Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

'JJ UnitedHealthcar€'. yanderbilt University 2020-99-1

Coverage Period: 07/01/2020 - 08/11/2021
Coverage for: Student/Family | Plan Type: PPO

M The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would

T share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.uhcsr.com/vanderbilt or
call 1-844-210-0545. For general definitions of common terms, such as allowed amount, balance billing, coinsurance (coins), copayment (copay), deductible
(ded), provider, or other underlined terms see the Glossary. You can view the Glossary at www.cciio.cms.gov or call 1-844-210-0545 to request a copy.

Important Questions Answers ~|Why This Matters:

Select Providers $250 (Person)
Preferred Providers $250 (Person)
Out of Network $500 (Person)

What is the overall
deductible?

Are there services covered 'Yes. Preventive care, Pediatric Dental,
before you meet your Pediatric Vision and categories that specify
deductible? ded does not apply.

Are there other deductibles Yes. Pediatric Dental $500. There are no other
for specific services? specific deductibles.

What is the out—of—pocket Preferred Providers $5,000 (Person)
limit for this plan? Preferred Providers $10,000 (Family)

What is not included in the Premiums, balance-billing charges, and health
out—of-pocket limit? care this plan doesn'’t cover.

Will you pay less if you use |Yes. See www.uhcsr.com/vanderbilt or call 1-
a network provider? 844-210-0545 for a list of network providers.

Do you need a referral to

o Yes
see a specialist?

Generally, you must pay all of the costs from providers up to the deductible amount
before this plan begins to pay.

This plan covers some items and services even if you haven't yet met the deductible
amount. But a copayment or coinsurance may apply. For example, this plan covers
certain preventive services without cost sharing and before you meet your deductible.
See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.

You must pay all of the costs for these services up to the specific deductible amount
before this plan begins to pay for these services.

The out-of-pocket limit is the most you could pay in a year for covered services. If you
have other family members in this plan, they have to meet their own out-of-pocket limits
until the overall family out-of-pocket limit has been met.

Even though you pay these expenses, they don’t count toward the out—of-pocket limit.

This plan uses a provider network. You will pay less if you use a provider in the plan’s
network. You will pay the most if you use an out—of-network provider, and you might
receive a bill from a provider for the difference between the provider’s charge and what
your plan pays (balance billing). Be aware your network provider might use an out-of-
network provider for some services (such as lab work). Check with your provider before
you get services.

This plan will pay some or all of the costs to see a specialist for covered services but only
if you have a referral before you see the specialist.
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What You Will Pay

I | All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical Event Services You May Need Preferred | Out-of-Network Limitations, Exceptions ) &iOwer
Select Provider | Provider (You Important Information
Provider |(You will pay| will pay the
the least) most)
, . L , per visit per vist o A
Primary care visit to treat an injury or illness ded does not |ded does not 40% Coins
apply apply May not apply when related to surgery or
$25 Copy per |$25 Copay Physiotherapy.
s visit per vist o A
If you visit a health care Specialist visit ded does not |ded does not 40% Loins
provider’s office or apply apply
clinic Includes preventive services specified in
the health care reform law or benefits
provided as mandated by state law.
Preventive care/screening/immunization No Charge  No Charge |40% Coins 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.
If vou have a test Diagnostic test (x-ray, blood work) 10% Coins | 20% Coins  |40% Coins none
y Imaging (CT/PET scans, MRIs) 10% Coins | 20% Coins  40% Coins none
$15Copay | $15 Copay Select Providers: up to a 30 day supply
Ifyou need drugsto rig; 1 _ your Lowest-Cost Option ber P NotCovered Perprescription
treat your iliness or p.rescr|pt|on p.rescr|pt|on Preferred Providers: up to a 30 day supply
condition Tier 1 Tier 1 per prescription
$50 Copay  $50 Copay You may need to obtain certain specialty
More information about ., : i : per per drugs from a pharmacy designated by us.
prescription drug Ui 2 Wy Mg E-Cast Ot prescription  prescription HalEameize Select: $100 Ded (per Policy Year) does
coverage is available at Tier 2 Tier 2 not apply to Policy Ded. Mail order
www.uhcsr.com/pdl , , . $75 Copay  |$75 Copay Prescription Drugs through HealthSmart
Tier 3 - Your Highest-Cost Option oer per Not Covered RX network pharmacy at 2 times the retail

*For more information about limitations and exceptions, see plan or policy document at www.uhcsr.com/vanderbilt
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What You Will Pay

. . Preferred | Out-of-Network Limitations, Exceptions, & Other
Common Medical Event Services You May Need Select Provider Provider (You Important Information
Provider |(You willpay| will pay the
the least) most)
prescription | prescription Copay up to a 90-day supply.
Tier 3 Tier 3 Preferred: $100 Ded (per Policy Year)
does not apply to Policy Ded. Mail order
Tier 4 - Additional High-Cost Option Not Covered |Not Covered |Not Covered E;’?g&g?ﬂ ;I)Dhr :gns]:;;o:tg; t|i-|rr? :;t r;hs (;n r?;[tail
Copay up to a 90-day supply.
If you have outpatient Facility fee (e.g., ambulatory surgery center) 10% Coins 1 20% Coins  40% Coins none
surgery Physician/surgeon fees 10% Coins | 20% Coins  |40% Coins none
10% Coins 110% Coins \10% Coins May be limited to use of emergency room
$100 Copay |$100 Copay $100 Copay per angsu e gency
Emergency room care per visit per visit visit Th pplles. L ,
. . e Copay will be waived if admitted to
If you need immediate ded does not |ded does not | ded does not the Hospital
medical attention apply apply apply '
. , ded does
Emergency medical transportation No Charge No Charge apply none
Urgent care 10% % 20% % 40% % May be limited to facility fees.
If you have a hospital  Facility fee (e.g., hospital room) 10% Coins | 20% Coins  |40% Coins none:
stay Physician/surgeon fees 10% Coins  |20% Coins  |40% Coins none
Office Visits: | Office Visits:
$25 Copay | $25 Copay
If you need mental per visit; per visit; Office Visits: 40%
health, behavioral Outpatient services ded does not |ded does not Coins none
health, or substance apply apply Other: 40% Coins
abuse services Other: No Other: No
charge charge
Inpatient services 10% Coins  |20% Coins  |40% Coins none
Office visits 10% Coins  |20% Coins  |40% Coins Cost sharing does not apply for preventive
If you are pregnant services when provided by a preferred
Childbirth/delivery professional services 10% Coins  |20% Coins  |40% Coins provider. Depending on the type of

services, a copayment, coinsurance, or

*For more information about limitations and exceptions, see plan or policy document at www.uhcsr.com/vanderbilt
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What You Will Pay

. . Preferred | Out-of-Network Limitations, Exceptions, & Other
Common Medical Event Services You May Need Select Provider Provider (You Important Information
Provider |(You willpay| will pay the
the least) most)
deductible may apply. Maternity care may
include tests and services described
elsewhere in the SBC (i.e. ultrasound).
Childbirth/delivery facility services 10% Coins | 20% Coins  |40% Coins none
Home health care 20% Coins  120% Coins  20% Coins none
If you need help Rehabilitation services 10% Coins 1 20% Coins  40% Coins none
recovering or have Habilitation services 10% Coins  |20% Coins  |40% Coins none
other special health Skilled nursing care 10% Coins | 20% Coins  |40% Coins none
needs Durable medical equipment 20% Coins  120% Coins  20% Coins none
Hospice services 10% % 20% % 40% % none
dans 920 Conay . U
Children's eye exam Pediatric per exam; ded 50% Coins; ded See your m Pediatric Vision Benefit
Vision Benefit does not does notapply  |Details. Age limits apply.*
Details apply
Lens: $40
Copay; ded
does not
appl
g yc;ulr reve care ;Z?]}éour i?:rng: 50% Coins; ded |S lan’s Pediatric V Benefit
ental or eye care . , L iere o Coins; de ee your plan’s Pediatric Vision Benefi
! TS aeses \lj?s(iicﬁtrlgcenefit Copays from doesmpw Detaﬁs. Aéeﬁits apply.*
Details no charge to
40% based on
retail cost.
ded does not
apply
See your , L .
Children’s dental check-up plan% 50% Coins  50% Coins gee your plan’s Pediatric Dental Benefit
Pediatric etails. Age limits apply.

*For more information about limitations and exceptions, see plan or policy document at www.uhcsr.com/vanderbilt
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What You Will Pay

Preferred | Out-of-Network | Limitations, Exceptions, & Other

Common Medical Event Services You May Need Select Provider Provider (You Important Information

Provider |(You willpay| will pay the
the least) most)

Dental Benefit
Details

*For more information about limitations and exceptions, see plan or policy document at www.uhcsr.com/vanderbilt 50f7



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.)

e Bariatric surgery e Cosmetic surgery except as specifically provided e Dental care (Adult) except as specifically
in the Policy provided in the Policy
e Hearing aids except as specifically provided in e Infertility treatment e |ong-term care
the Policy

e Routine eye care (Adult) except as specifically e Weight loss programs
provided in the Policy

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

e Acupuncture e Chiropractic care e Non-emergency care when traveling outside the
U.S.

e Private-duty nursing e Routine foot care
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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: Tennessee Department of Commerce & Insurance at 1-800-342-4029 or visit http://www.tn.gov/icommerce. 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 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: Tennessee Department of Commerce & Insurance at 1-800-342-4029 or visit http://www.tn.gov/commerce.

Does this plan provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this plan meet the 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.

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-866-260-2723.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-260-2723.
Chinese (47 32): 4N RFF 2 ST A B, 1BIRFTE AN 515 1-866-260-2723.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-260-2723.

—To see examples of how this plan might cover costs for a sample medical situation, see the next section.——————— —
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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 $250
B Specialist coinsurance 20%
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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)

M The plan’s overall deductible $250
B Specialist coinsurance 20%
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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)

care)
M The plan’s overall deductible $250
M Specialist coinsurance 20%
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

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

Total Example Cost $12,800 Total Example Cost $7,400 Total Example Cost $1,900
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing

Deductibles $250 | Deductibles $250 = Deductibles $250

Copayments $20 = Copayments $700 = Copayments $0

Coinsurance $2,500 = Coinsurance $400 = Coinsurance $200

What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 = Limits or exclusions $60 = Limits or exclusions $0
The total Peg would pay is $2,830  The total Joe would pay is $1,410  The total Mia would pay is $450
The plan would be responsible for the other costs of these EXAMPLE covered services. 8of7



NON-DISCRIMINATION NOTICE

UnitedHealthcare StudentResources does not treat members differently because of sex, age, race, color,
disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can
send a complaint to:

Civil Rights Coordinator

United HealthCare Civil Rights Grievance
P.O. Box 30608

Salt Lake City, UTAH 84130
UHC_Civil_Rights@uhc.com

You must send the written complaint within 60 days of when you found out about it. A decision will be sent to
you within 30 days. If you disagree with the decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free member phone number listed on your health plan
ID card, Monday through Friday, 8 a.m. to 8 p.m. ET.

You can also file a complaint with the U.S. Dept. of Health and Human Services.

Online https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

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

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence
Avenue, SW Room 509F, HHH Building Washington, D.C. 20201

We also provide free services to help you communicate with us. Such as, letters in other languages or large
print. Or, you can ask for free language services such as speaking with an interpreter. To ask for help, please
call the toll-free member phone number listed on your health plan ID card, Monday through Friday, 8 a.m. to 8
p.m. ET.


mailto:UHC_Civil_Rights@uhc.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

LANGUAGE ASSISTANCE PROGRAM

We provide free services to help you communicate with
us, such as, letters in other languages or large print. Or,
you can ask for free language services such as
speaking with an interpreter. To ask for help, please call
toll-free 1-866-260-2723, Monday through Friday,
8a.m.to 8 p.m. ET.

English
Language assislance services are avalable 1o vou fee ol charge.
Please call 1-866-260-2723.
Albanian
Shérbimet ¢ ndihmés né gyuhén amtare olrohen Lalas. Ju lutemi
telelonom né numrin 1-866-260-2723.
Ambharic
PR ACAA A FT (193 &E s NP of, 1-866-260-2723
LRy
Arabic .

1-886-260-2723 230 o il Lloe ol som Ll mleas S 5343
Armenian
2l dannsbih kb win]awn (kgfuljpub oglineppab
Surnynepinctittbp: iy pnad Eup quiiquabupk)
1-866-260-2723 hunlunny;
Bantu- Kirundi
Uronswa ku buntu serivist alatiye ku runmi 2o kugulasha.
Uegerezwa guhamagara 1-866-260-2723.
Bisayan- Visayan (Ccbuano)
Magamit nimo ang mga serbisyo sa tabang sa lengguwahe nga
walay bayvad Palihug tawag sa 1-866-260-2723,
Bengali- Bangala
T O WRFel SEEST s FEEgT ot SE
AN A 1-8606-200-2723-(8 F& Fd |
Burmese
omomeam: 32D ofeanEqyp: 008 3a0as
200q§§E 2005 aogeadqd ¢S 1-866-260-2723 oBesl A
Cambodian- Mon-Khmer
iroh g Wiy Am ANTE S ST DSaNUHA
AEYIRINIEIINS 1-866-260-27234
Cherokee
ShJovd POLe0SHA COVET ho) RGO T6oL AT
RLEGGH0 DA@T. I Dh QLW |-866-260-2723.
Chinese
FOLEER FESENE - BEE 1-866-260-2723 ¢
Choctaw
Chahta anumpa ish anumpuli hokmvt tohsholi yvt peh pilla hg
chi apela hinla. | pava 1-866-260-2723
Cushite- Oromo
Tajamilliwwan gargaursy afaanu kanlalin malee sul jira.
Maaloo karaa lakkoolsa bilbilaa 1-866-260-2723 bilbili.
Dutch
Taalbijstandsdiensten zijn gratis voor u beschikbaar. Gelieve
1-866-200-2723 op te bellen.

SR LAP 64 (6-18)

SR LAP 64 (6-18)

French

Tes services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-866-260-2723.

French Creole- Haitian Creole

Gen sévis &d pou lang ki disponib gratis pou ou, Rele
1-866-261-2723.

German

Sprachliche Hilfsdienstleistungen stehen Thnen kostenlos zur
Verfugung. Bitte rufen Sie an unter: 1-866-260-2723.

Greek

Ovarnpeaiss vamookng Potistag oas Switilevim Sopady,
Kaksots 1o 1-866-260-2723,

Gujarati

ClLelL Helel Aclall iRl M2 [Figles Guces 8. gul 54t
1-866-260-2723 U SIEL 531

Hawaiian
K&kus manuahi ma kiu “Glelo 1 loaa “a. E kelepona i ka helu
1-866-260-2723.
Hindi
319 3 fAC T HEra FAd A 3udey ¥ uar
1-866-260.2723 9T Hid HY|
Hmong
Muaj cov kev pab txhais lus pub dawh rau koj. Thov hu rau
1 -8B66-260-2723,
Tho
Enyemaka na-ahazi asusy, bu n'efy, diri gi. Kpoo
1-866-260-2723.
Tlocano
Adda awan bayadna a serbisio para 10 lunguage assistance.
Pangngaasim ta tawagam ti |-8G6-2G0-2723,
Indonesian
Lavanan bantuan bahasa bebas biaya tersedia untuk Anda.
Ilarap hubungi 1-866-260-2723.
Ttalian
Sone disponibilt serviz di assistenza linguistica gratuits
Chiamare il numere 1-866-260-2723.
Japanese
BERLs SRR — 2 A & TR O
1-866-260-2723 = THEZE a0,
Karen
dfeioreinF eogi SupdeoteiBorf gt Fedis8
Samer '-x‘.:r;‘t’: 55 1-866-260-2 7:3:4‘.,';;,? s
Korean
A Xl MH|AE 227 0|83t £ EL|CH
1-8GG-260-2723 H = 2 M elsta A 9.
Kru- Bassa
Eot ba hola ni kobol mahep ngui nsaa wogui wo ba yé ha 1 nyuu
yon. Schel 1 nsinga mu 1-866-260-2723.
Kurdish Sorani
A8 PSS G Sen Gl F 3ol a0 (e B (IS A
1-866-260-2723 w0 Je

o

T

Laotian . 3 s

PN o : R R .
»Uon‘?umﬂgonuw’lsnucsvﬂv?mccnmﬂu. n::;]_n?mumco
1-866-260-2723.
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Marathi
TATEET 1-866-260-2723 T HHAEET T0F H0.

Maurshallese

Kwomarof b3k jerbal in ppafiin kajm 1o ejjelok wondan. Jou)
im kallgk 1-866-260-2723.

Micronesian- Pohnpeian

Afie sawas en mahsen ong komwi, sohisepe. Mdelau cker
1-866-260-2723.

Navajo

Saad bee ska'e'eyeed bee dka'nida'wo'igli Uas jiik'eh bee mich't’
bee nd'ahooti’. T'ad shogdi kohji' 1-866-260-2723 hodiilnih.
Nepali

HIST TERAT TIgE (e 3Ueies] Bl FoRN
1-8665-260-2723 AT &l IFENE

Nilotie-Dinka
Kik ¢ kuny ajuesr ¢ thok 413 1iné yin abac 1@ cin wéu veke
thigge. Yincal [-866-260-2723.
Norwegian
Diukan (3 gratis sprikhjelp. Rmg 1-866.260.2723.
Pennsylvania Dutch
Schprooch iwwesetze Hilf kannscht du frei hawnwe. Ruf
1-866-260-2723.
Persinn-Farsi

solabinlall aih eted il -JL(._JJ Oyl ar 0 alae e

80 LS 1-866-260-2723

Polish
Moizesz skorzystac z bezplatnej pomocy jgzvkowe). Zadzwon
pod numer 1-866-260-2723.
Portuguese
Olerecemos servigo gratato de assisténes de 1dwoma. Ligue
para 1-866-2060-2723.
Punjabi
FHE AT AEet 3I3 S8 YS3 BuneT I5| f99ur Fga

1-866-260-2723 '3 TS I3

Romanian

Vise pun la dispozitie, in mod gratuit, servicii de traducere, Vi
rugam si sunafi la 1-866-260-2723.

Russian

SLEBICOREE VCIVEH LIPSALOU TR A Bar OeciLiarHo, 3eoHuIe
me renedony |-866-260-2723.

Samoan- I'a’asamoa

() leo maua tesoasoani mo gagana mo oe ma e € totogia.
Faamolemole teleloni le 1-866-260-2723.

Serbo- Croatian

Mozete besplatne koristiti usluge prevoedioca. Molime nazovite
1-866-260-2723,

Somali

Adeepyada tnageerada lugadda oo bilaash ah ayaa la heli karaa.
Fadlan wae 1-866-260-2723.

Spanish

Hay servicios de asistencia de idiomas, sin cargo, a su
disposicién, |lame al 1-866-260-2723,

SR LAP 64 (6-18)

SR LAP 64 (6-18)

Sudanic- I'ulfulde
I wood walliinde dow weolde caahu ngam maada. Noodu
1-866-260-2723.
Swahili
Huduma za msaada wa lugha zinapatikana Kwa ajli yako bure.
Tafadhali piga simu 1-866-260-2723.
Syriac- Assyrian

woadhga, Lanall) whis Yaed durdinza wdiehs reBiion oo

L-B66-260-2723 ites 18 (oo

Tagalog
Ang mga serbisvo ng tulong sa wika ay available para sa iyo ng
walang bayad, Mangyaring tumawag sa 1-866-26(0-2723.
Telugu
eroikd eshoth HERD Moty &dsdorr wocherend® ey aw.

Sad 3D 1-866-260-2723 2 56§ Sated.

Thai
fudnsaruziuniladunn ivlauiaahisiaaduanizan
ousadwin TlsaTusdwifouwanmay
1-860-260-2733
Tongan- Fakatonga
‘Oku 1 ai p¢ a ¢ sdvest ki he lea” ke tokoni kiate koe pea “oku
‘atd ia ma’aw "o “ikai ha totongi. IK4eaki ‘o ti ki he
1-866-260-2723.
Trukese (Chuukese)
En mei tongeni angei aninisin emon chen chiald, ese kamo.
Kose mochen kopwe kokkon 1-866-260-2723,
Turkish
Dil vardum hizmetler: size Geretsiz olarak sunulmakladir. Litfen
1-R66-260-2723 numaray arayiniz.
Ukrainian
TTocnyTs nepesnany MATaA0TLeS Bas GeaKOmTORI0. JI350IITL 32
HoMepom 1-866-260-2T723,
Urdu )
- e "‘—‘J.""o"‘r' C-;é “‘."'d"‘."‘u'.ﬁj"‘c“‘ 4‘“)“ é;"_'_‘;
2 S 08 2 1-806-200-2723 o yee p
Victnamese .
Dich vu hd tree ngdn ngi. micn phi. danh cho quy vi. Xin vul
long goi 1-866-260-2723.
Yiddish
FUT PRIDR NS 7D TR TR PANDYIN JET CRCNIYD -';‘)‘.'I ™
-866-200-2723 vz
Yoruba
Ise iranlowa edeé ti o je ofe, wa flin ¢. Pe 1-866-260-2723
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