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This booklet provides you with a summary of what we cover and your cost-sharing. It doesn't
list every service that we cover or list every limitation or exclusion. To get a complete list of
services we cover, please call us at the number listed on the last page, and ask for the
"Evidence of Coverage"(EOC), or you may access the EOC on our website at
www.healthnet.com/medicare.

You are eligible to enroll in Health Net Ruby (HMO) if:

e You are entitled to Medicare Part A and enrolled in Medicare Part B. Members must
continue to pay their Medicare Part B premium, if not otherwise paid for under Medicaid
or by another third party.

e You permanently reside in the service area of the plan (in other words, your permanent
residence is within one of the Health Net Ruby (HMO) service area counties). Our service
area includes the following counties in Oregon: Benton, Linn, Marion, Polk, and Yamihill.

e You do not have end-stage renal disease (ESRD). (Exceptions may apply for individuals
who develop ESRD while enrolled in a Health Net commercial or group health plan, or a
Medicaid plan.)

The Health Net Ruby (HMO) plan gives you access to our network of highly skilled medical
providers in your area. You can look forward to choosing a primary care provider (PCP) to
work with you and coordinate your care. You can ask for a current Provider Directory or, for an
up-to-date list of network providers, visit www.healthnet.com/medicareplans. (Please note that,
except for emergency care, urgently needed care when you are out of the network, out-of-area
dialysis services, and cases in which our plan authorizes use of out-of-network providers, if you
obtain medical care from out-of-plan providers, neither Medicare nor Health Net will be
responsible for the costs.)

You can see our plan’s provider directory at our website at www.healthnet.com/medicare.

This Health Net Ruby (HMO) plan also includes Part D coverage, which provides you with the
ease of having both your medical and prescription drug needs coordinated through a single
convenient source.



SUMMARY or BENEFITS

January 1, 2017 — December 31, 2017

Health Net Ruby (HMO)

What you should know

Premiums and Benefits ‘

Monthly Plan $0
Premium, including your _I\/Iedicare Part B

Part C and Part D premium.

premium.

Deductible $0 This plan does not have a

medical deductible.

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

$4,200 annually

This is the most you pay in
copays, coinsurance and
other costs for medical
services for the year.

Inpatient Hospital
Coverage

$350 copay per day, days 1 through 5,
$0 copay per day, days 6 and beyond

Our plan covers an
unlimited number of days
per benefit period for an
inpatient hospital stay.

Some services may require
prior authorization
(approval in advance) to be
covered, except in an
emergency.

Doctor Visits

e Primary Care: $10 copay per visit

e Specialist: $40 copay per visit

Some services may require
prior authorization
(approval in advance) to be
covered, except in an
emergency.

Preventive Care

$0 copay

For all preventive services
that are covered at no cost
under Original Medicare,
we also cover the service at
no cost to you. Cost-sharing
may apply when other
services are received in
addition to the preventive
service.

Some services may require
prior authorization
(approval in advance) to be
covered, except in an
emergency.




Premiums and Benefits

Health Net Ruby (HMO)

What you should know

Emergency Care

$75 copay per visit

If you are admitted to the
hospital within 24 hours,
you do not have to pay your
share of the cost for
emergency care.

Urgently Needed
Services

$25 copay per visit

If you are admitted to the
hospital within 24 hours,
you do not have to pay your
share of the cost for
urgently needed services.

Diagnostic
Services/Labs/ Imaging

o Diagnostic radiology services (i.e., MR,
MRA, CT, PET) : 20% coinsurance

e Lab services: $0 copay

e Diagnostic tests and/or procedures:
20% coinsurance

o EKG tests: 0% coinsurance
o Outpatient x-ray: $10 copay

o Therapeutic radiological services
(Radiation therapy): 20% coinsurance

Some services may require
prior authorization
(approval in advance) to be
covered, except in an
emergency.

Hearing Services

Hearing exams (Medicare-covered): $40
copay

Some services may require
prior authorization
(approval in advance) to be
covered, except in an
emergency.

Additional hearing services
benefits are available for an
extra premium. See optional
supplemental benefits
section.

Dental Services

Dental services (Medicare-covered): $40
copay

Medicare-covered
services:

Limited dental services (this
does not include services in
connection with care,
treatment, filling, removal,
or replacement of teeth).

Some services may require
prior authorization
(approval in advance) to be
covered, except in an
emergency.




Premiums and Benefits

Health Net Ruby (HMO)

What you should know

Dental Services
(continued)

Additional preventive/
comprehensive dental
benefits are available for an
extra premium. See
optional supplemental
benefits section.

Vision Services

e Vision exams to diagnose and treat
diseases and conditions of the eye
(Medicare-covered):
$10 copay per visit

e Yearly glaucoma screening (Medicare-
covered): $0 copay

e Eyeglasses or contact lenses after

cataract surgery(Medicare-covered): $0

copay

¢ Routine eye exam (non Medicare-
covered) (once every 12 months): $10
copay

e Routine (non Medicare-covered)
eyewear:
up to $250 allowance

Our plan pays up to $250
every 24 months for in-
network and out-of-network
services combined for
routine (non Medicare-
covered) eyewear.

Some services may require
prior authorization
(approval in advance) to be
covered, except in an
emergency.

Mental Health Services

Outpatient: $40 copay per visit

Inpatient services:
$315 copay per day, days 1 through 5,
$0 copay per day, days 6 through 90

Our plan covers 90 days per
benefit period for an
inpatient mental health stay.

Some services may require
prior authorization
(approval in advance) to be
covered, except in an
emergency.

Skilled Nursing
Facility

$0 copay per day, days 1 through 20,
$150 copay per day, days 21 through 100
per benefit period

Our plan covers up to 100
days in a SNF per benefit
period. You pay all costs for
each day after day 100 in
the benefit period.

Some services may require
prior authorization
(approval in advance) to be
covered, except in an
emergency.




Premiums and Benefits

Health Net Ruby (HMO)

What you should know

Rehabilitation Services

Outpatient rehabilitation services:
$35 copay per visit

Covered services include:
physical therapy,

occupational therapy, and
speech language therapy.

Some services may require
prior authorization
(approval in advance) to be
covered, except in an
emergency.

Ambulance

$200 copay

Cost is per one-way trip for
Medicare-covered
Ambulance services.

No charge for more than
one trip in a single day.

Some services may require
prior authorization
(approval in advance) to be
covered, except in an
emergency.

Transportation

Not covered

Foot Care (podiatry
services)

Foot exams and treatment (Medicare-
covered):
$40 copay per visit

Medical
Equipment/Supplies

e Durable medical equipment (i.e.,
wheelchairs, oxygen): 20% coinsurance

e Prosthetics (i.e., braces, artificial limbs):
20% coinsurance

o Diabetic supplies: $0 copay

Some services may require
prior authorization
(approval in advance) to be
covered, except in an
emergency.

Wellness Programs

$0 copay

For a detailed list of
wellness program benefits
offered, please refer to the
Evidence of Coverage.

Medicare Part B Drugs

e 20% coinsurance for chemotherapy
drugs
e 20% coinsurance for other Part B drugs

Prior Authorization
(approval in advance) may
be required to be covered,
except in an emergency.




Outpatient Prescription Drugs

$125 Deductible. Deductible does not apply to tiers 1, 2 and 6. You
begin in this payment phase when you fill your first prescription of the
calendar year. During this phase, you pay the full cost of your drugs on tiers
3,4 and 5. You generally stay in this phase until you (or others on your
behalf) have paid your deductible. Once you have paid your deductible,

Deductible Phase

you move to the next payment phase (Initial Coverage).

Initial Coverage
Phase

(After you pay your
deductible, if
applicable)
Cost-Sharing may
change depending on
the pharmacy you
choose (i.e., preferred,
non-preferred, mail-
order, Long Term Care
or Home Infusion),
whether you receive a
30 or 90 day supply,
and when you enter
another phase of the
Part D benefit. For
more information about
the costs for Long
Term Supply, Home
infusion or additional
pharmacy-specific cost-
sharing and the phases
of the benefit, please
call us or access our
Evidence of Coverage
online.

After you have met your deductible (if applicable), the plan pays its share of
the cost of your drugs and you pay your share of the cost. You generally
stay in this phase until the amount of your year-to-date “total drug costs”
reaches $3,700 in 2017. “Total drug costs” is the total of all payments made
for your covered Part D drugs. It includes what the plan pays, and what you
pay. Once your “total drug costs” reach $3,700 in 2017 you move to the

next payment phase (Coverage Gap).

Preferred Standard Mail Order
Retail Rx Retail Rx 90-day supply
30-day supply | 30-day supply
Tier 1: Preferred $3 copay $8 copay $6 copay
Generic
Tier 2: Generic $8 copay $15 copay $16 copay
Tier 3: Preferred $37 copay $47 copay $74 copay
Brand
Tier 4: Non- $90 copay $100 copay $225 copay
Preferred Brand
Tier 5: Specialty 30% 30% 30%
Tier coinsurance coinsurance coinsurance
Tier 6: Select Care | $0 copay $0 copay $0 copay

Drugs




Outpatient Prescription Drugs

Coverage Gap Phase | During this payment phase, you receive a 50% manufacturer’s discount on
covered brand name drugs and the plan will cover another 10%, so you will
pay 40% of the negotiated price on brand-name drugs. In addition you pay
51% coinsurance of generic drugs. You generally stay in this phase until the
amount of your year-to-date “out-of-pocket costs” reaches $4,950. “Out of
pocket costs” includes what you pay when you fill or refill a prescription for
a covered Part D drug and payments made for your drugs by any of the
following programs or organizations: “Extra Help” from Medicare;
Medicare’s Coverage Gap Discount Program; Indian Health Service; AIDS
drug assistance programs; most charities; and most State Pharmaceutical
Assistance Programs (SPAPSs). Once your “out-0of-pocket costs” reach
$4,950 in 2017, you move to the next payment phase (Catastrophic
Coverage).

Catastrophic Phase During this payment phase, the plan pays most of the cost for your covered
drugs. For each prescription, you pay whichever of these is greater: a
payment equal to 5% coinsurance of the drug, or a copayment ($3.30 for a
generic drug or a drug that is treated like a generic, $8.25 for all other
drugs).

Important Info: Tier 3 includes preferred brand drugs and may include some
generic drugs. Brand drugs in this tier are not eligible for
exceptions for payment at a lower tier.

Tier 4 includes non-preferred brand drugs and may include some generic
drugs.

We cover Part D drugs. In addition, we cover Part B drugs such as
chemotherapy and some drugs administered by your provider.

You can see the complete plan formulary (list of Part D prescription drugs)
and any restrictions on our website at www.healthnet.com/medicare.

You can see our plan’s pharmacy directory at our website at
www.healthnet.com/medicare.




Additional Covered Benefits

Premiums and Benefits ‘ Health Net Ruby (HMO) What you should know
Outpatient surgery $225 copay per visit Some services may require
(ambulatory care) prior authorization

(approval in advance) to be
covered, except in an

emergency.
Outpatient surgery $350 copay per visit Some services may require
(hospital care) prior authorization

(approval in advance) to be
covered, except in an

emergency.
Worldwide Emergency/ | $0 copay $50,000 plan coverage
Urgent Coverage limit for supplemental

worldwide emergency/
urgent coverage outside the
U.S. and its territories
every year.

Fitness Benefit $0 copay Includes a basic gym
membership at
participating facilities.

Annual Routine $0 copay Covered in addition to the
Physical Exam Medicare-covered Annual
Wellness visit.

The annual routine
physical exam allows you
to get a separate visit with
your physician to discuss
general health questions or
issues without presentation
of a specific chief
complaint and includes a
comprehensive review of
systems and physical
examination.




Optional Supplemental Benefits

(you must pay an extra premium each month for these benefits)

You may choose to add an Optional Supplemental Benefit Package to your plan for an additional
monthly premium. The Optional Supplemental Benefit Packages you can choose from are shown
below. You may choose either the Preventive Dental and Hearing Optional Package or the
Comprehensive Dental and Hearing Optional Package.

Preventive Dental and Hearing Optional Package

Monthly Premium

This additional monthly premium is
in addition to the monthly Medicare
Part B premium.

$16 per month

Dental Benefit

Annual deductible $35 in- and out-of-network combined
Annual benefit maximum $500 in- and out-of-network combined
Preventive services In-Network:

0 H **k
Every year: 2 routine cleanings, 2 %/OtCOIntS\lurtance l?f MAC
exams, 1 bitewing X-rays; UL ot-Nehvor "
Every 3 years : panoramic X-ray 20% coinsurance of UCR

“Multi-year benefit may not be available in subsequent years.

“MAC: Maximum Allowable Charge (MAC) is the maximum dollar amount allowed by the plan for
a covered dental service. Balance billing occurs when a dentist bills you for the difference between
the plan's Maximum Allowable Charge (MAC) and the dentist’s total billed charge. Network dentists
cannot balance bill you for covered services which exceed the Maximum Allowable Charge (MAC)
they have contractually agreed to; however, it is possible that non-network dentists may balance bill
you for treatment rendered.

UCR: Usual, Customary and Reasonable means the maximum allowable amount for a dental
service based on fees usually charged by providers for that service in the same geographic
area. Member is responsible for the difference between the UCR and billed charges.
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Hearing Benefit

Annual routine hearing exam In-Network™*:
(non-Medicare covered) $0 copay
In-Network™*:

Hearing aid and batteries™

Every 3 years™ : 2 hearing aids (one pair)

Member pays fixed price for each hearing aid based on level
of technology:

e Value: $700
e Advanced: $1,125
e Premium: $1,680

1-year supply of batteries (up to 64 cells)

"Members must use a Hearing Care Solutions contracted practitioner for the hearing

assessment and hearing aids.

““Coverage for hearing aid based on medical necessity.
““Multi-year benefit may not be available in subsequent years.

11




Comprehensive Dental and Hearing Optional Package

Monthly Premium

This additional monthly
premium is in addition to the
monthly Medicare Part B

$40 per month

premium.
Dental Benefit
Annual deductible $50 in-network
$100 out-of-network
Annual benefit maximum $1,000 in- and out-of-network combined

Preventive services

Every year: 2 routine cleanings,
2 exams, 1 bitewing X-rays;
Every 3 years : panoramic X-ray

In-Network:
0% coinsurance

Out-of-Network
50% coinsurance of MAC™

Restorative services

Amalgam and resin composite
fillings

In-Network:
20% coinsurance

Out-of-Network: ”
50% coinsurance of MAC

Mayjor services

Crowns, removable and fixed
bridges, complete and partial
dentures, oral surgery,
periodontics, endodontics

In-Network:
50% coinsurance

Out-of-Network: N
50% coinsurance of MAC

“Multi-year benefit may not be available in subsequent years.

“MAC: Maximum Allowable Charge (MAC) is the maximum dollar amount allowed by the plan for
a covered dental service. Balance billing occurs when a dentist bills you for the difference between
the plan's Maximum Allowable Charge (MAC) and the dentist’s total billed charge. Network dentists
cannot balance bill you for covered services which exceed the Maximum Allowable Charge (MAC)
they have contractually agreed to; however, it is possible that non-network dentists may balance bill
you for treatment rendered.

12



Hearing Benefit

Annual routine hearing In-Network™*:
exam $0 copay
(non-Medicare covered)

In-Network™*:

Hearing aid and batteries™

Every 3 years™ : 2 hearing aids (one pair)

Member pays fixed price for each hearing aid based on level of
technology:

e Value: $700
e Advanced: $1,125
e Premium: $1,680

1-year supply of batteries (up to 64 cells)

“Members must use a Hearing Care Solutions contracted practitioner for the hearing

assessment and hearing aids.

“Coverage for hearing aid based on medical necessity.
““Multi-year benefit may not be available in subsequent years.

13




Health Net complies with applicable federal civil rights laws and does not discriminate on the basis of
race, color, national origin, age, disability, or sex. Health Net does not exclude people or treat them
differently because of race, color, national origin, age, disability, or sex.

Health Net:

* Provides free aids and services to people with disabilities to communicate effectively with us, such as
qualified sign language interpreters and written information in other formats (large print, accessible
electronic formats, other formats).

* Provides free language services to people whose primary language is not English, such as qualified
interpreters and information written in other languages.

If you need these services, contact Health Net's Customer Contact Center at 1-888-445-8913
(TTY: 711), 8:00 a.m. to 8:00 p.m., Pacific time, seven days a week.

If you believe that Health Net has failed to provide these services or discriminated in another way on the
basis of race, color, national origin, age, disability or sex, you can file a grievance by calling the number
above and telling them you need help filing a grievance; Health Net's Customer Contact Center 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
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at: U.S. Department of Health and
Human Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201,
1-800-368-1019, (TDD: 1-800-537-7697).

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

14



For more information please contact

Health Net Ruby (HMO)
Post Office Box 10420

Van Nuys, CA 91410-0420
www.healthnet.com/medicare

Current members should call: 1-888-445-8913 (TTY: 711)
Prospective members should call: 1-800-949-6192 (TTY: 711)

From October 1 through February 14, our office hours are 8:00 a.m. to 8:00 p.m., 7 days a week,
excluding certain holidays. However, after February 14, our office hours are 8:00 a.m. to 8:00 p.m.,
Monday through Friday. On weekends and certain holidays, your call will be handled by our automated
phone system.

If you want to know more about the coverage and costs of Original Medicare, look in your current
“Medicare & You” handbook. View it online at www.medicare.gov or get a copy by calling
1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week.

TTY users should call 1-877-486-2048.

This information is not a complete description of benefits. Contact the plan for more information.
Limitations, copayments, and restrictions may apply. Benefits, premiums and/or co-payments/co-
insurance may change on January 1 of each year. “Coinsurance” is the percentage you pay of the total
cost of certain medical services. You pay a coinsurance at the time you get the medical service.

The formulary, pharmacy network, and/or provider network may change at any time. You will receive
notice when necessary.

This document is available in other formats such as Braille and large print.

This information is available for free in other languages. Please call our member services number at
1-888-445-8913 (TTY: 711), From October 1 through February 14, our office hours are 8:00 a.m. to
8:00 p.m., 7 days a week, excluding certain holidays. However, after February 14, our office hours are

8:00 a.m. to 8:00 p.m., Monday through Friday. On weekends and certain holidays, your call will be
handled by our automated phone system.

Health Net Health Plan of Oregon, Inc. has a contract with Medicare to offer HMO plans. Enrollment in
a Health Net Medicare Advantage plan depends on contract renewal.

BKTO008628EKO00 (9/16)
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Multi-Language Insert

Multi-language Interpreter Services

English:
ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call
1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711).

Spanish:
ATENCION: Si habla espaiiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al
1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711).

Chinese:
R R RS ] DL EESRE S TREIARTS o 55ELEE 1-800-977-7522 (Arizona),
1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711) »

Tagalog:

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa 1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913
(Oregon) (TTY: 711).

French:
ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (ATS :711).

Viet,nqmesge: ) . N ,
CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu ho trg ngdn ngt mi€n phi danh cho ban. Goi s6
1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711).

German:

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfiigung. Rufnummer: 1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon)
(TTY:711).

Korean:

Fo: st E AIEotAle B2, 80 XI& AMHIAE 22 0[Eota &= JUSLILCH
1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711) H 22
Matol =&AL,

Y0020_2017_0001_A CMS Accepted 08222016



Russian:

BHUMAHME: Eciiu BB TOBOPUTE HA PYCCKOM SI3BIKE, TO BaM JIOCTYITHBI OCCIIJIaTHBIE YCIIYTH
nepeBofa. 3BOHUTE 1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon)
(Teneraumn: 711).

Arabic:
o deail @l a6 4 gall) sac Lusall cilena ()8 cdalll S ¢aani cui€ 1)) ik sala
284l g anall Caila o8 ) 1.800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon)
(711

Hindi:
T & TS 3T g8 AT g Al 3Teh ol {Fq § ATHT HgrIar 4410 I 5
1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711) 9L HA

FY|

Italian:

ATTENZIONE: In caso la lingua parlata sia 1'italiano, sono disponibili servizi di assistenza linguistica
gratuiti. Chiamare il numero 1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913
(Oregon) (TTY: 711).

Portugugse:
ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para
1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711).

French Creole:
ATANSYON: Si w pale Kreyol Ayisyen, gen sevis ¢d pou lang ki disponib gratis pou ou. Rele
1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711).

Polish:
UWAGA: Jezeli méwisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Zadzwon pod numer
1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711).

Japanese:

TIEFHE: BAREZEINDGGS. BHOSEEZ ARV EITET . 1-800-977-7522
(Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711)E T, HE/EEIZT TE#K <
=&,



Farsi:
Ak (e @) 8 Led ) OB G s (Al ) Sl (A (0 SR B gl 4 A s s
ol 1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711) L

RPN

Armenian:

NRTUNRLNRESNPL Gph ununud bp huybpkl, wyw dkq wi]&wp jupnn i npudwnpdty
1Equljut wowljgnipjut Swinwynipiniutitp: Quuquhwntp 1-800-977-7522 (Arizona),
1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY (hknwinhuy) 711):

Cambodian:

ptine sfdemunfonw manier, wndgmwitnman shwiefnayu Mnsmerintddune  § gialg
k2

-1

1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711)4

Punjabi:

s fe8: 7 3 Uarsh g8% J, 3t 3 &g ATfesT AT 3973 38 Hes GussT J1 1-800-
977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711) '3 &
3

Thai:
Fou: Hnuuanu nenauaunsalduimsmemaonenulans Tns 1-800-977-7522 (Arizona),
1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711).

Laotian:
U090 11999 VINVCESNWIFI 990, NIVOINIVFOBCTDAIVWITI, L0VCT B, cciv Do lo

19D, s 1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711).

Serbo-Croatian:

OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezicke pomoéi dostupne su vam
besplatno. Nazovite 1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon)
(TTY- Telefon za osobe sa oste¢enim govorom ili sluhom: 711).

Ukranian:

YBAT'A! SIknio Bu po3MOBIIsi€Te YKPAaIHCBKOKO MOBOIO, BU MOKETE 3BEPHYTHCS 10
0€3KOLITOBHOI CiTy>kOU MOBHOI NiATpUMKHU. Tenedonyiite 3a HomepoM 1-800-977-7522
(Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (Tenerau: 711).



Syriac:
~Hhiion r(én:z\.\» o}m_\.::.m O¥ iah Ag)\ oM D A Odwr (T ~ iihars
~Air L < Oia. A’\.ﬁ'ﬁ\v ~aelo
1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445- 8913 (Oregon) (TTY:711)

Hmong:
LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau
1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711).

Romanian:
ATENTIE: Daca vorbiti limba romana, va stau la dispozitie servicii de asistentd lingvistica, gratuit. Sunati la
1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711).

Ambharic:

TAFOF; 29G4 £IL ATICT NPT PFCTI° WCA S SCEPTE N1A ALTHP T +HIE+PA: DL
T ntAD 27C LLD(x 1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913
(Oregon) (P07t ATAGTFD-: 71).

Navajo:

Dii baa aké ninizin: Dii saad bee yanilti’go Diné Bizaad, saad bee aka’anida’awo’dé¢’, t’aa jiik’eh, éi na
hol9, kojj’ hodiilnih 1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon)
(TTY: 711).

Cushite:
XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama.
Bilbilaa 1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711.)
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