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Application For Enrollment/Change (for groups 1-50)
3OHDVH�SULQW�LQ�EODFN�LQN��,QFRPSOHWH�DQG�RU�LOOHJLEOH�LQIRUPDWLRQ�PD\�UHVXOW�LQ�GHOD\HG�FRYHUDJH��,I�DQ�LWHP�LV�QRW�DSSOLFDEOH��ZULWH�
³1�$�´�The form must be signed and dated or it will be returned.
GROUP ADMINISTRATOR��7KLV�VHFWLRQ�VKRXOG�EH�FRPSOHWHG�E\�WKH�*URXS�$GPLQLVWUDWRU�
*URXS�1XPEHU Subgroup Class *URXS�1DPH 5HTXHVWHG�(ႇHFWLYH�'DWH

Hours Per Week Original Date of Hire Full Time Date of Hire (OLJLELOLW\�:DLWLQJ�3HULRG�6WDUW�'DWH

SECTION 1 – NEW ENROLLMENT, CHANGE OR TERMINATION
(PSOR\HH�/DVW�1DPH First Name Middle Initial

(PSOR\HH�0DLOLQJ�$GGUHVV��������������������������������������������������������������������� &LW\ State ZIP

(PSOR\HH�3K\VLFDO�$GGUHVV����VDPH�DV�PDLOLQJ��� &LW\ State ZIP

3ULPDU\�/DQJXDJH 'D\WLPH�3KRQH�1XPEHU Email Address

Marital Status: � Single       � 'LYRUFHG       � 0DUULHG�5HJLVWHUHG�'RPHVWLF�3DUWQHUVKLS
� 1RQ�UHJLVWHUHG�'RPHVWLF�3DUWQHUVKLS��PXVW�VXEPLW�DQ�$IILGDYLW�RI�4XDOLI\LQJ�'RPHVWLF�3DUWQHUVKLS�

New Enrollment/Termination Special Enrollment Changes
'DWH�RI�(YHQW��BBBBBBBBBBBBBBBBBB 'DWH�RI�(YHQW��BBBBBBBBBBBBBBBBBB � Name Changes

��1HZ�*URXS�1HZ�+LUH ��%LUWK�$GRSWLRQ New Name: ___________________

� Open Enrollment ��/RVV�RI�&RYHUDJH��FRPSOHWH�6HFWLRQ��� Old Name: ____________________

� Rehire ��0DUULDJH�(OLJLEOH�'RPHVWLF�3DUWQHUVKLS ��$GGUHVV�&KDQJH��HQWHU�DERYH�

� Termination � Other _______________________ � Plan Selection
SECTION 2 – PLAN SELECTION
5HIHU�WR�\RXU�*URXS�$GPLQLVWUDWRU�IRU�SODQ�RSWLRQV�DYDLODEOH�WR�\RX�
Dental Medical

� Dental

� No Dental

6HOHFW�\RXU�PHWDO�OHYHO� � Platinum           ��*ROG�������������6LOYHU������������ Bronze           � No Medical
6HOHFW�\RXU�QHWZRUN�������� � Preferred
                                         � MultiCare Connected Care

   � UW Medicine
   � Eastside Health Network

(QWHU�\RXU�GHGXFWLEOH�DPRXQW����BBBBBBBBBBB
HSA (health savings account) health plans only:�,I�\RXU�HPSOR\HU�KDV�SDUWQHUHG�ZLWK�+HDOWK(TXLW\�IRU�\RXU�+6$�EDQN�DFFRXQW��
LW�ZLOO�EH�FUHDWHG�IRU�\RX�DXWRPDWLFDOO\��1R�IXUWKHU�DFWLRQ�LV�UHTXLUHG�IURP�\RX��KRZHYHU��\RX�KDYH�WKH�IROORZLQJ�DOWHUQDWLYH�RSWLRQV�
� 6HQG�P\�FODLPV�GDWD�WR�+HDOWK(TXLW\��,�KDYH�UHDG�DQG�DJUHHG�WR�WKH�HSA Authorization Form.
� 1R��,�GRQ¶W�ZDQW�D�+HDOWK(TXLW\�+6$��
SECTION 3 – ENROLLING MEMBERS
/LVW�DOO�PHPEHUV�IRU�ZKRP�\RX�DUH�DGGLQJ��FKDQJLQJ�RU�WHUPLQDWLQJ�0HGLFDO��0��DQG�RU�'HQWDO��'��EHQH¿WV�
Add Term %HQH¿W *HQGHU 1DPH��)LUVW��0LGGOH��/DVW� 6RFLDO�6HFXULW\�1XPEHU Date of Birth Relation
� � � M � D � M � F Employee/Subscriber SELF

� � � M � D � M � F

� � � M � D � M � F

� � � M � D � M � F

� � � M � D � M � F
7KLV�FRQ¿UPV�WKDW�DQ\�HPSOR\HH�DQG�RU�GHSHQGHQW�IRU�ZKRP�UHWURDFWLYH�WHUPLQDWLRQ�IRU�DGPLQLVWUDWLYH�GHOD\�LV�UHTXHVWHG�KDG�QR�
H[SHFWDWLRQ�RI�FRYHUDJH�DQG�SDLG�QR�SUHPLXP�DIWHU�WKH�UHTXHVWHG�WHUPLQDWLRQ�GDWH�

Group Administrator Signature: __________________________________________________   Date: _________________

1 0 0 3 9 0 7 0 Beautiful Autism, LLC



SECTION 3a – ENROLLING MEMBERS: PRIMARY CARE PHYSICIAN (PCP)
/LVW�\RXU�FKRLFHV�IRU�3ULPDU\�&DUH�3K\VLFLDQ��3&3��DQG�WKH�QDPHV�RI�WKH�PHPEHUV�HDFK�3&3�DSSOLHV�WR�

PCP Name, Address, and Medical Clinic (if known) Names of Covered Members

*F5275.XWA0EN01200202**F5275.XWA0EN01200202*
����:$���3DJH���RI����(ႇ��������Y�
WW0120EERLXS

SECTION 4 – COBRA OR NON-COBRA CONTINUATION ENROLLMENT
<RX�DQG�RU�\RXU�GHSHQGHQWV�PD\�EH�HQWLWOHG�WR�&2%5$�RU�1RQ�&2%5$�FRQWLQXDWLRQ�GXH�WR�ORVV�RI�FXUUHQW�FRYHUDJH��6HOHFW�DQ�
RSWLRQ�IRU�FRQWLQXLQJ�FRYHUDJH�EHORZ��RU�VHOHFW�³1RQH´�LI�QRW�HOHFWLQJ��
Reasons for entitlement include loss of coverage due to: 7HUPLQDWLRQ�RI�HPSOR\PHQW��(QUROOHG�FKLOG�QR�ORQJHU�HOLJLEOH��0HGLFDUH�
HQWLWOHPHQW��5HGXFWLRQ�RI�KRXUV��'LYRUFH�WHUPLQDWLRQ�RI�'RPHVWLF�3DUWQHUVKLS��'HDWK�
7\SH�RI�&RQWLQXDWLRQ����� COBRA       � Non-COBRA Continuation       � None

5HDVRQ�IRU�(QWLWOHPHQW��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB���'DWH�RI�(YHQW��BBBBBBBBBBBBBBBBBB
SECTION 5 – CURRENT AND PRIOR COVERAGE
Note:� ,I�FRYHUDJH� LV�SURYLGHG� IRU�DQ�HQUROOHG�FKLOG�UHQ�� IURP�D�SUHYLRXV�PDUULDJH�RU� UHODWLRQVKLS��SOHDVH�DWWDFK�D�FRS\�RI�DQ\�
FRXUW�GRFXPHQWDWLRQ�WKDW�VKRZV�ZKR�LV�UHVSRQVLEOH�IRU�WKH�KHDOWK�FDUH�H[SHQVHV�RU�LQVXUDQFH�RI�WKH�FKLOG�UHQ��VR�WKH�FDUULHU�FDQ�
GHWHUPLQH�ZKLFK�FRYHUDJH�VKRXOG�SD\�¿UVW�

Names of Covered Members Health Insurance Carrier
Dates of 

Coverage
Coverage 

Continuing? Coverage and Product Type
Carrier Name: Begin: � Yes

� No

&RYHUDJH�7\SH�

��*URXS������,QGLYLGXDO
3ROLF\�1XPEHU� 3URGXFW�7\SH�

End: � Medical    � Dental
Carrier Phone: Medicare:

� Part A    � Part B    � Part D
5HDVRQ�IRU�0HGLFDUH�(QWLWOHPHQW��LI�DSSOLFDEOH������ Age       ��'LVDELOLW\�������� Dual Entitlement       � ESRD
If you need extra space, please request an additional form from your group administrator.
SECTION 6 – APPLICANT SIGNATURE
,�KDYH�UHYLHZHG�DQG�DJUHH�WR�WKH�SURYLVLRQV�VHW�RXW�LQ�WKH�$FNQRZOHGJPHQWV�DQG�$XWKRUL]DWLRQV�VHFWLRQ��EHORZ�

Applicant Signature: ____________________________________________________________    Date: __________________
SECTION 7 – ACKNOWLEDGMENTS AND AUTHORIZATIONS
,�KHUHE\�DSSO\� IRU�HQUROOPHQW��FKDQJH��RU� WHUPLQDWLRQ�RI�FRYHUDJH�DV� LQGLFDWHG�DERYH��$Q\�FRYHUDJH�ZLOO�EH�XQGHU� WKH�PDVWHU�
FRQWUDFW�EHWZHHQ�5HJHQFH�DQG�P\�HPSOR\HU�DQG�VXEMHFW�WR�WKH�WHUPV�DQG�FRQGLWLRQV�RI�WKH�FHUWL¿FDWH�LVVXHG�XQGHU�LW��,�DJUHH�WR�
WKH�(PSOR\HU¶V�HQUROOPHQW�SURYLVLRQV�DQG�FHUWLI\�WKDW�WKRVH�,�VHHN�WR�HQUROO�PHHW�WKH�HOLJLELOLW\�FULWHULD��,�XQGHUVWDQG�WKDW�FRYHUDJH�
GRHV�QRW�VWDUW�XQWLO�,�VHUYH�WKH�HPSOR\HU¶V�HOLJLELOLW\�ZDLWLQJ�SHULRG�HVWDEOLVKHG�LQ�5HJHQFH¶V�UHFRUGV�
,�ZDLYH�FRYHUDJH�RI�DQ\�HOLJLEOH�LQGLYLGXDO�QRW�OLVWHG�RQ�WKLV�DSSOLFDWLRQ��,��RU�DQ\�RWKHU�ZDLYHG�LQGLYLGXDO��PD\�HQUROO�DW�D�ODWHU�WLPH�
GXULQJ�P\�JURXS¶V�DQQLYHUVDU\�RU�D�6SHFLDO�(QUROOPHQW�3HULRG��,I�,�ZDLYH�HQUROOPHQW�IRU�P\VHOI�RU�DQ\�RI�P\�GHSHQGHQWV�EHFDXVH��RI�
RWKHU�KHDOWK�LQVXUDQFH�FRYHUDJH��,�PD\�HQUROO�WKH�ZDLYHG�LQGLYLGXDOV�LI�,�UHTXHVW�HQUROOPHQW�ZLWKLQ����GD\V�DIWHU�WKH�RWKHU�FRYHUDJH�
HQGV��,Q�DGGLWLRQ��,�PD\�HQUROO�P\VHOI�DQG�RU�QHZ�GHSHQGHQWV�ZLWKLQ����GD\V�RI�PDUULDJH�RU�GRPHVWLF�SDUWQHUVKLS��RU�ZLWKLQ����GD\V�
RI�ELUWK��DGRSWLRQ��RU�SODFHPHQW�IRU�DGRSWLRQ��LI�DGGLWLRQDO�SUHPLXP�LV�GXH�DQG�SDLG�IRU�WKH�FKLOG���3OHDVH�FDOO������������������IRU�
more information about these rules.
7KLV�DSSOLFDWLRQ�ZLOO�EHFRPH�SDUW�RI�WKH�FRQWUDFW�EHWZHHQ�5HJHQFH�DQG�P\�HPSOR\HU�DQG�,�XQGHUVWDQG�RQO\�DQ�RႈFHU�RI�5HJHQFH�
PD\�FKDQJH�WKH�WHUPV�RI�WKH�PDVWHU�FRQWUDFW��LWV�DPHQGPHQWV��RU�WKLV�DSSOLFDWLRQ��,�DXWKRUL]H�P\�HPSOR\HU�WR�DFW�DV�P\�DJHQW�
LQ�DOO�PDWWHUV�RI�DGPLQLVWUDWLRQ�RI�WKH�JURXS�FRYHUDJH��DQG�DFNQRZOHGJH�WKDW�P\�HPSOR\HU�LV�LQ�QR�ZD\�DQ�DJHQW�IRU�5HJHQFH��,�
DJUHH�WR�SD\�WKH�DSSURSULDWH�SUHPLXP�UDWHV�IRU�P\VHOI�DQG�P\�HQUROOLQJ�GHSHQGHQWV�LQ�DGYDQFH��DQG�DXWKRUL]H�SD\UROO�GHGXFWLRQ�
of premiums as required.
,� DXWKRUL]H� DQ\� VRXUFH� WR� UHOHDVH� WR�5HJHQFH�� DQ\�PHGLFDO�� KHDOWK�� HPSOR\PHQW�� DQG�RU� LQVXUDQFH� LQIRUPDWLRQ� UHTXHVWHG� IRU�
DQ\� HQUROOHG� PHPEHU�� ,� DFNQRZOHGJH� DQG� XQGHUVWDQG� WKDW� 5HJHQFH�PD\� UHTXHVW� RU� GLVFORVH� KHDOWK� LQIRUPDWLRQ�� RWKHU� WKDQ�
SV\FKRWKHUDS\�QRWHV��IRU�ZKLFK�D�VHSDUDWH�DXWKRUL]DWLRQ�ZLOO�EH�XVHG���DERXW�PH�RU�P\�HQUROOHG�GHSHQGHQWV�IURP�WLPH�WR�WLPH�
WR�IDFLOLWDWH�KHDOWK�FDUH�WUHDWPHQW�RU�SD\PHQW��WR�DVVLVW�ZLWK�EXVLQHVV�RSHUDWLRQV�QHFHVVDU\�WR�DGPLQLVWHU�KHDOWK�FDUH�EHQH¿WV��
RU�DV�UHTXLUHG�E\�ODZ��0RUH�LQIRUPDWLRQ�DERXW�5HJHQFH¶V�XVHV�DQG�GLVFORVXUHV�RI�LQIRUPDWLRQ�LV�SURYLGHG�LQ�LWV�1RWLFH�RI�3ULYDF\�
3UDFWLFHV��DYDLODEOH�DW�UHJHQFH�FRP�RU�E\�FDOOLQJ�FXVWRPHU�VHUYLFH�
,�FHUWLI\�WKDW�DOO�LQIRUPDWLRQ�SURYLGHG�RQ�WKLV�IRUP�LV�WUXH��FRUUHFW��DQG�FRPSOHWH��DQG�XQGHUVWDQG�5HJHQFH�ZLOO�UHO\�RQ�LW�LQ�PDNLQJ�
FRYHUDJH�DQG�UDWLQJ�GHWHUPLQDWLRQV��,W�LV�D�FULPH�WR�NQRZLQJO\�SURYLGH�IDOVH��LQFRPSOHWH��RU�PLVOHDGLQJ�LQIRUPDWLRQ�WR�DQ�LQVXUDQFH�
FRPSDQ\� IRU� WKH�SXUSRVHV�RI� GHIUDXGLQJ� WKH�FRPSDQ\��3HQDOWLHV� LQFOXGH� LPSULVRQPHQW�� ¿QHV��DQG�GHQLDO� RI� LQVXUDQFH�DQG�RU�
EHQH¿WV��,�DJUHH�WR�SURPSWO\�LQIRUP�5HJHQFH�LQ�ZULWLQJ�LI�DQ\�DQVZHU�RQ�WKLV�DSSOLFDWLRQ�ODWHU�EHFRPHV�LQDFFXUDWH�RU�LQFRPSOHWH�
EHIRUH�P\�FRYHUDJH�WDNHV�HႇHFW�

Regence BlueShield: 1800 Ninth Avenue, Seattle, Washington 98101



 
NONDISCRIMINATION NOTICE 

01012017.04PF12LNoticeNDMARegence 

Regence complies with applicable Federal civil rights laws and does not discriminate on the 
basis of race, color, national origin, age, disability, or sex. Regence does not exclude people 
or treat them differently because of race, color, national origin, age, disability, or sex.  
 
Regence:  
Provides free aids and services to people with disabilities to communicate effectively 
with us, such as:  

x Qualified sign language interpreters  
x Written information in other formats (large print, audio, and accessible electronic 

formats, other formats)  
 
Provides free language services to people whose primary language is not English, 
such as:  

x Qualified interpreters  
x Information written in other languages  

 
If you need these services listed above, 
please contact:   
 
Medicare Customer Service  
1-800-541-8981 (TTY: 711) 
 
Customer Service for all other plans 
1-888-344-6347 (TTY: 711) 
 
If you believe that Regence 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 with our civil rights coordinator 
below: 
 
Medicare Customer Service 
Civil Rights Coordinator 
MS: B32AG,  PO Box 1827  
Medford, OR 97501 
1-866-749-0355, (TTY: 711) 
Fax: 1-888-309-8784  
medicareappeals@regence.com 
 
Customer Service for all other plans 
Civil Rights Coordinator 
MS CS B32B, P.O. Box 1271 
Portland, OR 97207-1271 
1-888-344-6347, (TTY: 711) 
CS@regence.com 
 

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 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, 800-537-7697 (TDD). 
 
Complaint forms are available at 
http://www.hhs.gov/ocr/office/file/index.html.  
 

 
 



Language assistance 

01012017.04PF12LNoticeNDMARegence 

ATENCIÓN: si habla español, tiene a su disposición 
servicios gratuitos de asistencia lingüística.  Llame al 
1-888-344-6347 (TTY: 711). 
 

ὀ意㸸如果您使⏝⦾㧓中文㸪您可以免㈝⋓得ㄒゝ

援助服務。ㄳ⮴㟁 1-888-344-6347 (TTY: 711)。 
 
CHÚ Ý:  NӃu bҥn nói TiӃng ViӋt, có các dӏch vө hӛ 
trӧ ngôn ngӳ miӉn phí dành cho bҥn.  Gӑi sӕ 1-888-
344-6347 (TTY: 711). 
 

주의:  䞲국어를 사용䞮시는 경우, 언어 지원 
서비스를 무료로 이용䞮실 수 있습니다.  1-888-
344-6347 (TTY: 711) 번으로 전䢪䟊 주십시오. 
 
PAUNAWA:  Kung nagsasalita ka ng Tagalog, maaari 
kang gumamit ng mga serbisyo ng tulong sa wika nang 
walang bayad.  Tumawag sa 1-888-344-6347 (TTY: 
711). 
 
ВНИМАНИЕ:  Еɫɥɢ ɜɵ ɝɨɜɨɪɢɬɟ ɧɚ ɪɭɫɫɤɨɦ ɹɡɵɤɟ, 
ɬɨ ɜɚɦ ɞɨɫɬɭɩɧɵ ɛɟɫɩɥɚɬɧɵɟ ɭɫɥɭɝɢ ɩɟɪɟɜɨɞɚ.  
Зɜɨɧɢɬɟ 1-888-344-6347 (ɬɟɥɟɬɚɣɩ: 711). 
 
ATTENTION : Si vous parlez français, des services 
d'aide linguistique vous sont proposés gratuitement.  
Appelez le 1-888-344-6347 (ATS : 711) 
 

注意事枭烉日本婆を娙される場合、無料の妨婆支

援をご利用いただけます。1-888-344-6347           
炷TTY:711炸まで、お暣娙にてご忋䴉ください。 
 

ti’go Diné 
Bizaad, saad

 1-888-344-6347 (TTY: 711.) 
 
FAKATOKANGA’I:  Kapau ‘oku ke Lea- 
Fakatonga, ko e kau tokoni fakatonu lea ‘oku nau fai 
atu ha tokoni ta’etotongi, pea te ke lava ‘o ma’u ia.  
ha’o telefonimai mai ki he fika 1-888-344-6347 (TTY: 
711) 
 
OBAVJEŠTENJE:  Ako govorite srpsko-hrvatski, 
usluge jezičke pomoći dostupne su vam besplatno.  
Nazovite 1-888-344-6347 (TTY- Telefon za osobe sa 
oštećenim govorom ili sluhom: 711) 

ƅរយȽŅនɉ  Ȓរȋសǯនēƴនកនǯžយ ŴƤȓមែរ, 
ȒសƑជșនȇយȓននកŴƤ ȒīយមǯនគǯŅĕន ȉល 
គǽƷចŹនសșƇរȥរșȒរ Ƕƴនកɇ  ចȄ រ ទȄរសȽŬទ 1-888-344-
6347 (TTY: 711)ɇ 
 

ਧਿਆਨ ਧਿਓ� ਜੇ ਤੁਸ� ਪ�ਜਾਬੀ ਬੋਲਿ ੇਹੋ, ਤਾਂ ਭਾਸ਼ਾ ਧ Ǌ ਚ 

ਸਹਾਇਤਾ ਸੇ ਾ ਤੁਹਾਡ ੇਲਈ ਮੁਫਤ ਉਪਲਬਿ ਹੈ� 1-888-344-

6347 (TTY: 711) 'ਤੇ ਕਾਲ ਕਰੋ� 
 
ACHTUNG: Wenn Sie Deutsch sprechen, stehen 
Ihnen kostenlose Sprachdienstleistungen zur 
Verfügung.  Rufnummer: 1-888-344-6347 (TTY: 711) 
 
ማስታወሻ:-  Õሚናôሩት ቋንቋ አማርኛ ከሆነ Õትርõም እርßታ 
áርñቶችŃ በነĢ ሊØùÊ½ት ተÅ÷ìተዋልń በሚከተለ¼ ቁČር 
ÚÜ¼ሉ 1-888-344-6347 (መስማት ለተሳናቸ¼:- 711)ŁŁ  
 
УВАГА!  əɤɳɨ ɜɢ ɪɨɡɦɨɜɥɹɽɬɟ ɭɤɪɚʀɧɫɶɤɨɸ 
ɦɨɜɨɸ, ɜɢ ɦɨɠɟɬɟ ɡɜɟɪɧɭɬɢɫɹ ɞɨ ɛɟɡɤɨɲɬɨɜɧɨʀ 
ɫɥɭɠɛɢ ɦɨɜɧɨʀ ɩɿɞɬɪɢɦɤɢ.  Тɟɥɟɮɨɧɭɣɬɟ ɡɚ 
ɧɨɦɟɪɨɦ 1-888-344-6347 (ɬɟɥɟɬɚɣɩ: 711) 
 

Åयान दिनहुोस्: तपा6«ल ेनेपाली बोÐनहुòÆछ भने तपा6«को दनदÌत भाषा सहायता सेवाहł 
दनिःशÐुक łपमा उपलÊध छ । फोन गनुुहोस ्1-888-344-6347 (दिदिवा6: 
711 
 
ATEN܉IE:  Dacă vorbi܊i limba română, vă stau la 
dispozi܊ie servicii de asisten܊ă lingvistică, gratuit.  
Suna܊i la 1-888-344-6347 (TTY: 711) 
 
MAANDO: To a waawi [Adamawa], e woodi ballooji-
ma to ekkitaaki wolde caahu. Noddu 1-888-344-6347 
(TTY: 711) 
 

Ãปรดทราบ� ถา้คุณพดูภาษาÅทย คุณสามารถÄชบ้ริการช่วยเหลือทางภาษาÅดฟ้รี  
Ãทร 1-888-344-6347 (TTY: 711) 
 
 ໂປດຊາບ: ຖǚ າວ່າ ທ່ານເວ ǚ າພາສາ ລາວ, 
ການບǞ ລິ ການຊ່ວຍເຫ ຼື ອດǚ ານພາສາ, ໂດຍບǞ່ ເສັǟຄ່າ, ແມ່ນມີ ພǚ ອມໃຫǚ ທ່ານ. 
ໂທຣ 1-888-344-6347 (TTY: 711) 
 
Afaan dubbattan Oroomiffaa tiif, tajaajila gargaarsa 
afaanii tola ni jira. 1-888-344-6347 (TTY: 711) tiin 
bilbilaa. 
 

 

ϪΟϮΗ :ا̳ر ϪΑ ϥاΑی زγارϓ  تΒΤλϣ یϨ̯ϴ،د Ϭδتϴتϼ ϧاΑرتی زϮμΑ راϳϥرا ̴اΑ ایϤη 
Ϣϫراϓ ϣ دیηاΑ .اΑ 1-888-344-6347 (TTY: 711) اسϤت ̴Αϴرϳد. 

 

 ϢϗرΑ Ϟμات  .ϥاΠϤϟاΑ Ϛϟ رϓاϮة تتϳϮϐϠϟدة اϋاδϤϟات اϣدΧ ϥإϓ ،ةϐϠϟر اϛاذϓ دثΤت تتϨϛ ة:  إذاυϮΤϠϣ1-888-344-6347 
 Ϣϗر�  ϢϜΒϟاϭ Ϣμϟا ϒاتϫ(TTY: 711    


