<] | AGENT&OFFICEUSEONLY |
: I G H MAR K® Date Received: —— OFFICLY

Agent Name: Agent NPN:

In which channel was this application received?

O Face to Face Consultation O Medicare Options Seminar
APPLICATION FOR HIGHMARK MEDIGAP BLUE O Highmark Direct Store U Member Benefits Forum
MEDICARE SUPPLEMENT INSURANCE PLANS Q Pre-set Home Visit Q other

IMPORTANT: IF YOU ARE NOT ELIGIBLE FOR MEDICARE PART A AND ENROLLED IN MEDICARE PART B, YOU ARE NOT ELIGIBLE TO ENROLL IN
MEDIGAP BLUE. DO NOT COMPLETE THIS APPLICATION.

SECTION I: APPLICANT INFORMATION

First Name Middle Initial | Last Name Suffix
Permanent Address Apt# City State Zip County of Residence
Mailing Address (if different) Apti# City State Zip
Birthdate MM/DD/YYYY Social Security Number Gender
O Male O Female
Preferred Telephone Number QHome | Email Address
U Mobile

Please provide your Medicare information below as shown on your red, white and blue Medicare Health Insurance card.

Medicare Number Part A (Hospital) Effective Date Part B (Medical) Effective Date
/ / / /
Have you used any form of tobacco in the last 12 months? UYes U No
If you are under age 65, did you enroll in Medicare due to End Stage Renal Disease? UYes U No

SECTION II: PLAN SELECTION AND BILLING OPTIONS

Check the one plan for which you are enrolling. Rates subject to change. Enroliment subject to approval.
Please reference the enclosed Medigap Blue Outline of Coverage for the monthly premium based on your age and/or
eligibility. If you have any questions or would like to speak with a licensed Medicare Advisor, call 1-888-692-5830.
You may also reach out to your agent with questions.

Please indicate your plan choice below:

g E::: g‘ Additional plan options available ONLY if first Medicare Eligible before 2020:
U Plan D QO Plan C

U PlanG U PlanF

O Plan G High Deductible O High Deductible Plan F

UPlanN

For an additional monthly subscription fee, would you like to enroll in the optional Whole
Health Balance Program, which provides optional coverage for hearing, vision, dental and

fitness? (See Whole Health Balance Program description for details.) OYes ONo

Requested Coverage Effective Date: / 01/
In the future bill me*: 0O Quarterly (every 3 months) QO Bimonthly (every 2 months) O Monthly

*If electronic funds transfer (EFT) is desired, please complete and return a separate EFT application which is included.
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SECTION Ill: GUARANTEED ACCEPTANCE / OPEN ENROLLMENT DETERMINATION

Please answer all questions as instructed. Applications with incomplete answers to this section will not be accepted.

1. Are you guaranteed acceptance into certain Medicare Supplement plans based on the conditions
listed in the “Important Information about Your Rights to Guaranteed Issue of Medicare
Supplement Insurance” that you received with this application? UYes UNo

2. Have you lost or are you losing other health insurance coverage and received a notice from your prior
insurer saying you were eligible for guaranteed issue of a Medicare Supplement insurance policy, or
that you have certain rights to buy such a policy? QYes UNo

If you answered “Yes” to Question 1 or Question 2, you may be eligible for Guaranteed Acceptance in one or more of
our Medicare Supplement Plans. Please attach proof of eligibility, such as notice from a prior insurer saying you were
eligible for guaranteed issue of a Medicare supplement insurance policy and skip to Section VII.

3. If you are applying during an Open Enrollment Period:
A) Are you within 6 months of your Medicare Part B effective date? UYes UNo

B) Will you be age 65 or older, or within 6 months of turning age 65, on the date of your
requested coverage effective date? UYes UNo

If you answered “Yes” to Question 3A, skip to Section VII.
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SECTION IV: HEALTH QUESTIONS TO DETERMINE ELIGIBILITY

If you were not advised to skip to Section VIl after completing Section lll of the application, complete this section
in its entirety to determine if you are eligible for this coverage. If you are unsure how to respond, please consult

your medical provider. Prior to approving your application for enrollment, Highmark reserves the right to review
previous and current applications for coverage as well as claims history.

1. Were you enrolled in Medicare prior to age 65 due to a disability? UYes UNo

2. Are you now or have you been advised in the next year to be any of the following? QYes QONo

« Admitted as an inpatient to a hospital

« Confined to a nursing facility for other than short term rehabilitation
- Paralyzed, bedridden or confined to a wheelchair

+ Receiving dialysis

3. Within the past 2 years, have you been diagnosed or treated (including prescription drugs) for
any of the following conditions? Do not include any genetic information, such as family

medical history or any information related to genetic testing, services or counseling. UYes UNo

« Cancer (other than skin cancer), Leukemia or Lymphoma, Melanoma

» Heart, Coronary, or Carotid Artery Disease (not including high blood pressure), Heart attack,
Aneurysm, Congestive Heart Failure or any other type of Heart Failure, Enlarged Heart, Stroke,
Transient Ischemic Attacks (TIA), or Hemophilia

« Diabetes (using insulin)
« Bone marrow or other organ transplant

+ ALS (Lou Gherig's Disease), Multiple Sclerosis (MS), Parkinson’s, Systemic Lupus Erythematosus (SLE),
Alzheimer’s or Dementia

« AIDS, AIDS Related Complex (ARC), or tested positive for HIV

« Chronic Renal Disease such as ESRD

« Cirrhosis of the Liver, Hepatitis C

« Chronic Obstructive Pulmonary Disease (COPD), Emphysema

« Alcohol Abuse or Alcoholism, Drug Abuse or use of illegal drugs

« Bipolar or Manic Depressive, Schizophrenia, Psychological illness requiring hospitalization

4. Have you been advised to have a joint replacement in the next year, or have you received a joint

replacement within the past 6 months? UdYes UNo

@ If you answered YES to any of the questions in Section IV, you are not eligible for these plans.
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SECTION V: HEALTH QUESTIONS TO DETERMINE RATE

If you were not advised to skip to Section VIl after completing Section lll of the application, complete this section in
its entirety. If you are unsure how to respond, please consult your medical provider.

1. Have you been diagnosed, received treatment (including prescription drugs), or had any of the following conditions?

Heart Conditions Gastrointestinal Conditions

A. Heart Rhythm Disorders UYes O No G. Chronic Pancreatitis UYes U No
H. Esophageal Varices UYes U No

Musculoskeletal Conditions l. Ulcerative Colitis UYes U No

B. Amputation due to disease UYes O No

C. Rheumatoid Arthritis UYes U No

D. Spinal Stenosis UYes O No

E. Degenerative Disc or Herniated Disc UYes O No

F. Osteoporosis UYes O No

2. Within the past 2 years, have you been hospitalized or had inpatient surgery? UYes U No

SECTION VI: OTHER HEALTH INFORMATION

If you were not advised to skip to Section VIl after completing Section lll of the application, complete this section in
its entirety to provide additional health information which is subject to underwriting review.

1. Enter your Height and Weight. Body Mass Index (BMI) values greater or equal to 40 may result in a higher rate
or denial.

Height ft. inches  Weight (Ibs.)

2. Listall prescription drugs you are currently taking or have been medically advised to take: (If none, write in “None.”
If additional space is needed, attach a separate page and sign and date that page.)

MEDICATION AMOUNT CONDITION FOR WHICH PRESCRIBED CURRENTLY TAKING

dYes WNo

dYes WNo

dYes WNo

SECTION VII. ADDITIONAL INFORMATION

1. Are you covered for Medical Assistance through the state Medicaid program? QYes UNo

(NOTE TO APPLICANT: If you are participating in a “Spend-Down Program” and have not met
your “Share of Cost,” please answer NO to this question).

If yes,
A. Will Medicaid pay your premiums for this Medicare supplement policy? QYes UNo

B. Do you receive any benefits from Medicaid OTHER THAN payments towards your
Medicare Part B premium? UYes UNo

2. If you had coverage from any Medicare plan other than the original Medicare within the last
63 days (for example, a Medicare Advantage plan, or a Medicare HMO or PPO), fill in your start and
end dates below. If you are still covered under this plan, leave “END” blank.

START / / END / /
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If you are still covered under the Medicare plan, do you intend to replace your current coverage

with this new Medicare supplement policy? QYes ONo

Was this your first time in this type of Medicare plan? OYes UNo

Did you drop a Medicare supplement policy to enroll in the Medicare plan? QYes QNo

Do you have another Medicare supplement policy in force? UYes UNo

If yes,

A. With what company

B. Letter Plan of existing policy

C. Current Rate Tier (Choose one of the following)

U Preferred U Tobacco U Other (Please specify)

U Standard U Non-tobacco

D. Current Monthly Premium Amount

E. Do you intend to replace your current Medicare supplement policy with this policy? UYes UNo
7. Have you had coverage under any other health insurance within the past 63 days? QYes QNo

(For example, an employer, union, or individual plan)

A. If so, with what company and what kind of policy?

B. What are your dates of coverage under the policy? (If you are still covered under the other QYes QNo

policy, leave “END” blank.)
START / / END / /
Do you have coverage under a Medicare Prescription Drug Program through Highmark or
another company? UYes UNo

If Highmark, please list the identification number on the front of your ID card:

SECTION VIII. APPLICATION STATEMENTS FOR MEDICARE SUPPLEMENT PROGRAM

You do not need more than one Medicare supplement policy

If you purchase this policy, you may want to evaluate your existing health coverage and decide if you need multiple

coverages.

You may be eligible for benefits under Medicaid and may not need a Medicare supplement policy.

If, after purchasing this policy, you become eligible for Medicaid, the benefits and premiums under your Medicare

supplement policy can be suspended, if requested, during your entitlement to benefits under Medicaid for 24

months. You must request this suspension within 90 days of becoming eligible for Medicaid. If you are no longer
entitled to Medicaid, your suspended Medicare supplement policy or, if the Medicare supplement policy is no longer
available, a substantially equivalent policy will be reinstituted if requested within 90 days of losing Medicaid
eligibility. If the Medicare supplement policy provided coverage for outpatient prescription drugs and you enrolled in
Medicare Part D while your policy was suspended, the reinstituted policy will not have outpatient prescription drug
coverage, but will otherwise be substantially equivalent to your coverage before the date of suspension.
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- If you are eligible for and have enrolled in a Medicare supplement policy by reason of disability and you later
become covered by an employer or union-based group health plan, the benefits and premiums under your Medicare
supplement policy can be suspended, if requested, while you are covered under the employer or union-based group
health plan. If you suspend your Medicare supplement policy under these circumstances, and later lose your
employer or union-based group health plan, your suspended Medicare supplement policy (or, if that is no longer
available, a substantially equivalent policy) will be reinstituted if requested within 90 days of losing your employer or
union-based group health plan.

If the Medicare supplement policy provided coverage for outpatient prescription drugs and you enrolled in Medicare
Part D while your policy was suspended, the reinstituted policy will not have outpatient prescription drug coverage,
but will otherwise be substantially equivalent to your coverage before the date of suspension.

«  Counseling services may be available in your state to provide advice concerning your purchase of Medicare supplement
insurance and concerning medical assistance through the state Medicaid program, including benefits as a Qualified
Medicare Beneficiary (QMB) and a Specified Low-Income Medicare Beneficiary (SLMB). Call ELDERinfo
at 800-336-9500.

IMPORTANT: For the purposes of the sections that follow below, “Creditable Health Care Coverage” includes, but is
not limited to, any Highmark group or individual health care program; another insurance company’s individual, group,
or Medicare Supplement program; certain Medicare health plans, for example, a Medicare health care maintenance
organization (HMO) or preferred provider organization (PPO); a Program of All-Inclusive Care for the Elderly; or other
government health plans such as Medicare, Medicaid, a state risk pool or FEHBP.

If you are currently enrolled in Creditable Health Care Coverage and your new Medigap Blue coverage will replace this
Creditable Health Care Coverage without interruption - you are eligible for all Medigap Blue plan benefits as soon as your
new coverage becomes effective. There is no waiting period for any pre-existing conditions you may have.

If you were previously, but are not currently, enrolled in some form of Creditable Health Care Coverage, you may be
eligible for a waiver or reduction of your pre-existing condition exclusion if you satisfy all of the following requirements:

« Your prior Creditable Health Care Coverage was for a period of at least six (6) consecutive months; and

« You submit your completed application for Medigap Blue coverage to Highmark within sixty-three (63) days from the
date that your most recent prior Creditable Health Care Coverage ended (or in certain instances, the date on which you
were notified that your coverage will end); and

+ You attach a copy of your “Certificate of Prior Creditable Coverage” to your application for Medigap Blue coverage or
provide other proof of your Creditable Health Care Coverage prior coverage.

If you were not enrolled in any type of Creditable Health Care Coverage within the last sixty-three (63) day period prior to
your application for Medigap Blue coverage, the following pre-existing exclusion clause will apply:

These Highmark Medigap Blue plans will not provide benefits during the first six (6) months of your coverage for
any disease or physical condition for which you received treatment or advice from a physician during the six (6)
month period before your new coverage became effective.

Notice: Any person who knowingly and with intent to defraud any insurance company or other person files an application
for insurance or statement of claim containing any materially false information or conceals for the purpose of misleading,
information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects such
person to criminal and civil penalties.

The accuracy and validity of the information that you provide in the Application, including your responses to the health
questionnaire, is subject to review by the Plan. The Plan reserves the right to take appropriate action in the event the
information is not true or accurate.
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The Plan shall terminate the Agreement if the Subscriber obtained or attempted to obtain benefits or payment for benefits
as a result of a material misrepresentation. If benefits were provided due to a material misrepresentation, the Subscriber
agrees to reimburse the Plan for such benefits.

| understand and agree that the terms and conditions of my coverage will be controlled by the written agreement with
Highmark and that they may adopt reasonable policies, procedures, rules and interpretations to administer the program.
| recognize that my coverage will only apply to services or supplies that are provided on or after the effective date of my
coverage. To the best of my knowledge, the information provided on this application is true and correct.

| acknowledge and agree that certain personally identifiable information about me (collectively, “Personal Information”) is
subject to various statutory privacy standards, including, but not limited to, state insurance regulations implementing Title V
of the Gramm-Leach-Bliley Act and the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”) and regulations
adopted thereunder by the Department of Health and Human Services (45 CFR Parts 160, 162, 164). In accordance with those
standards, Highmark may use and disclose Personal Information as permitted or required by law, and to facilitate payment,
treatment and health care operations as described in its Notice of Privacy Practices (“NPP"). | understand that a copy of
Highmark's current NPP is available on Highmark’s Web site, or from the Highmark Privacy Department.

| hereby apply for coverage under the Highmark Medigap Blue Agreement. | understand this application is subject to
approval by Highmark and the provisions of the Agreement.

| further understand that any approval of this application by Highmark is conditioned upon my being enrolled in Parts A
and B of Medicare. If for any reason | am not enrolled in Medicare Part A or B, Highmark has the right to deny my application
for Medigap Blue. If for any reason | become ineligible for Medicare A and B at some future date, | agree to notify Highmark
immediately.

I understand that when | purchase this coverage, any other direct pay Highmark coverage | may have in effect will be
cancelled as of the effective date of the Medigap Blue coverage.

| hereby authorize the Centers for Medicare and Medicaid Services (CMS) to furnish Highmark medical or other information
acquired by it under the Title VIl program (Medicare) to the extent necessary to process any claim under the Highmark
Medigap Blue Agreement in effect with Highmark.

| understand the insurance producer cannot approve coverage. This Application does not guarantee that coverage will
be provided. | further understand coverage, if provided, will not take effect until issued by Highmark and that the actual
subscription rate will not be determined until coverage is issued. | understand the person discussing Medigap Blue plan
options with me is either employed by or contracted with Highmark and may be entitled to receive compensation based
on my enrollment in a plan.

To the best of my knowledge and belief, the information provided on this application is true and correct.

SIGNATURE

I hereby acknowledge and agree that | have received an Outline of Medicare Supplement Coverage and the Guide to Health Insurance for People with
Medicare. My signature below verifies that | have read, understand and agree to all items contained in Section VIII (“Application Statements for Medicare
Supplement Program”) of this form:

Phone #: ( )
Signature Date
EMERGENCY CONTACT Phone #: ( )
Print Name
POWER OF ATTORNEY
Signature Date
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THIS SECTION TO BE COMPLETED BY INSURANCE BROKER OR AGENT ONLY

A. List any other health insurance policies you have sold to this applicant which are still in force:

B. List any other health insurance policies you have sold to this applicant in the past five years which are no longer in force:

Signature of Agent or Broker Date

Print Name and NPN

Agency Name and Number

Phone #: ( )

FOR OFFICE USE:

INSTRUCTIONS FOR MAILING IN APPLICATION

Please review this checklist before you mail your application: Return your completed application to us.
Q  Have you completed all required sections of the application form?
Q  Areyour name and address written correctly on the

. ) ) )
application form? . o Highmark Blue Cross Blue Shield
O  Have you attached your Certificate of Prior Creditable Coverage P.0. Box 535049

or your previous plan’s letter of termination? (if applicable) .
O  Have you signed and dated your application? Pittsburgh, PA 15253-9801

O  Have you attached the applicant’s Power of Attorney or
documentation of Legal Guardianship? (if applicable)

Use the envelope provided or mail to:

Benefits and/or benefit administration may be provided by or through Highmark BCBSD Inc. d/b/a Highmark Blue Cross Blue Shield,
which serves the state of Delaware and is an independent licensee of the Blue Cross Blue Shield Association.

All references to “Highmark” in this document are references to the Highmark company that is providing the member’s health benefits
or health benefit administration and/or to one or more of its affiliated Blue companies.



<HIGHMARK 29

An Independent Licensee of the Blue Cross and Blue Shield Association

Discrimination is Against the Law

The Plan complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, or sex, including sex stereotypes and gender identity. The Plan does not exclude
people or treat them differently because of race, color, national origin, age, disability, or sex assigned at birth,
gender identity or recorded gender. Furthermore, the Plan will not deny or limit coverage to any health service
based on the fact that an individual’s sex assigned at birth, gender identity, or recorded gender is different from the
one to which such health service is ordinarily available. The Plan will not deny or limit coverage for a specific health

service related to gender transition if such denial or limitation results in discriminating against a transgender

individual. The Plan:

e Provides free aids and services to people with disabilities fo communicate effectively with us, such as:

- Quualified sign language interpreters

- Written information in other formats (large print, audio, accessible electronic formats, other formats)

« Provides free language services to people whose primary language is not English, such as:

- Quualified interpreters
- Information written in other languages

If you need these services, contact the Civil Rights Coordinator.

If you believe that the Plan

has failed to provide these services or discriminated in
another way on the basis of race, color, national origin,
age, disability, or sex, including sex stereotypes and
gender identity, you can file a grievance with:

Civil Rights Coordinator

P.O. Box 22492

Pittsburgh, PA 15222

Phone: 1-866-286-8295 (TTY: 711), Fax: 412-544-2475
Email: CivilRightsCoordinator@highmarkhealth.org

You can file a grievance in person or by mail, fax,
or email. If you need help filing a grievance, the Civil
Rights Coordinator 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 of 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

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

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

ATTENTION: If you speak English, free language translation and interpretation services are available fo you.
Appropriate auxiliary aids and services (such as large print, audio, and Braille) to provide information in accessible
formats are also available free of charge. Call the number on the back of your ID card (TTY: 711) for help.

ATENCION: Si habla espaiiol, tiene a su disposicién servicios gratuitos de traduccién e interpretacién de idiomas.
También hay disponibles ayudas y servicios auxiliares adecuados (como letra grande, audio y Braille) para
proporcionar informacién en formatos accesibles sin cargo. Liame al nimero que figura al dorso de su tarjeta de

identificacion (TTY: 711) si necesita ayuda.

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Ubersetzungs- und Dolmetscherdienste zur
Verfligung. AuBerdem sind kostenlos entsprechende Hilfsmittel und Dienstleistungen (wie GroBdruck, Audio und
Blindenschrift) zur Bereitstellung von Informationen in barrierefreien Formaten erhdltlich. Wahlen Sie hierfur bitte
die Nummer auf der Riickseite |hrer Ausweiskarte (TTY: 711).

ATANSYON: Si w pale Kreyol Ayisyen, gen sevis tradiksyon ak entépretasyon aladispozisyon w gratis nan lang ou
pale a. Ed ak sévis siplemanté apwopriye (telke gwo l&t, odyo, Braille) pou bay enfomasyon nan foma aksesib yo
disponib gratis tou. Rele nimewo ki sou do Kat ID w lan (TTY: 711) pou jwenn éd.



BHUMAHWE: Ecnun Bl roBopuTte Ha pycckoMm s3bike, Bam gocTynHel 6ecnnaTtHble ycnyrn nepeBofa HA APYrom A3bIK.
Takxe npegocTaBnsieTcs AOMOMHUTENBbHAS 6ECNNIATHAS MOMOLb U YCNyri oToBpayxeHUs MHGOPMALIMM B AOCTYMHbIX
dopmaTax (Hanpumep, KpynHbIM WpndTom, Wwprdtom bpainnsg unm B Buge aygmosanuck). [ina nonyyeHns nomowym
NO3BOHUTE MO HOMEPY, YKA30HHOMY HO O6PATHOM CTOPOHe BaAwel uaeHTuduKaumoHHom kapTsel (TTY: 711).

ATTENZIONE: se parla italiano, sono disponibili servizi gratuiti di traduzione e interpretariato. Sono inoltre
disponibili gratuitamente adeguati supporti e servizi ausiliari (ad esempio caratteri grandi, audio e Braille) per
fornire informazioni in formati accessibili. Per assistenza, chiami il numero riportato sul retro della Sua tessera di
identificazione (TTY: 711).

ATTENTION : si vous parlez frangais, des services de traduction et d’interprétation gratuits sont a votre disposition.
Vous pouvez aussi bénéficier gratuitement de 'accés a des outils et services auxiliaires appropriés (affichage en
gros caractéres, audio et le braille) dans des formats accessibles. Veuillez appeler le numéro qui se trouve au verso
de votre carte d’identification (TTY : 711) pour obtenir de 'aide.

AKIYESI: Ti o bd nso &dé Yorubd, awon ise itumo ati dgbufo &dé wa ni arowoté 16féé fin 0. Awon ise itdju ati
iranléwo 16 ye (bii titewé nla, gbigbo ohun, ati iwé afju) lati pésé iwifunni ni awon ona irddye si wa pelu [6féé. Pe
nomba té wa lehin kaddi iddnimo re (TTY: 711) fun iranlowo.

YAMIYNYA IRXON |19 M9 OYO0'INYO AIWOYNYTINRT [IN AAXYTIVAN TNIDY [YNIZRA 1R VIV W TR DTV 'R QIR 220X
I¥ XT )'IN VIUT [ONDIXRD YD'721VAIN ['N VIXKNINDIN [2V0WIX I¥ (7'W72 [IX K'TIN 70T VO'MA 'IIMTR) OYO'INYO [IX [V70'n097'n
9770 K9 (TTY: 711) 207X7 YU'VIVTIR WK [I9 0T YIVTIN 'T IX NI DUT 0D INRXON [ID ™MD |ynizNa

debball Jie) danliall saeluall chlaadll 5 Jibull oyl jagni Ulae 4y 5ll Jan yill 5 45 p pail) daa il ilead @l i gtind iy el Zalll Chaati i€ 1Y) 4w
TTY) s dilay seda e 3aall a8 e doail &85 (51 050 (e Leal] J s sl (S ity il slaal) il (Ul s 4 sk g A goaall Jilas sl 5 650l
Sebudl Je Jpasll (711

TR MREEPI - HAPFACRKRBNESHENOZERS - 105 - HNERBIRHBNAHE TEMRS (WKRF
& FIMAENX ) UEEKNTESEANER - MFFHR - BKITEHID FEENSE (FEALTHESE : 711) .

ellot BUN: %l AR 9l el Sla, Al dAHRL HIR (RA:9es ML Uojalle Bal BoAY22ol Ac GUctod B. YUal
ulerl Mecl Yyl wsan 1R 2o Aslas UUaAUHIAl U Acul (BH ¥ WEL [oz, A3A A ABA) ULl [(A:9es

GUAC B, HEE HIZ dAHRL AU L8l Un WAL dled? (TTY: 711) UR Sl 83

CHU Y: Néu quy vi ndi tiéng Viét, chiing t6i c6 dich vu bién dich va phién dich ngén ngi mién phi danh cho quy vi. Ching
t6i cling cung cép mién phi cdc dich vu va hd tro bb sung thich hgp (nhw chir in I&n, tép dm thanh va chi ndi) dé cung
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