Employee application Quartz®
Wisconsin groups

Please complete entire form in BLACK INK

2650 Novation Parkway - Fitchburg, Wi 53713-3399
(800) 362-3310 - Fax (608) 643-2564
QuartzBenefits.com

I. Employee information (Please do not use abbreviations or nicknames on this application)

Employee’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.) — —

Street address Apt. # | City State |ZIP code County
Mailing address (if different) City State |ZIP code County
Date of birth Sex Marital status Primary phone number ( )
(mm/dd/yyyy) O Male Osingle 0O Divorced

OFemale |OMarried (date: [/ )
Y R O Domestic partnership (date: [ [ )
Height/Weight Email

Language (preferred spoken and written). Race (defined as a person’s identification with one | Ethnicity (refers to shared cultural
Please check one: or more social groups). Please select all that apply: |characteristics such as language,

Ol English . . . ancestry, practices, and beliefs. For this
O Spanish - Anjerlcqn Indian or Alaska Native application, ethnicity is broken out into
[ Hmong 0 Asian . . two categories: Hispanic or Latino and
7 German 0 Black or African American Not Hispanic or Latino). Please check
B chi O Native Hawaiian or Pacific Islander one:
inese .
; ; 0 White [T Hispanic or Latino
[1 American Sign Language .
E Other 9 gtae 0 Declines to answer [ Not Hispanic or Latino
. 0O Unavailable i
(please specify) [0 Declines to answer

7 Unavailable

Plan: [§ HMO [E/POS [EPPO

Type of coverage O Employee 0O Employee and spouse/partner in civil union 0O Employee and children O Family

O 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/domestic partner/children.

Primary care clinic name Primary care clinic city

Il. Employer information

Requested effective date of coverage / /

Date employed / / Hours employee works per week on average

Employment status: [JActive [ORetired [1Leave of absence
[T COBRA/Continuation effective date / /

COBRA Reason: [JEnd of employment [ Death of employee O Entitlement to medicare
O Reduction in hours of employment [ Divorce or legal separation [T Loss of dependent child status

Name of employer group
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. 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.) — —

Does dependent live at the same address asyou? [dYes [ONo If No list address:

Mailing address

Apt. # City State ZIP code County
Relationship to you Date of birth (mm/dd/yyyy) Sex [OMale
/ / MFemale

Primary care clinic name Primary care clinic city
Language (preferred spoken and written). | Race (defined as a person’s identification with one | Ethnicity (refers to shared cultural
Please check one: or more social groups). Please select all that apply: | characteristics such as language,

O English . . . ancestry, practices, and beliefs. For this

[7 Spanish o Amerlcon Indian or Alaska Native application, ethnicity is broken out into

1 Hmong O Asian . . two categories: Hispanic or Latino and Not

H German O Black or African American Hispanic or Latino). Please check one:

. O Native Hawaiian or Pacific Islander . . .

O Chinese 0 White [T Hispanic or Latino

O American Sign Language 0 Declines to answer 7 Not HISthIC or Latino

[T Other 0 Unavailable O Declines to answer

(please specify) [J Unavailable

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.) — —

Does dependent live at the same address asyou? OYes ONo If No list address:

Mailing address

Apt. # City State ZIP code County
Relationship to you Date of birth (mm/dd/yyyy) Sex [OMale
/ / 2 Female

Primary care clinic name Primary care clinic city
Language (preferred spoken and written). | Race (defined as a person’s identification with one | Ethnicity (refers to shared cultural
Please check one: or more social groups). Please select all that apply: | characteristics such as language,

[T English . . . ancestry, practices, and beliefs. For this

I7 Spanish o Amerlcon Indian or Alaska Native application, ethnicity is broken out into

7 Hmong 0 Asian . . two categories: Hispanic or Latino and Not

H Germon O Black or African American Hispanic or Latino). Please check one:

. O Native Hawaiian or Pacific Islander . . .

[0 Chinese O White O Hispanic or Latino

[T American Sign Language O Declines to answer O Not HISthIC or Latino

[ Other O Unavailable O Declines to answer

(please specify) [J Unavailable
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. 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.) — —

Does dependent live at the same address asyou? OYes ONo If No list address:

Mailing address

Apt. # City State ZIP code County
Relationship to you Date of birth (mm/dd/yyyy) Sex [OMale
/ / MMFemale

Primary care clinic name Primary care clinic city
Language (preferred spoken and written). | Race (defined as a person’s identification with one | Ethnicity (refers to shared cultural
Please check one: or more social groups). Please select all that apply: | characteristics such as language,

O English . . . ancestry, practices, and beliefs. For this

7 Spanish o Amerlcon Indian or Alaska Native application, ethnicity is broken out into

FT Hmong O Asian . . two categories: Hispanic or Latino and Not

[7 German O Black or African American Hispanic or Latino). Please check one:

. O Native Hawaiian or Pacific Islander . . .

O Chinese 0 White [ Hispanic or Latino

[ American Sign Language O Declines to answer & Not HISthIC or Latino

O Other O Unavailable IO Declines to answer

(please specify) O Unavailable

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.) — —

Does dependent live at the same address asyou? OYes ONo If No list address:

Mailing address

Apt. # City State ZIP code County
Relationship to you Date of birth (mm/dd/yyyy) Sex [OMale
/ / [OFemale

Primary care clinic name Primary care clinic city
Language (preferred spoken and written). | Race (defined as a person’s identification with one | Ethnicity (refers to shared cultural
Please check one: or more social groups). Please select all that apply: | characteristics such as language,

[T English . . . ancestry, practices, and beliefs. For this

7 Spanish o Amerlcon Indian or Alaska Native application, ethnicity is broken out into

7 Hmong 0 Asian . . two categories: Hispanic or Latino and Not

0J German O Black or African American Hispanic or Latino). Please check one:

. O Native Hawaiian or Pacific Islander . . .

O Chinese 0 White [T Hispanic or Latino

O American Sign Language 0 Declines to answer O Not Hispanic or Latino

[ Other O Unavailable [T Declines to answer

(please specify) [T Unavailable
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. 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.) — —

Does dependent live at the same address asyou? OYes ONo If No list address:

Mailing address

Apt. # City State ZIP code County
Relationship to you Date of birth (mm/dd/yyyy) Sex [OMale
/ / MFemale

Primary care clinic name Primary care clinic city
Language (preferred spoken and written). | Race (defined as a person’s identification with one | Ethnicity (refers to shared cultural
Please check one: or more social groups). Please select all that apply: | characteristics such as language,

O English . . . ancestry, practices, and beliefs. For this

I7 Spanish o Amerlccn Indian or Alaska Native application, ethnicity is broken out into

[J Hmong O Asian . . two categories: Hispanic or Latino and Not

0 German O Black or African American Hispanic or Latino). Please check one:

. O Native Hawaiian or Pacific Islander . . .

O Chinese 0 White & Hispanic or Latino

O American Sign Language O Declines to answer 0 Not Hlsponlc or Latino

O Other 0 Unavailable [0 Declines to answer

(please specify) 7 Unavailable

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.) — —

Does dependent live at the same address asyou? OYes ONo If No list address:

Mailing address

Apt. # City State ZIP code County
Relationship to you Date of birth (mm/dd/yyyy) Sex [TMale
/ / O Female

Primary care clinic name: Primary care clinic city:
Language (preferred spoken and written). | Race (defined as a person’s identification with one | Ethnicity (refers to shared cultural
Please check one: or more social groups). Please select all that apply: | characteristics such as language,

O English . . . ancestry, practices, and beliefs. For this

i . Amerlccn Indian or Alaska Native application, ethnicity is broken out into

O Spanish O Asian pp Y

7 Hmong . . two categories: Hispanic or Latino and Not

0 German O Black or African American Hispanic or Latino). Please check one:

. O Native Hawaiian or Pacific Islander . . .

O Chinese 0 White O Hispanic or Latino

O American Sign Language O Declines to answer [T Not HISpOhIC or Latino

O Other 0 Unavailable [T Declines to answer

(please specify) [0 Unavailable
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Note: If you are waiving your right to this group coverage, you do not need to complete the General information and medical information.

IV. General information and medical information

1. Have you or any dependent ever been insured by Quartz? O Yes O No

If yes, give subscriber name Dates previously covered by Quartz

2. Will you or any of your dependents continue to have other insurance after the Quartz effective date of this policy? O Yes [ No

If yes, complete the following information:

Name(s) of insured Employer
Insurance company Insurance company phone #
Subscriber # Group #

Effective date of coverage

3. Are you or any family member(s) enrolled in Medicare? OYes [ No

If yes, please answer the following and attach a copy of your Medicare card.

Name Name

Medicare # Medicare #

Effective date, part A Effective date, part A

Effective date, part B Effective date, part B

Effective date, part C (Medicare advantage) Effective date, part C (Medicare advantage)
Effective date, part D Effective date, part D

Reason for Medicare: [ Age 65 [ Disability [ End stage renal disease [ Disability and ESRD

4. Are you or any dependent now disabled or unable to perform normal activities? O Yes O No

If yes, name of person Type of disability Date of disability
5. Have you or any dependent incurred health claims in excess of $5,000 during the last 24 months? [ Yes [ No

If yes, name of person Reason

6. Within the last 24 months have you or any dependent listed above consulted about, received treatment for or been diagnosed with:
cancer, stroke, diabetes, heart condition (including hypertension), vascular disease, behavioral health (mental, anxiety or emotional
disorder), muscular or systemic disease (such as arthritis or Iupus), alcohol or drug use, liver, kidney, lung (such as COPD or asthma)
or intestinal disorder? [ Yes [ No
If yes, please explain on a separate sheet of paper and attach to this form. (You do not need to report genetic tests or test results.)

7. Have you ever been diagnosed by a member of the medical profession as having an immune system disorder, AIDS or ARC?

O Yes O No
(You do not need to report HIV test results.)
8. Are you or any dependents currently taking any medications? [ Yes O No

If yes, please list the medications

9. Are you or is any dependent listed above pregnant? [ Yes [ No

If yes, name(s) Pregnancy due date

10. Have you or has any listed dependent scheduled or had any surgeries in the last 12 months? O Yes [ No
Have you or has any listed dependent been hospitalized in the last 12 months? O Yes [ No

Reason for hospitalization or surgery

11. Are you or any dependents listed above involved in a Workers Compensation case? O Yes [ No

If yes, indicate family member involved and start date/accident date

Insurance company name
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| 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.

I 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.

I 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.

I 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.

Applicant’s signature: Date

V. Waiver of group coverage

I hereby elect not to apply for group health plan coverage. | hereby waive group health plan coverage for:
OMyself O Spouse/Domestic partner O Children or other eligible dependents

Reason for waiving coverage:
o I/we will be covered under another health benefit plan that is not sponsored by my employer.

o Name of insurance co.:

O 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 Enroliment Rights. If circumstances in the Notice of Special Enroliment Rights do
not apply then me and/or the persons listed above may be able to apply for coverage at open enroliment, if my employer has an open
enrollment period.

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

Applicant’s signature: Date

NOTICE OF SPECIAL ENROLLMENT RIGHTS

If you are declining enroliment for yourself or your dependents (including your spouse or domestic partner) 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
enrollment 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 or domestic partner, birth, adoption, or placement for adoption, you may be
able to enroll yourself and your dependents. However, you must request enroliment within 31 days after the marriage or domestic partnership,
or within 60 days of the birth, adoption, or placement for adoption.
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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 -

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

« 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 informacién importante. Este aviso
contiene informacidon importante acerca de su solicitud o cobertura
a través de Quartz. Preste atencidn 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 informacién

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 ndp hodc hgp dong
bado hiém qua chuong trinh Quartz. Xin xem ngay then chét trong
théng bdo nay. Quy vi ¢é thé phai thuc hién theo théng béo ding
trong thai han dé duy tri bdo hiém siic khde hodc dugc trg trip
thém v& chi phi. Quy vi cé quyén dudc biét théng tin nay va dudc trg
gitip b&ng ngdn ngif cila minh mién phi. Xin goi s6 (800) 362-3310.
TTY /TDD: 711/ (800) 877-8973.

QA00172 (1022)

Chinese - 2B/ EAEZH R ABHELEIEBR Quartz Py
1’ HNPFERRRAEZNENR FEABNPEREENH
HR f@elREE 4T R R0EKIE B2 RTERERTTEN - LUREBTABAGRE
@%P PSRN B E BAREN % ENENEERREMAE
B EHE (800) 362-3310 : 711/ (800) 877-8973.

Russian — HacTosiwee yBeOMNEHNE COAEPXMT BaXHYO nHGOpMaLMIO.
DT0 YyBEAOM/IEHNE COAEPXKMUT BaXKHYO MHGOPMaLMIO O BalleM
3asBIEHUM MU CTPAXOBOM MOKPbITUKM Yepe3 Quartz. MocmoTtpute

Ha K/toYeBble AaTbl B HACTOSALLEM YBEAOMIEHMN. BaM, BO3MOXHO,
noTpebyeTcs NPUHATL MePbI K ONPeaesieHHbIM NPeaesibHbIM CPOKaM
L7151 COXPAHEHUS CTPAXOBOroO NOKPLITUS WIM MOMOLLM C PaCXo4aMu.

Bbl uMeeTe npaBo Ha 6ecnnaTHoe NosydeHne 3Ton MHGopMaLmmn n
NMOMOLLb Ha BalleM s3blke. 3BOHUTE Mo TenedoHy (800) 362-3310.

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

Laotian — CCQQT)')UﬁzUUD.Ua.UUU)S')E)D

ccagmvswuuv,ua,uvmSvavmono?uswmun ]
MIVOLODI2DIINMEGI Quartz. FENWISLHFIBV

Lon3rSeeagNInsEBLD. VeI HITVABIUEATOIVCOI
U)T)‘)DO2OU)CCDD@DC&)BSJ’)S‘)ZOD‘)DE)DE)B‘_]SZVw‘)t)Q@‘JU)‘)D
& goeciaciverlgsre. m‘muzommlosoeunn ez

@omqoecnpa?mmmaegmwioeucs@m. lnmacs (800)
362 3310. TTY /TDD: 711/ (800) 877 8973.



German - Diese Benachrichtigung enthéalt wichtige Informationen.
Diese Benachrichtigung enthalt wichtige Infermationen bezlglich
lhres Antrags auf Krankenversicherungsschutz durch Quartz. Suchen
Sie nach wichtigen Terminen in dieser Benachrichtigung. Sie
kdnnten 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. Gebh 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 Seial dage Saglas Jdo SV s g gy
G Quartz e lishad o Sl Jon dala Claglaa el
b el pad M rliad S e 3 8 et ) 253 e
s Al st e alial Jab (e dliee v ] sal T8 5 d0ins
i gl 538 e Jpnanl 3 Galt lad ISl s sl
e il AT g g i) L saeluddl e §TTY / TDD:
711/ (800) 877-8973 / (800) 362-3310.

French — Cet avis a d'impoitantes informations. Cet avis a d'importantes
informations sur votre demande ou la couverture par l'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 l'aide dans votre langue a aucun colit.
Appelez (800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

Korean — 2 SA|Adl= EQF HE7 EU ASLICEL 5 0| SXIM = 5te]
AlEo]| 2510 22| Quartz2 S8 FHEIR] o 2Et HEE 2ESID
QUELICLE SX| Mol tAlo] Ble UMES Ao tA|2, #5t= A5t

A AHBIRIE AL FASHL BlES HEE7| flsiM Y-S D LntA|
TAIE Fo0oF & 27t US +=USLICL M= ol2E HERI ES8S
H5te A= H|E REGI0| P2 4= = H2|7IRISLICL (800) 3623310
2 MEFHIAIL. TTY / TDD: 711/ (800) 877-8973.

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

Polish — To ogtoszenie zawiera wazne informacje. To ogloszenie zawiera
wazne informacje odnosnie Pafistwa wniosku lub zakresu Swiadczen
poprzez Quartz.Prosimy zwrécic uwage na kluczowe daty zawarte w tym
ogtoszeniu aby nie przekroczyd termindw w przypadku utrzymania polisy
ubezpieczeniowej lub pomocy zwigzanej z kosztami. Macie Panstwo
prawo do bezptatnej informacji we whasnym jezyku. Zadzwoncie pod
(800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

Hindi — S qae & Ageaqut Serery anferer §1 38 e &
Quartz & ST AT HTdee AT hals & aN H Hged Ul SHTeThrT
AT & | 8 G 7 AGeaI0T AT B ST oF 76T | FATELT
Tl S Te I T A A & ferv AR T I IRIET o
FILETS el A & | TR I 3T srT #, foyar st efeen 6
T SATARRT T TERaT S arer o 3ifE &1 (800) 362-3310.
TTY /TDD: 711/ (800) 877 -8973 9T FleT L |

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

Somali — FIIRO GAAR AH: Haddlii aad ku hadashid af Socmaali,
adeegyada caawimada luugada, ayaa waxaa laguugu siinayaa
bilaash, waa laguu heli karaa. 1-800-362-3310
(TTY:1-800-877-8973) bilbilaa.

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

(800) 262-3310. TTY / TDD: 711/ (800) 877-8973.

Amharic - TAFOF: P0G RIE KTICT P PFCTHI° AC/F LCE-PFE MR ALAUPT THOE+PA: OL “LhtA-
&TC LLMO+ (800) 362-3310. (NI ATAGHFM®-: 711 / (800) 877-8973 ).
Karen — UHapiohaot- sefodit eopd offimdd, s015] offmodiaencn meobopbeotior §omdtmbaysScdi. of: (B0O0) 362-3310.TTY / TDD: 711/ (B00) 877-8973.

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

e GRsgmSunw Manig!, whdswidgsennn ENUEsARNN SAoESUNUUTLAY G g

Serbocroatian - OBAVIESTENIE: Ako govorite srpskohrvatski, usluge jezigke pomoéi dostupne su vam besplatno. Nazovite
(800) 362-3310 TTY- Telefon za osobe sa ostecenim govorom ili sluhom: 711 / (800) 877-8973.

Thai — 138U a1 Aakg M InaaadInsn 1oy 3nseandanienislan 3 Tns (800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

Gujarati - Yaoll: B R yesaicll elletdt 8, dl Flrges eunt dstal Aeltzdl il HE Gucie 8, 8ol 82 (800) 362-3310.

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

Jls.uﬁuh”imauymﬁhhédhéuh‘)ﬁt?ﬁ)ﬁ "U:‘:‘CI“"J'.‘JJ,)“?J;‘ ol A
(800) 362-3310. TTY / TDD: 711 / (800) 877-8973. WS

Urdu -

ltalian — ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero
(800) 362-3310. TTY / TDD: 711/(800) 877-8973.

Greek — [MPOZOXH: Av IAGTE ENANVIKG, OTR BIGBECH] 0OC BPICKOVTAl UTTNRETIES YAITTIKNAS UTTOOTIARIENG, O OTTOIEC TTAPEXOVTA
Bwpedv. KaAEaTe (800) 362-3310. TTY / TDD: 711/ (800) 877-8973.
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