MEDICARE ADVANTAGE

<HIGHMARK © 2026

Enrollment Application

Community Blue Medicare HMO
Community Blue Medicare PPO
Complete Blue PPO

Freedom Blue PPO

Central Pennsylvania

Apply with this form, online or by phone. If you have any questions, we're here to help!

medicare.highmark.com

1-866-746-7971
(TTY 711)

October 1 - March 31 8 a.m. to 8 p.m., 7 days a week
April 1 - September 30 8 a.m. to 8 p.m., Monday - Friday

Benefits and/or benefit administration may be provided by or through the following entities, which are independent
licensees of the Blue Cross Blue Shield Association: Highmark Inc. d/b/a Highmark Blue Shield, Highmark Health
Insurance Company, Highmark Choice Company or Highmark Senior Health Company.

Highmark Blue Shield is a Medicare Advantage HMO, PPO, and/or Part D plan with a Medicare contract. Enrollment in
these plans depends on contract renewal.

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.
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https://www.medicare.highmark.com

OMB No. 0938-1378
Expires: 12/31/2026

MODEL INDIVIDUAL ENROLLMENT REQUEST FORM TO

ENROLL IN A Medicare Advantage Plan (PART C)

Who can use this form?

People with Medicare who want to join a
Medicare Advantage Plan.

To join a plan, you must:

o Be a United States citizen or be lawfully present
in the U.S.

o Live in the plan’s service area

Important: To join a Medicare Advantage Plan, you
must also have both:

e Medicare Part A (Hospital Insurance)

¢ Medicare Part B (Medical Insurance)

When do | use this form?
You can join a plan:

e Between October 15 and December 7 each year
(for coverage starting January 1)

o Within 3 months of first getting Medicare
 In certain situations where you're allowed to join
or switch plans

Visit Medicare.gov to learn more about when you can
sign up for a plan.

What do | need to complete this form?

e Your Medicare Number (the number on your red,
white, and blue Medicare card)

e Your permanent address and phone number
Note: You must complete all items in Section 1. The

items in Section 2 are optional — you can’t be denied
coverage because you don't fill them out.

Reminders:

« If you want to join a plan during fall open
enrollment (October 15 - December 7), the plan
must get your completed form by December 7.

e Your plan will send you a bill for the plan’s
premium. You can choose to sign up to have your
premium payments deducted from your bank
account or your monthly Social Security (or
Railroad Retirement Board) benefit.

What happens next?

Eill out this form online at medicare.highmark.com or
mail your completed and signed form to:
Highmark Blue Shield

P.O. Box 535049
Pittsburgh, PA 15253-9801

Once we process your request to join, we'll
contact you.

How do | get help with this form?

Call Highmark at 1-866-746-7971.
TTY users can call 711.

Or, call Medicare at 1-800-MEDICARE
(1-800-633-4227). TTY users can call
1-877-486-2048.

En espanol: Llame a Highmark al

1-866-746-7971 (los usuarios de TTY pueden
llamar 711) o a Medicare gratis al 1-800-633-4227
y oprima el 8 para asistencia en espanol y un
representate estara disponible para asistirle.

Individuals experiencing homelessness:

e If you want to join a plan but have no permanent
residence, a Post Office Box, an address of
a shelter or clinic, or the address where you
receive mail (e.g., social security checks) may be
considered your permanent residence address.

According to the Paperwork Reduction Act of 1995, no persons are required fo respond to a collection of information unless it displays a valid OMB control
number. The valid OMB control number for this information collection is 0938-1378. The time required to complete this information is estimated to average
20 minutes per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the
information collection. If you have any comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to:
CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

IMPORTANT Do not send this form or any items with your personal information (such as claims, payments, medical records, etc.) to the PRA Reports
Clearance Office. Any items we get that are not about how to improve this form or its collection burden (outlined in OMB 0938-1378) will be destroyed.
It will not be kept, reviewed, or forwarded to the plan. See “What happens next?” on this page to send your completed form to the plan.


https://www.medicare.highmark.com
https://www.Medicare.gov

INSTRUCTIONS FOR COMPLETING THIS ENROLLMENT APPLICATION

Please make sure you locate the product and plan you are choosing to enroll in and your county of residence in the below

list to determine the premium you will pay.

If you have questions or need assistance finding your premium, call us at the toll free number listed on the cover of this
form and a knowledgeable representative will assist you in understanding your coverage and costs.

Community Blue Medicare HMO Distinct (HMO)
049-002: $27

Lancaster

049-003: $27

Lebanon

049-004: $27
Cumberland, Dauphin, Perry, York

049-005: $35
Berks, Lehigh, Mifflin, Snyder, Union

049-006 $50

Adams, Centre, Juniata, Montour, Northampton

049-007 $55
Franklin, Fulton, Schuylkill

Community Blue Medicare HMO Signature (HMO)
042-002: $0

Lancaster, Lebanon

042-004: $0
Berks, Lehigh, Mifflin, Snyder, Union

042-005: $0

Adams, Centre, Juniata, Montour, Northampton

042-006: $0
Franklin, Fulton, Schuylkill

042-007: $0
Cumberland, Dauphin, Perry, York

Community Blue Medicare PPO Signature (PPO)
037-002: $0

Columbia

037-004: $0

Lancaster

037-005: $0

Lebanon

037-006: $0
Cumberland, Dauphin, Perry, York

037-007: $0
Berks, Mifflin, Snyder, Union

037-008: $0
Lehigh

065: $0
Adams, Centre, Juniata, Montour, Northampton,
Northumberland



Complete Blue PPO Distinct (PPO)
060-001: $55

Columbia

060-002: $55

Lancaster

060-003: $55

Lebanon

060-004: $58
Cumberland, Dauphin, Perry, York

060-005: $72
Berks, Lehigh, Mifflin, Snyder, Union

060-006: $98
Adams, Centre, Juniata, Montour, Northampton,
Northumberland

Complete Blue PPO Merit (PPO)
066: $0

Adams, Berks, Centre, Columbia, Cumberland, Dauphin,
Juniata, Lancaster, Lebanon, Lehigh, Mifflin, Montour,
Northampton, Northumberland, Perry, Snyder, Union, York

Freedom Blue PPO Basic (PPO)
012: $41

Adams, Berks, Centre, Columbia, Cumberland, Dauphin,
Franklin, Fulton, Juniata, Lancaster, Lebanon, Lehigh, Mifflin,
Montour, Northampton, Northumberland, Perry, Schuylkill,
Snyder, Union, York

Freedom Blue PPO Deluxe (PPO)
005: $226

Adams, Berks, Centre, Columbia, Cumberland, Dauphin,
Franklin, Fulton, Juniata, Lancaster, Lebanon, Lehigh, Mifflin,
Montour, Northampton, Northumberland, Perry, Schuylkill,
Snyder, Union, York

Freedom Blue PPO Standard (PPO)
015: $121

Adams, Berks, Centre, Columbia, Cumberland, Dauphin,
Franklin, Fulton, Juniata, Lancaster, Lebanon, Lehigh, Mifflin,
Montour, Northampton, Northumberland, Perry, Schuylkill,
Snyder, Union, York

Freedom Blue PPO Valor (PPO)
043: $o

Adams, Berks, Centre, Columbia, Cumberland, Dauphin,
Franklin, Fulton, Juniata, Lancaster, Lebanon, Lehigh, Mifflin,
Montour, Northampton, Northumberland, Perry, Schuylkill,
Snyder, Union, York

Freedom Blue PPO ValueRx (PPO)
018: $66

Adams, Berks, Centre, Columbia, Cumberland, Dauphin,
Franklin, Fulton, Juniata, Lancaster, Lebanon, Lehigh, Mifflin,
Montour, Northampton, Northumberland, Perry, Schuylkill,
Snyder, Union, York



Section 1 — All fields on this page are required

(unless marked as optional)

Please check which plan you want to enroll in:

[0 Community Blue Medicare [1 Complete Blue PPO Distinct (PPO) [] Freedom Blue PPO Standard (PPO)
HMO Distinct (HMO) $ premium per month $ premium per month
$ premium per month

[1 Complete Blue PPO Merit (PPO) [1 Freedom Blue PPO Valor (PPO)

[0 Community Blue Medicare $ premium per month $ premium per month
HMO Signature (HMO
$ g prerrfium ;er month [l Freedom Blue PPO Basic (PPO) [1 Freedom Blue PPO ValueRx (PPO)

$ premium per month $ premium per month

[0 Community Blue Medicare
PPO Signature (PPO) [1 Freedom Blue PPO Deluxe (PPO)
$ premium per month $ — premium per month

First Name Last Name Middle Initial (optional)
Birth Date Sex Phone Number
M M D D Y Y Y Y

Permanent Residence Street Address (Don’t enter a PO Box except for individuals experiencing homelessness,
a PO Box may be considered your permanent residence address.):

City County State ZIP Code

Mailing address, if different from your permanent address (PO Box allowed):
Street Address

City State ZIP Code

Your Medicare information

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

Answer these important questions

Will you have other prescription drug coverage (like VA, TRICARE) in addition to Highmark?
[JYes [No

Name of other coverage: Member number for this coverage: Group number for this coverage:




Section 2 — All fields on this page are optional

Answering these questions is your choice. You can’t be denied coverage because you don’t fill them out.

Select the box below if you want us to contact you about receiving information in a language other than English:

] 1'would like to receive my materials in a language other than English
[] Select one of the boxes if you want us to send you information in an accessible format:
[IBraille [JLarge Print [JAudioCD []DataCD

Please contact Highmark at 1-866-746-7971. if you need information in an accessible format or language other than English.
TTY users should call 711. Our office hours are:

October 1 - March 31 8 a.m. to 8 p.m,, 7 days a week
April 1 — September 30 8 a.m. to 8 p.m., Monday - Friday

Do you work? [JYes []No Does your spouse work? []Yes []No

Are you enrolled in your State Medicaid program? []Yes [INo

If yes, please provide Medicaid number:

List your primary care physician (PCP), clinic, or health center:

Address of primary care physician (PCP), clinic, or health center:

[11 am a current patient of this provider.

Please provide your e-mail if you'd like communications related to health education, reminders,
and other information (Optional).

E-mail:

These emails may include sensitive health information specific to your needs. If you opt in to receive emails, there is a chance that emails sent to you could be monitored, intercepted, read, and/or
changed by an unauthorized third party before reaching your email inbox, and that it is possible that information intended for you could go to the wrong person or that your electronic accounts could
be hacked. By opting in, you understand and accept these risks.



PRIVACY ACT STATEMENT

The Centers for Medicare & Medicaid Services (CMS) collects information from Medicare plans to track
beneficiary enrollment in Medicare Advantage (MA) Plans, improve care, and for the payment of Medicare
benefits. Sections 1851 of the Social Security Act and 42 CFR §§ 422.50 and 422.60 authorize the collection of this
information. CMS may use, disclose and exchange enrollment data from Medicare beneficiaries as specified in
the System of Records Notice (SORN) “Medicare Advantage Prescription Drug (MARX),” System No. 09-70-0588.
Your response to this form is voluntary. However, failure to respond may affect enrollment in the plan.

Attestation of Eligibility for an Enrolilment Period

Typically, you may enroll in a Medicare Advantage Plan only during the annual enrollment period from October 15
through December 7 of each year. There are exceptions that may allow you to enroll in a Medicare Advantage Plan
outside of this period.

Please read the following statements carefully and check the box if the statement applies to you. By checking any of
the following boxes you are certifying that, to the best of your knowledge, you are eligible for an Enrollment Period. If
we later determine that this information is incorrect, you may be disenrolled.

New to Medicare or a Change To Your Coverage

O | am making my annual enrollment period election (October 15 - December 7).

O | am new to Medicare.

O I recently involuntarily lost my creditable prescription coverage (“creditable” means coverage as good as
Medicare’s). | lost my drug coverage on (insert date).

0 | am leaving or have left employer or union coverage on (insert date).

0 My plan is ending its contract with Medicare, or Medicare is ending its contract with my plan.

Recent Change in Residence

O | recently moved or plan to move outside of the service area for my current plan, or | recently moved or plan to

move and this plan is a new option for me (insert move date).

O | recently returned to the U.S. after living permanently outside of the U.S. | returned to the U.S.
on (insert date).

0 | am moving into, live in, or recently moved out of a Long-Term Care facility (for example, a nursing home).

I moved/ will move into/ out of the facility on (insert date).
O | recently obtained lawful presence status in the U.S. | got this status on (insert date).
O | recently was released from incarceration. | was released on (insert date).

Change in Income or Special Needs/Plan Qualifications

O | have both Medicare and Medicaid (or my state helps pay for my Medicare premiums) or | get Extra Help paying
for my Medicare prescription drug coverage, but | haven’t had a change.

O I recently had a change in my Extra Help paying for Medicare prescription drug coverage (newly got Extra Help,
had a change in the level of Extra Help, or lost Extra Help) on (insert date).




O | belong to a pharmacy assistance program provided by my state.

O

| recently left a PACE plan (Program of All-Inclusive Care for the Elderly) on

(insert date).

O | was enrolled in a Special Needs Plan (SNP), but | have lost the special needs qualification required to be in that

plan. | was disenrolled from the SNP on

(insert date).

O | am enrolled in a Medicare Advantage plan and want to make a change during the Medicare Advantage Open

Enrollment Period (MA OEP).

O I was enrolled in a plan by Medicare (or my state), and | want to choose a different plan. My enrollment in that

plan started on

(insert date).

O I recently had a change in my Medicaid (newly got Medicaid, had a change in level of Medicaid assistance, lost

Medicaid) on

(insert date).

Other Reason

O lamin a plan that is identified as a consistent poor performer.

O | was affected by an emergency or major disaster as declared by the Federal Emergency Management Agency

(FEMA) or by a Federal, state, or local government entity. One of the other statements here applied to me, but |

was unable to make my enrollment request because of the disaster.

O lam enrolling in a 5-Star Medicare plan.

[0 None of the above apply.

Paying Your Plan Premium

You can pay your monthly plan premium (including
any late enrollment penalty that you currently have
or may owe) by mail or Electronic Funds Transfer
(EFT) each month, quarterly, semi-annually, or
annually. You can also choose to pay your premium
by having it automatically taken out of your Social
Security or Railroad Retirement Board (RRB)
benefit check each month.

Please select your premium payment option:

Information about EFT and eBill will be included with
your first bill.

| would like to receive a bill:
U Monthly Q Quarterly U Semi-Annually

U Annually

U Automatic deduction from your monthly Social
Security or Railroad Retirement Board (RRB)
benefit check. | get monthly benefits from:

U Social Security

U RRB

(The deduction may take two or more months to
begin after approval. In most cases, if approved, the
first deduction from your benefit check will include all
premiums due from your enrollment effective date up
to the point withholding begins. If not approved, we
will send you a paper bill for your monthly premiums.)

If you have to pay a Part D-Income Related Monthly
Adjustment Amount (Part D-IRMAA), you must pay

this extra amount in addition to your plan premium.

The amount is usually taken out of your Social Security
benefit, or you may get a bill from Medicare (or the RRB).
DON'T pay Highmark the Part D-IRMAA.



IMPORTANT: Read and Sign Below:

I must keep both Hospital (Part A) and Medical
(Part B) to stay in this Highmark Medicare
Advantage plan.

By joining this Medicare Advantage Plan, |
acknowledge that Highmark will share my
information with Medicare, who may use it to track
my enrollment, fo make payments, and for other
purposes allowed by Federal law that authorize
the collection of this information (see Privacy Act
Statement above).

| understand that | can be enrolled in only one
Medicare Advantage plan at a time - and that
enrollment in this plan will automatically end my
enrollment in another Medicare Advantage plan
(exceptions apply for MA PFFS, MA MSA plans).

Your response to this form is voluntary. However,
failure to respond may affect enrollment in
the plan.

The information on this enrollment form is correct
to the best of my knowledge. | understand that if |
intentionally provide false information on this form,
| will be disenrolled from the plan.

 |lunderstand that when my Highmark coverage

begins, | must get all of my medical and prescription
drug benefits from Highmark. Benefits and

services provided by Highmark and contained in

my Highmark “Evidence of Coverage” document
(also known as a member contract or subscriber
agreement) will be covered. Neither Medicare nor
Highmark will pay for benefits or services that are
not covered.

| understand that my signature (or the signature of
the person legally authorized to act on my behalf)
on this application means that | have read and
understand the contents of this application. If signed
by an authorized representative (as described
above), this signature certifies that:

1. This person is authorized under State law to
complete this enrollment, and

2. Documentation of this authority is available upon
request by Medicare.

Signature

Today’s Date

If you are the authorized representative, sign above and fill out these fields:

Name

Address

Phone Number

Relationship to Enrollee

C )

Agent, Broker, or Third Party Use Only

Relationship to Enrollee:
O Agent
U Broker
U SHIP Counselor
O Authorized Representative
O Other (Third Party)

Name:

NPN (required for Agents/Brokers):

Effective Date of Coverage:

Date Received:




<HIGHMARK ©

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 to communicate effectively with us, such as:

- Qualified sign language interpreters

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

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

- Qualified 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 to 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 espafol, 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

identificacién (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 erhdaltlich. Wahlen Sie hierfir bitte
die Nummer auf der Rickseite lhrer Ausweiskarte (TTY: 711).

ATANSYON: Si w pale Kreyol Ayisyen, gen sévis tradiksyon ak entépretasyon aladispozisyon w gratis nan lang ou
pale a. Ed ak sévis siplemanté apwopriye (telke gwo lét, 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 &d.

065_BS_M_1Col_10pt_blk_1c_2025
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BHUMAHMUE: Ecnu Bbl roBopute Ha pycckom sisbike, Bam gocTynHel 6ecnnatHbie ycayr nepeBoAd HA fPYron S3bIK.
Takxke NpefocTaBnseTcs ONONHUTENbHAS 6ecniaTHAS NOMOLLb W YCIYTN OTOBPaXKEHNS MHGOPMALIMU B AOCTYMHBIX
dopmaTax (Hanpumep, KpynHeiM WwWpudTom, WpudTtom bpanna nnu B Buge aygmosanuvcu). lns nonyvyeHns nomoLym
NO3BOHMTE MO HOMEPY, YKA3GHHOMY HO O6PATHOM CTOPOHE Baluen MaeHTUPUKALMOHHOM kapTel (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 fraduction et d’interprétation gratuits sont a votre disposition.
Vous pouvez aussi bénéficier gratuitement de I'accés a des outils et services auxiliaires appropriés (affichage en
gros caracteres, 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 l'aide.

AKIYESI: Ti 0 bd nso &dé Yorubd, awon ise itumo ati dgbufo &dé wa ni arowotd 16féé fuin 0. Awon ise itju ati
iranlowé té ye (bii titewé nla, gbigbo ohun, ati iwé afdju) lati pésé iwifunni ni awon ona irddye si wa pelu [6fée. Pe
nomba 16 wa lehin kaddiiddnimo re (TTY: 711) fun iranlowo.

VYAMIYNYA 7RYON |19 "D 0Y0'INYO AIYUYNTZRT [IN AAXYTIVAR TRIDY [VAIPRA ' VIV W TR OTY 'R Q'R (210K
I¥ XT 'IN VYT JORNIRD VYD'721VAIX 'R V'YKAIRDY'N [FVOWIX IX (7'W12 IR RITIR ,ZNT YO'NA 'IYITR) OY0'INYO |IX (V7009710
970 X9 (TTY: 711) 707K LYO'VIVTR WK |19 O''T YVIVTIN T O'IX WNI1 DYT UON .IRXOK |19 "D |VnINa

el Jia) Aanliall saeLsall ciladall s il gl Wil a5 Ulava ) sill e 5l 5 3y yal) Fan il iladi ol i giind ey yall Aalll Caas i€ 13) s
TTY) i Qe el e g3l w1 e Juail A5 (51 (5 G Ll g sl (S ilipunity e shaal) sl () A yha 5 A guall Jilaa sl €5 S

sl e Jpanll (711
SEE  MRERP - RITFARREREBRVESINFMOZFRS - 19 BIIESRIRMENWHB TEMRS (0AF
K~ BMAEX ) UELKNLEBERWER - WFER - BRITENID REANSE (WEALTZASE : 711).

e2llot AU % AR Al Al Slat, Al dHIRL HIZ (65 MMl Wofclle U Bo2V22Uet Acill Guctou B, Yol
leul 1l Y3l wsal 1@ Ao uslaus AltatUHIl 2l Acull (B ¥ W3l o2, B2 uUa QBA) UQl [(R:9)es

GUECH B, HEE HIZ AHIRL AU sL8ell W WAL oloR (TTY: 711) UR SIA 83

CHUY: Néu quy vi néi tiéng Viét, chiing 16i cé dich vu bién dich va phién dich ngén ng® mién phi danh cho quy vi. Ching
t6i cling cung cAp mién phi cdc dich vu va hé tro bd sung thich hop (nhw chi in 16, t&p @m thanh va chir ndi) dé cung
cap théng tin & cdc dinh dang dé ’rlep can. Vui long goi s dién thoai trén mat sau cla thé nhan dang cla quy vi (TTY: 711)
dé duoc tro giup.

e eI A AurE AUrel Sieefges o), AUTSers foA:[osh HWT 37efare T QY ale® Uclet] Sel| Tgadad
TIEATEEAT SATAHRI JeleT el 3uGehcd TG AT T Jale® (ST Feil e, 33T T oeh) dfed fol:3fesh 3uelets o
HEgAR! A TSI 1D HIShT TSISh! FFaAT el Ieerd (TTY: 711)]

FOAT €A & IS 3T BEY oo Svery &, o 39k fIT R 19T 3iefare 3R caredr Feell Jare 39ey §| TRiE Hle
A B H Fael 3Uelet H & AT 3ugerd Hgrages THA AR Jar¢ (S &3 Ui, 3iifsar 3R do) o for:greh
3Ty &1 TETIaT & foIT 379e ggare #1s & S Oy J«% (TTY: 711) W HieT |

7ol $120I5 ALBSHE 22 B2 0] H9) 5 59 MHIAS 0| B3t & YHLICE HE 7H53 €402 EENBYS
Qs HES BE 5 Y AHA(0): 2 B, 2L|Q, HAHE 2R2 0|8 4+ ALICL ES0| BRSHAIH D FE
SIBIO| Qi $E 2 FSKSH AL R(TTY: 710).
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