COUPE HEALTH

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2026 — 12/31/2026
Proposed Allianz Life Coupe Health

Coverage For: Individual + Family Plan Type: PPO
The Summary of Benefits and Coverag“l ASBCI) document will help you choose a health plan. The SBC shows you how you and the plan would share the
#9, costfor covered health care services nformation about the cost of this plan (called the premium) will be prow ed separately
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call your Coupe Health Valet at 1-833-749-
1969 or visit us at member.coupehealth.com. For general definitions of common terms, such as allowed amount, balance billing, coinsurance after overall deductible,
copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at www.cciio.cms.gov or call 7-833-749-1969 to request a copy.

important Questions | Answers __ WhyThis Mattrs

Tier 1-3 Tier 4 There is no overall deductible for this plan.
What is the overall In-Network Out-of-Network
deductible? There is no deductible. No Coverage
Tier 1 Tier 4 There is no overall deductible for this plan. But a
Are there services In-Network Out-of-Network copayment may apply. For example, this plan covers
covered before vou meet Yes. There is no overall calendar year deductible. No Coverage certain preventive services without cost-sharing. See a
our deductibl e¥ list of covered preventive services at
your geductive ¢ https://www.healthcare.gov/coverage/preventive-care-
benefits/.
Are there other ; : -
deductibles for specific No z:rlleiggg thave to meet a deductible for specific
services? '
. The out-of-pocket limit is the most you could pay in a
. Tier 1-3 Tier 4 year for covered services. If you have other family
What is the out-of- ” _In-Network . Out-of-Network | members in this plan, they have to meet their own out-
pocket limit for this plan? $3,250 /individual $6,500 / family No Coverage of-pocket limit until the overall family out-of-pocket limit

has been met.

What is not included in Premiums, balance billed charges, health care this plan doesn't cover, cost sharing | Even though you pay these expenses, they don't count
the out—of—pocket limit? | for most out-of-network benefits, and pre-certification penalties. toward the out-of-pocket limit.

Yes. See member.coupehealth.com or call 1-833-749-1969 for a list of network Ig\'/sé g%g uggsasv %nggm' [\rlgv(i) d“é;oé;%ﬁ"gé
. . . . ['
‘1’1\22 )a,%l:atpvsgr:?:%\fli{i%l:'? providers. an out-of-network provider for some services (such as

lab work). Check with your provider before you get

Services.
Do you need a referral to No You can see the specialist you choose without a
see a specialist? referral.
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u All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies

Common Services You
Medical Event May Need

If you visit a
health care

provider’s
office or clinic

If you have a
test

Primary care visit
to treat an injury
orillness

Specialist visit

Preventive
care/screening/
immunization

Diagnostic test (x-
ray, blood work)

Imaging (CT/PET
scans, MRIs)

* For more information about limitations and exceptions, see the plan or policy document at member.coupehealth.com

$20 copay

$40 copay

Diagnostic
Radiology/

Diagnostic Labs:

$45 copay
Basic Labs:

$10 copay

$185 copay

Tier1-3
In-Network

$25 copay

$50 copay

No Charge

Diagnostic
Radiology/

Diagnostic Labs:

$60 copay
Basic Labs:

$15 copay

$245 copay

$40 copay

$80 copay

Diagnostic
Radiology/

Diagnostic Labs:

$105 copay
Basic Labs:

$25 copay

$410 copay

Tier 4

Out-of-Network

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Limitations, Exceptions, &

Important Information

Precertification may be required for
some provider administered drugs; if no
precertification is obtained, no benefits
are available; primary care visits
includes Retail Health Clinics, E-Visits,
Telehealth and Telephone; no Charge
for Doctor on Demand.

You may have to pay for services that
aren't preventive. Ask your provider if
the services needed are preventive.
Then check what your plan will pay for.
Please call your Coupe Health Valet at
1-833-749-1969 to confirm benefits.

Fee listed is for diagnostic labs, x-rays
and radiology and include facility and
physician charges; precertification may
be required for some services.

None
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Common Services You
Medical Event May Need

If you need
drugs to treat
your illness or
condition

More information
about
prescription

drug coverage
is available at

coupehealth.com

If you have
outpatient

surgery

If you need
immediate
medical
attention

Tier 1 (Generic
Drugs)

Tier 2 (Non-
Preferred Generic
Drugs)

Tier 3 (Preferred
Brand Drugs)

Tier 4 (Non-
Preferred Brand
Drugs)

Tier 5 (Specialty
Drugs)

Facility fee (e.g.,
ambulatory
surgery center)

Physician/surgeon
fees

Emergency room
care

Emergency
medical

transportation

* For more information about limitations and exceptions, see the plan or policy document at member.coupehealth.com

Tier1-3
In-Network

$10 copay (retail)
$25 copay (mail order)
$25 copay (90 day Rx retail)

$75 copay (retail)
$150 copay (mail order)
$150 copay (90 day Rx retail)

$35 copay (retail)
$70 copay (mail order)
$70 copay (90 day Rx retail)

$75 copay (retail)
$150 copay (mail order)
$150 copay (90 day Rx retail)

$125 copay (retail)

$600 copay $800 copay
No Charge

$250 copay

$250 copay

$1,355 copay

Tier 4
Out-of-Network

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Limitations, Exceptions, & Other
Important Information

Prior authorization may be required for
some drugs; if prior authorization is not
obtained, no benefits are available.

Facility fee listed includes facility and
physician charges associated with
outpatient facility and surgical services.
Physician charges associated with
outpatient facility and surgical services
are included in the facility charges
listed in the section above.

Facility fee listed includes facility and
physician charges associated with
medical emergency services; no copay
for Prenatal complications; no copay for
Maternity complications; copay waived
if admitted within 24 hours; services
apply to tier 1-3 out-of-pocket
maximum.

Services apply to tier 1-3 out-of-pocket
maximum.
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Common Services You
Medical Event May Need

If you have a
hospital stay

If you need
mental health,
behavioral
health, or
substance
abuse services

If you are
pregnant

Urgent care

Facility fee (e.g.,
hospital room)

Physician/surgeon
fees

Outpatient
services

Inpatient services

Office visits

Childbirth/delivery
professional
services

* For more information about limitations and exceptions, see the plan or policy document at member.coupehealth.com

$1,655 copay

Office visit:
No Charge
Outpatient facility
services:

$20 copay

$1,655 copay

Prenatal Care:
No Charge
Postnatal Care:

$20 copay

Tier1-3
In-Network

$75 copay

$2,210 copay

No Charge

Office visit:
No Charge
Outpatient facility
services:

$25 copay

$2,210 copay

Prenatal Care:
No Charge
Postnatal Care:

$25 copay

No Charge

$3,200 copay

Office visit:
No Charge
Outpatient facility
services:

$40 copay

$3,200 copay

Prenatal Care:
No Charge
Postnatal Care:

$40 copay

Tier 4
Out-of-Network

Not Covered
Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Limitations, Exceptions, & Other
Important Information

None

Facility fee listed includes facility and
physician charges associated with
inpatient services; precertification is
required.

Physician charges associated with
inpatient services are included in the
facility charges listed in the section
above

Facility fee listed for inpatient services
includes facility and physician; most
outpatient counseling covered at $0
copay. Autism, Adaptive Behavior
Treatment, Convulsive Therapy, Day or
Partial Day Treatment remain at copay
listed to the left.

Cost sharing does not apply for
preventive services. Depending on the

type of services, a copayment may be
required. Maternity care may include
tests and services described elsewhere
in the SBC (i.e. ultrasound); facility fee
listed includes facility and physician
services associated with maternity
facility services; office visit copay
applies to initial office visit to determine
pregnancy.
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- Tier1-3 Tier 4 Limitations, Exceptions, & Other
Me%?égr]E?/':ant S?Vlrzlﬁlsezg u In-Network Out-of-Network | Important Information

Childbirth/delivery
facilty services $1,655 copay $2,210 copay $3,200 copay Not Covered
Precertification may be required;
Home health care $40 copay $50 copay $80 copay Not Covered benefits are also available for home
infusion services.
Rehabilitation None
cervicee $20 copay $25 copay $40 copay Not Covered
services
If you need help | Habilitation
recovering or | services $20 copay $25 copay $40 copay Not Covered
have_oltl;]er -
Sfptablllet] | i Precertification may be required.
needs g:;ged nursin $1,450 copay $1,930 copay $3,200 copay Not Covered
Durable medical Precertification may be required.
e—uw memtl $85 copay $110 copay $185 copay Not Covered
Precertification may be required.
Hospice services $200 copay $265 copay $445 copay Not Covered
Children’s eye
exam No Charge Not Covered
If your child
needs dental or | Children’s glasses Not Covered Not Covered Not covered; member pays 100%
eye care
Children’s dental
check-up No Charge Not Covered

* For more information about limitations and exceptions, see the plan or policy document at member.coupehealth.com
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Excluded Services & Other Covered Services:

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

* Acupuncture (except as specified in plan benefits) + Dental care (except as specified in plan benefits)  + Private-duty nursing
» Cosmetic surgery (except as specified in plan * Long-term care * Routine foot care
beneitts) * Medications not on the covered list unless an * Weight Loss Programs

exception is obtained

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

« Bariatric surgery (limitations apply) * Hearing Aids (limitations apply) + Non-emergency care when traveling outside the
+ Chiropractic care « Infertility Treatment (limitations apply) us.

* Routine eye care (Adult)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or https://www.dol.gov/agencies/ebsa/about-ebsa/ask-a-question/ask-ebsa
or your plan administrator at the phone number listed in your benefit booklet. Other coverage options may be available to you too, including buying individual insurance
coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Your plan administrator at the phone number listed in your benefit booklet. You may also contact Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or https://www.dol.gov/agencies/ebsa/about-ebsa/ask-a-question/ask-ebsa.

Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.

* For more information about limitations and exceptions, see the plan or policy document at member.coupehealth.com Page 6 of 7
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of

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

Peg is Having a Baby

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

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

Mia’s Simple Fracture
(in-network emergency room visit and follow up

M The plan’s overall deductible $0
W Specialist copayment $40
M Hospital (facility)

copayment $1,655
M Other copayment $250
This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,700
In this example, Peg would pay:

Cost Sharing

Deductibles $0

Copayments $2,200

Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $2,260

B The plan’s overall deductible $0
B Specialist copayment $40
M Hospital (facility)

copayment $1,655

M Other copayment $250

This EXAMPLE event includes services like:
Primary care physician office visits (including disease
education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $0
Copayments $1,100
Coinsurance $0
What isn’t covered
Limits or exclusions $40
The total Joe would pay is $1,140

care)
B The plan’s overall deductible $0
B Specialist copayment $40
M Hospital (facility)
copayment $1,655

M Other copayment $250
This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic tests (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles $0

Copayments $1,100

Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,100

Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program, you may be able to
reduce your costs. For more information about the wellness program, please contact: member.coupehealth.com.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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ENGLISH

ATTENTION: If you speak a language other than
English, language services are available free of
charge. If you have a vision, hearing, or speech
impairment, we can communicate in a way that works
best for you. This may include using sign language
interpreters, providing documents in large print or
Braille, audio recordings, or other aids at no charge.
Call 1-833-749-1969 (TTY 711).

ESPANOL (Spanish)

ATENCION: Si habla Espafiol, puede solicitar
servicios gratuitos de asistencia linguistica. Si tiene
una deficiencia visual, auditiva o del habla, podemos
comunicarnos de la manera que le resulte mejor a
usted. Esto puede incluir el uso de intérpretes de
lengua de sefias, el suministro de documentos en
letra grande o braille, grabaciones de audio u otras
ayudas sin cargo. Llame al 1-833-749-1969 (TTY 711).

(Arabic) 4

35 gall) saclsal) cilaad e GBSy ¢y jal) haats Ci€ 13) aui

LSy il ol dpmans 5l 4y oy Ale) o Alad i€ 1Y) Apilaal)

Aall (e i pladii) lld Jay 285 ol Al 28, Sl las Joc 5l
MJ‘ ‘JJ\JJAAJJL.\}\ a).uSc_e})uu\M\ ).\5).1)\ caj.u‘}“
A e daatl  Jiia (50 (e Baelusall il 1) (3 la e o diga
(711 =il ailell) 1-833-749-1969

AMCT (Amharic)

Tt £AM:- ATICE £ PG4 NPT 48 PLYE ATH
K141 AR TY APMPS L FAN: PARPTI PADNARTE: M PGP
PARTIC Fo1C NANPF ARCAP N+HAA NTQW M- aDY78
aanNNFt ATFAAT: £ 29190 PIRANT £
ANTCIMPTY AOMPIRTE NFAAP YT +F ML gD
NN&GLA PH3é NILTY PEIRE $EPTY MLTR AT
@CEPTY PA NEL MB/NTY LenIPLAx 1-833-749-1969
(TTY 711) AL 22~

LUS HMOOB (Hmong)

LUS CEEV TSHWJ XEEB: Yog hais tias koj hais Lus
Hmoob, koj tuaj yeem thov cov kev pab cuam uas
pab hom lus tau dawb. Yog hais tias koj ghov muag
tsis pom kev zoo, tsis hnov lus, los sis hais tsis tau
lus, peb tuaj yeem sib txuas lus hauv ib txoj hau kev
uas ua hauj lwm tau zoo tshaj plaws rau koj. Qhov no
tej zaum yuav muaj xam nrog kev siv cov neeg txhais
lus piav tes, kev muab cov ntaub ntawv luam tawm
ua tus ntawv loj los sis Ua Ntawv Su Rau Cov Neeg
Tsis Pom Kev Siv Tau (Braille), kev kaw ua suab lus,
los sis lwm yam kev pab yam tsis tau them nqi. Hu rau
1-833-749-1969 (TTY 711).

B EE (Cantonese — Traditional Chinese)

IR MRER BEREE BRERLEEZSHER
. MREERH. BHAKXSEER HMASLRE
AEMARREER SFRaiEERTFEEREE. &
BRHAFRIAITFY. HEXHEMEHTE, &
HE 1-833-749-1969 BEREEE (TTY 711).

A5 3Z (Chinese Simplified)

FE MBEEREBEE - WaleBREESHENR

% - MBEEFNH - WAHIFEBESES - HITIBR
EEENA BIERR, X EaERRRHtFER

FRFHERFEXH - RENHE thiEETE - 15

B0EB 1-833-749-1969 (X=FEIE 711) o

SOOMALI (Somali)

XASUUSIN: Haddii aad ku hadasho Soomali,
waxaad codsan kartaa adeegyada caawimaadda
lugada oo bilaash ah. Haddii aad laxaad la’aan
kataahy aragga, magalka, ama hadalka, waxaanu
kugula xidhiidhi karnaa habka adiga kuugu habboon.
Tan waxaa ka mid ah in aan isticmaalno
turjumaanada luuqgada dhegoolaha, in la bixiyo
waraaqo ku qoran xarfaha waaweyn ama qoraalka
indhoolayaasha, in la sameeyo cajalado la duubay,
ama in la helo waxyaabo kale oo caawimaad ah oo
bilaash ah. Wac 1-833-749-1969 (TTY 711).

FRANCAIS (French)

ATTENTION : Si vous parlez Francgais, vous pouvez
demander des services d’assistance linguistique
gratuits. Si vous avez une déficience visuelle,
auditive ou vocale, nous pouvons communiquer de la
maniére qui vous convient le mieux. Il peut s’agir
d’interprétes en langue des signes, de documents en
gros caractéres ou en braille, d’enregistrements
audio ou d’autres aides gratuites. Composez le
1-833-749-1969 (ATS 711).

124 (Khmer)

MINSSIR: (UASIOEASUNWMAN 181 HRING
NS SwuRUManI SN WS S8 5 igY
wasifgmBussidn anudsg
UySUNwE St S MG sIfsHMyw
HAMUNUUIRRIZUSS[USSMNUURNS
NENUHSY NI WSIASHISIMGEISIGM
HAURUM NN MISUA/TEuicn:ng
HAPSI UHRPANU URUISHSAMAISN UNSw
INjHIS]A IwWNSAaSIgY givnisiius
1-833-749-1969 (TTY 711)4

¢t 0] (Korean)
F9|: ot 01 E AL8SHA = 42 Hdte R & 20
K& MHIAE @80t = JASLICH A2 Folf, 2

O £= 0] Zoli7t A= BF M= HotoA
7FE X—Iol-ol- HtHo 2 o2 % EEE £ Q& L|CH

017|0ll= =2tE AL O] 8, T &AL E= FALZ
AME BN HZ, S 58 £k J|E 22 X|Y0|

A& LICH. 1-833-749-1969 (TTY 711)
§}6H;M|2.
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mpomp (Karen)

C Cc C o_ C [e) Q@ OC C
UIMIDUIAE- $YIMOIL MDRIMP $p,

OC Co C O C o N C ©

$UQ07POI0001050T1610TLADTOI NS §PCO1Le

C OCo C N \NC C oC C C C
$9132D3300100C010001C0T §I03100D, 011D, YOIYT
CYJCIOSZ(YJCYC)JIUJCIc?DfS oabwwa&wirmcmm
oq](ﬁogﬁo%ogpzammmﬂmﬁmoaipmlo 021331

C C

O O?’Jg CD'I(DS(T.;] ?18(’7)1010’{]’33’3010’.“’)(1)0)10)(9?,

le)

ooﬁo’o)fgd’)%cx\ﬁompm1 3307)(ﬂ1p<9 39 0006
mé’gaﬁﬁwm oomocm 0006 oowwummoowp

—

0)109(\)7)330;{0(\)%3(\)1o ooocooooaatl?
1-833-749-1969 (TTY 711) ooogﬁo

@%mmm (Burmese)

CDO%@[G]-%- ODéCDé @%8’)0’)’)0\)’) emozoPe G[g’)(ﬂ()’)l

]

N ¢ C [¢]
3296 0002000070: 32(7&3‘28 O?G&)’)Cﬁf&ﬂ’)oo?

C 00oc¢ ’] C C C C ° o
602D C30SCO OD@II J0CODC 3 CS?DG]I 3’3@')83’3)6]
LL ° O

cﬂo&ﬂoaén 1-833-749-1969
(TTY 711) o3 wézealadol

OROMOO (Oromo)

Xiyyeeffannoon haa kennamu:- Oromo Afaan kan
dubbatan yoo ta'e, tajaajiloota gargaarsa afaanii
bilisaa gaafachuu ni dandeessu. Rakkoo ilaaluu,
dhaga'u ykn dubbachuu yoo gabaattan, karaa isiniif
mijatuun haala isiniif galuun mari'achuu ni
dandeenya. Kunis of keessatti kan gabatu, hiiktota
afaan mallattoo fayyadamuun maxxansa gurguddaa
ykn bireeylii, waraabbiiwwan sagalee ykn gargaarsota
biroo kaffaltii tokkoo malee gaafachuu dha.
1-833-749-1969 (TTY 711) irratti bilbilaa.

Coupe Health, LLC is an independent company that provides benefit design services.
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PYCCKWU (Russian)

BHUMAHME: Ecnn Baw a3bik — PYCCKUN, Bbl moxeTe
3anpocuTb becnnaTtHble YCyrn A3bIKOBOM NOALEPHKKM.
Ecnn y Bac ecTb HapyLleHWe 3peHUA, CIyXa UAK PeYn, Mbl
MOXeM 06WaTbca Takum 06pa3om, KOTOpbIN Jlyylle BCEro
noaxoamT Bam. ITO MOKET BKAtOYaTb becnnaTHoe
NCNONb30BaHME NEePEBOAUYNKOB HA A3bIKE KECTOB,
npeaocTaBaeHme JOKYMEHTOB KPYMHbIM WpPUOTOM nan
wpndTom bpains, ncnonbloBaHWe ayanosanucen nam

APYruMx BCMOMOraTesibHbIX CPpeacTs. 3BOHMTE MO TenepoHy
1-833-749-1969 (TTY 711).

WI99290 (Lao)

391as: daviancda wagra9o,
UILFIWIN2OINIVFOBHOTIVWITNGLOBVCTOE1.
FUL500900NEe9GIVTIVMI, NILOBL §
NILUINCDT,

WONCSIFIVINSFWOOBSHRCHVITS LHVBIVHO.
év‘Se‘)oa:zo»cﬁgmv?a’mewﬂmﬁ,
nIvdonJLeNtICLIOBLINS § SNIsLVY,
NVOLIINTF) G
navgoeciincnIdvglosticgeailgawlon. tn
1-833-749-1969 (TTY 711).

Tagalog (Tagalog)

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari
kang humingi ng mga libreng serbisyo na tulong sa
wika. Kung may kapansanan ka sa paningin, pandinig,
o pananalita, maaari tayong mag-usap sa paraan na
pinakamabuti para sa iyo. Maaaring kabilang dito ang
paggamit ng mga interpreter ng sign language,
pagbibigay ng mga dokumento na malalaki ang
pagkaprinta o Braille, mga audio recording, o iba
pang mga tulong nang walang bayad. Tumawag sa
1-833-749-1969 (TTY 711).

VIETNAMESE (Viethamese)

LUU Y: Néu quy vi ndi Vietnamese, quy vi c6 thé yéu
cau dich vu ho trg ngdn nglr mién phi. Néu quy vi bi
khiém thi, khiém thinh hodc khuyét tat vé am ngr,
chling t6i cé thé giao tiép theo cach phu hgp nhat
véi quy vi. Diéu nay c6 thé bao gom viéc st dung
thong dich vién ngon ngi ky hiéu, cung cap tai liéu
dang ban in ¢& chi 16n hoac chir néi, ban ghi am
hodc cac phuong tién hd trg khac mién phi. Xin goi
s6 1-833-749-1969 (TTY 711).

MKT217CH-2410
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