Bam, BO3MOXHO,
notTpebyeTcsa NPUHATbL MePbl K ONpeAeneHHbIM NpeaenbHbIM Cpokam
[N1S1 COXPaAHEHUSA CTPaXOBOro NMOKPbLITUS MW MOMOLLM C pacxodamu.

Bbl umeeTe npaBo Ha 6ecnatHoe NoyvYeHue aTon MHbopMauun n
NoOMOLLb Ha BalleMm A3bike. 3BoHuTe no TenedoHy (800) 362-3310.

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

Laotian — CC’QjT)')US"UUUl)?.DUU)S‘)OU

cc'agmDsvuuUuauums‘mumonu‘lusvmun )
mna»aegeegmmwm Quartz. 2NMIBSLYTIAD

?DmbﬂSCCQf)T)?DEJvUUD U)‘)DS‘?OQ‘?CUDC’)&QU«C’)UOC’)‘)J)COQ?
U)T)‘)'L)020U)CC‘L)‘L)S‘L)CL:)SST)25‘)2077‘)1)6)1)6)8‘_)32-:1:.)‘)028‘)10‘)1)
U) S}OE)CU)SO‘)DE)')?QQ‘)E) U)‘)D‘USOU)’«T’ZOSUQ.UDD ({8917

ao'wQoecma?umsveegmm?oeocssm. Tumach (800)
362 3310. TTY /TDD: 711/ (800) 877 8973.



German — Diese Benachrichtigung enthalt wichtige Informationen.
Diese Benachrichtigung enthalt wichtige Informationen beztiglich
Ihres Antrags auf Krankenversicherungsschutz durch Quartz. Suchen
Sie nach wichtigen Terminen in dieser Benachrichtigung. Sie
koénnten 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 Ihrer
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 — 138 (el Aage Glaglaa o jlaly) 1 (g ging
¢l Quartz e elishas sl elill J s dala Cila slaa e
ol el oa) G a8 LSy 138 A At N ) il e
Sl Apnal) eidars e Jaliall Jal (e dna die ) gal 88 5 Aiina
il sheall 03 e Jgeanll b all @yl Callill b sae Lol
e dhail 485 g 50 liad Jasacliall 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 co(ts. 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 — = SX|M0il= S2st Y7t S0 JSLILE F 0] EX|M= 75t
AIFoj 25101 12|10 QuartzE St AHHE[X| off 2ret HEE =elstn
AELICLE SKIMOI|IM ti2l0] =l= @MES A2, F5h= Fste
UG AHEX|E ASRRISHALE HIES EEst7| 2lshM 2Eet 27K
ZX|E FlalioF & BRIt AS FAUSLICE F5ts ol2{et Yot =5
Fstel 210{= H| RHEIO0| ¥S 4 = AHEZ7IASLICE (800) 362-3310
2 MSlotAAlR. 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 Panstwa wniosku lub zakresu swiadczen
poprzez Quartz.Prosimy zwrdcic uwage na kluczowe daty zawarte w tym
ogtoszeniu aby nie przekroczyc 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 — 3 FaaT & Agcaqor Sasr) i §1 58 qaemd
Quartz § 33 3T 3TdC AT FHalel & IR H HgcaquT SHefehri
MFAE 8| 8 AT 3 Fgea 0T TGN T GTAT o 8T | T
et ST W 1T # Fee, & [T HT9eh! F& 73 dRIE deh
FHIETS il T & | T I 391 7791 #, 3= ey greeh
Y SATRRY 3R TETIAT &l UTet T 3TTRAPR &1 (800) 362-3310.
TTY / TDD: 711/ (800) 877-8973 WX Fiel Y|

Albanian — Ky njoftim pérmban 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.

Ambharic - MAFOF; 091515 IR ATICT WPt FCTHI° AC8F LCB-PTE MR ALIHPT +HIETPA: OL “LhtA-
®TC LM (800) 362-3310. (PN791 ATASTFD-: 711 / (800) 877-8973).
Karen — 050950800:— §v_s‘imo%1 mgg (T%S&?t)g, §sh§ﬁ (rf{’ﬁmo')ﬁswum1 oomﬁa’#mﬁa_n $ooé1:nr509§.r5c31. o3: (800) 362-3310.TTY / TDD: 711/ (800) 877-8973.

Mon-Khmer, Cambodian —
(800) 362-3310.TTY / TDD: 711 / (800) 877-8973.

s 1WGasgaSunw Mg, runSSwinsman ENWESSASN AHSENSNUUITHAY G g1

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

Thai — 138u: 01 Aang M1 neaudnsalan sn1smamdantenisnlan 3 Tns (800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

Gujarati — YAsll: B AR Al clletctl 8L, Al R:ges el st Al dHRL HR2 Guciod B. glot 3 (800) 362-3310.

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

d&-wg\a&»dw@&h;iédhéd@jﬁcfiﬁcuﬁc"dﬁjaj\afi_)g| BILPY-N
(800) 362-3310. TTY / TDD: 711 / (800) 877-8973. w s

Urdu -

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 — [TIPOZOXH: Av piAdte eAAnvikd, atn 8100 oag BpigkovTal UTTNPETiEG YAWOTIKNG UTTOATHPIENG, Ol OTTOIEG TTAPEXOVTAI
dwpedv. KaAéaTe (800) 362-3310. TTY / TDD: 711/ (800) 877-8973.
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