Workplace Voluntary Disability Claim Form -
Employee Statement

The offering Company ies) listed below, severally or collectively, as the content may require, are referred to in this
authorizationas “We or “Humana.”

Life, Specified Disease/Critical Iliness, Hospital Indemnity, and Accide nt Insurance products insured by Kanawha
Insurance Company, Humana Insurance Company, Humana Insurance Company of New York or Humana Insurance
CompanyofKentucky.

Any Person,whowith theintentto defraud or knowing that he/she is facilitating a fraud againstan insurer, submits an
Application orfiles aclaim containing afalse or deceptive statementmaybe subject to prosecutionand punishment for
insurance fraud. (See State Specific Fraud Warning Statements onpages 10-11)

Thebelow Statements are true to the best of my knowledge and belief.

/ /
Signature of Policyholder Date
Employee’sName Policy No.
Mailing Address Date of Birth [ /
City State Zip Code Daytime Telephone No. ( )

List the job duties/responsibilities of your occupationat the timeofthe disability (and submit a job description)

Isthe disabilityrelated to:

Pregnancy (JYes [(JNo (IfYesandpriory todelivery please submitmedical records and flow charts)

Accident [OYes O No (IfYesandthe accidentwas relatedto aMotorVehicle Accidentplease submit police report)
Illness OYes O No

Describethe onsetand nature of yourillness or describe how and where accident occurred.

Date of the first symptomsoftheillnessordateofaccident~~ / ~ /

Date youwerefirsttreated ~ /  /

First date youwere unable towork as aresult of your disability _ /I /

Didyour injuryorillness occurat work or as resultof yourjob? O Yes (J No
Ifyes, didyouinform youremployer? [J Yes (J No

Reported to:
EmployerRepresentative Name
Address Telephone No. ( )
Ifworkrelated, please e xplain
Have you ordo youintendto file a Workers' Compensation or Occupational Disease Law Claim? 3 Yes 3 No

Mailto the Humana Customer Service: 1-855-448-6982
H U m q n u following P.0.Box13068 OrFaxto: 1-502-405-7107
®  address: Green Bay,WI 54344 Emailto: vbclaimssubmission@humana.com

GCHJNDHEN 0217 Pagelofll


mailto:vbclaimssubmission@humana.com

What aspect of your condition made you unable to perform your job?
Have youreturnedto work’OYes ONo Ifyes,datereturned: ~ /  /  OFulltime OPartTime
Are youemployedwithany other company other than the employerlisted above?

ONo [ Yes (ifyesplease submit employer statementsfrom ALL employers)
Employer _ Occupation

Datesworked: Telephone No. (_ )

Physician information:
Attending (Treating) physicians:
Physician’s Name Address Phone/FaxNumber

Have youeverbeen treated for the same orasimilar conditionin the past: |:|Yes |:|No
Ifyes, Please provide the prior physicianinformation:

Physician’s Name Address Phone/FaxNumber

Other Income Information:
Please indicate any additionalincome you are currently receiving

Yes No Type Amount Frequency Date Began Date Ceased

Social Security (Disability or Retirement)
State Disability

$
$
Retirement (normal, early, or disability) S
S
$

Worker’s Comp/Occupational Disease

OD0O0O0D
U000

Group Disability

O O Sadlary S
If you are notreceiving these benefits, do youplan onapplying or have you applied for benefit(s) described above?
OYes ONo

~ |~ I~ I~ |~ |~
~ |~ I~ I~ |~ |~
~ |~ I~ I~ |~ |~
~ I~ I~ I~ |~ |~

Type Date Applied: / /
Type Date Applied: / /
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Ifthe claim is being filed for adisability withinthe first year of the policy, complete both the physician and medication
informationbelow:

Physician information:
List all physiciansthat treated the patient inthe five years prior to the policy effective date:

Physician’s Name Address Phone Number | Reasonfor Visit

Medication information:
List allmedication being taken by you:

Medication Prescribing Physician Date Prescribed
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Workplace Voluntary Disability Claim Form - Employer Statement

All questions must be completed by your Supervisor or an authorized Personnel Department staff member.
Employee Information:
Employee’s Name DateofBirth  /  /

Social Security No. PolicyNo. Current Annual Salary

Claim Information:

Date EmployeelastWorked /[
Reasonfor stoppingwork: (DSickness O GrantedLOA (O Laid Off O Accident

[DDismissed (D Resigned () Retired (O Other
Has employee returnedto work? [DYes OPart-timebate /[

O Full-timeDate /[

ONo O IfNo, what is the anticipated return towork date /1
Isthis aSection125Plan? (If YES is selected taxes will be taken out of member’sdisability checks) D Yes (J No
Employe€e’spercentage (%) of premiumcontribution: Employeepays =~ % Employerpays %
Is the Employee receiving any formof salary continuance while ondisability? [(JYes O No
Ifyes, weekly benefit amount Date benefitscease: /[
Is the Employee’s condition work related or did the injury occur at work? OYes O No
Has Workers' Compensation or Occupational Disease claim been filed? OVYes ONo

(Ifyes,Indude a copy of the accident report)

Is the Employee allowed to work from their home: Oyes ONo
Is therelight work available for the employee todo: OYes ONo

(Ifyes, explainonline below)
If“yes” explain:

What are the major tasksofthe employee’s occupation? Indicate the percentage of the employee’sworkday thatis
spent oneach ofthese tasks? (and submit a job description)

%

%
%

Any Person,whowith theintent to defraud or knowing that he/she is facilitating a fraud against an insurer, submits an
Applicationor files a claim containing a false or deceptive statement may be subject to prosecution and punishment
forinsurance fraud. (See State Specific Fraud Warning Statements on pages 10-11)

Theabove Statements are true to the best of my knowledge and belief.

EmployersName Telephone Number (_ )
Address Fax Number ( )
PrintedName of Person CompletingForm

Signature of Authorized Representative
Title Email Date / /
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Workplace Voluntary Disability Claim Form - Physician Statement

All questions must be completed by your physicianor an authorized medical practictioner.
Disability Information:

Patient's Name Date of Birth / / Height Weight

Is the disability related to: (J Illness (JPregnancy (O Accident (O Mental/Nervous Conditior

Date you advised the patientthey should cease work: / /

If pregnancy, estimated date of delivery [

For conditions other than pregnancy, the date symptomsfirst appearedoraccidentoccurred: =~/ /

Isthe conditiondue toaninjury or sickness arising from the patient’semployment? (3 Yes ONo O Unknown

Treatment Information:

Diagnosis (including any complications)

Diagnosis Code(s) (ICD-9; 1CD-10) (Ifa mentalhealthdiagnosis,

complete the DSM-IV-TR axis diagnosis section below)

Employee’sName Occupation

Do you have medical coverage with Humana? (JYes DO No [(Ifyes,MedicalID No.

AxisT ~ AxisII_ AxisIII Axis IV AxisV___ GAF,orthe DSM-V; WHODAS 2.0 Score
Date Assessed /|

Date of patient’s first visitfor this condition [ Dateoflast patientvisit ~— / /

Frequencyofvisits: [ Weekly DMonthly — DOther (specify)
Objective findings (induding current x-rays, EKG, laboratory data, any clinical findings and complications)

Patient’s progress: [(JRecowered  [JImproved Patientiscurrently: [J Ambulatory (J House Confined
O Unchanged [ORegressed () BedConfined () Hospital Confined
Currenttreatment plan for this condition (including any rehab program/medications)

Have any medications been changed? OYes ONo (JIf“Yes”, DateChanged /|
MedicationChange:

Have any surgeries alreadybeen performed? OYes (JNo (OJIf“Yes”, SurgeryDate /[
CPT Code(s)/ procedure performed

If“No”, are any surgeries scheduled? OYes ONo OIf“Yes”, ScheduledDate [
CPT Code(s)/ procedure scheduled

Has patientbeenhospital confined? OYes O No OIf“Yes”, Admit Date Y Y

Discharge Date A

HospitalName: Address

Has patientever had same or similar condition?[J Yes (D No (JIf“Yes” indicate type of condition, treatment date(s),
andtreatment provided:

Please provide the name and address of other treatingphysician(s)

Physician’s Name Address Phone Number
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Impairment:
Cardiac Functional Capadty Limitations (American Heart Association - if applicable): (3 Class 1 (None) [ Class 2 (Slight)

Tobe completed for cardiac disability (JClass 3 (Marked) (D Class 4 (Complete)
Blood Pressure (Last Visit) Comments

PhysicalImpairments (As defined in Federal Dictionary of Occupational Titles):
D Class 1 -No Limitation of functional capacity capable of heavy work.No restriction. (0% - 10%)
(JClass 2 - Medium manual activity. (15% - 30%)
D Class 3 - Slight limitation of functional capacity; capable of light work. (35% - 55%)
(O Class 4 - Moderate limitation of functional capacity; capable of clerical/administrative sedentary activity. (60% - 70%)
(D Class 5 - Severe limitation of functional capadty; capable of minimumsedentary activity. (75% - 100%)
Comments

Mental Impaiments (Tobe completed for Mental Health disabilities)
(OClass 1 - Patientis able tofunctionunder stress and engage in interpersonal relations. (No limitations)
(JClass 2 - Patient is able to functionin most stress situations and engage in interpersonal relations. (Slightlimitations)
(D Class 3 - Patient is able to engagein only limited stress situationsand engagein limited interpersonal relations.
(Moderate limitations)
(JClass 4 - Patientis unable to engagein stresssituations or engage ininterpersonal relations. (Marked limitations)
D Class 5 - Patient has significant loss of psychological, physiological, personal, and social adjustment. (Severe limitations)
Comments

Functional Ability
Estimate yourpatient’s ability to perform the following tasksbased on your knowledge of the patient onan average

workingday.

Activity: Never  Occasionally Frequently Continuously Numberofhours
(0%) (1-33%) (34-66%) (67-100%)  (lessthan25%, 50%, 75%,100%)
Standing ) O ) )
Walking Sitting ) ) ) )
Kneeling O O 0O O
Twisting/bending/stooping O O O O
Reachingabove shoulderlevel [0 O ) )
Operating heavy machinery O O O O
Keyboard Use/ O 0O ) )
Repetitive Hand Motion
O 0O 0O O
Lifting/Carrying Pushing/Pulling

Never Occasionally Frequently Continuously Never Occasionally Frequently Continuously

0%)  (1-33%) (34-66%) (67-100%) (0%) (1-33%)  (34-66%) (67-100%)
Upto10bs O O O O O O ) O
11to20lbs (O O O O O O ) O
21to50lbs O O 0O O O O O O
51to100bs O ) ) O ) O ) O
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Prognosis and Restrictions:

Is patient currently disabled from their job? (JYes ONo

If the patientworks from theirhome, would this change their disability status orthe length of disability? (JYes (O No

If yes, please explain

When do youexpect afundamental or marked change in the patient’s condition?
OlLessthan1Montr (1 Month (02-3 Months O4-6 Months (D Other

What date can employmentresumein the patientsregular occupation? / / OFull-time  OPart-time
What date can employmentresumein another occupation?____/ / DFull-time  DOPart-time
If the return to work date is unknown at this time, please indicate date of next appointment. / /

Describefullyhow the patient’s conditions/limitations are affecting their ability to work, including any physicalrestrictions.*
If filing for disability priorto delivery please submit medical records and flow charts.

Life expectancy D6 monthsorless (9 monthsorless J12 monthsorless O Greaterthan 12 months

Additional Comments

Any Person, who with the intent to defraud or knowing that he/she is facilitating a fraud against an insurer, submitsan
Applicationorfiles aclaim containing afalse or deceptive statement maybe subject to prosecution and punishment for
insurance fraud. (See State Specific Fraud Warning Statements on pages 10-11)

Theabove Statements are true to the best of my knowledge andbelief.

Printed Name of Physician PhoneNo. ( )
StreetAddress Specialty

City State ZIP Code TaxID

Email Address Fax No. ( )

Signature of Attending Physician* Date / /

*Note form must be signed by medical doctorduly licensedin the state where services are rendered
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Authorizationto release information - For the Use and Disclosure of Protected Health Information

Patient’'s Name ContractNo.

TO: Any physician, medical practitioner, hospital, pharmacy, clinic or other medical or medically-related facility or provider
of medicalor dental servicesor supplies; any employer, group policyholder, contract holder orinsurer, benefit plan
administrator, administrator, The Index System, business e ntities, financial institutions, consumer reporting agencies,
educationalinstitutions, orany Federal, State or Local Government Agency,including Social Security Administration and
Veterans Administration.

I authorize the use and/or disclosureof my protected healthinformation and other related information as de scribed below:

1. My authorization applies to thatinformation obtained by all health care professionals. This information may include my
medical records, laboratory reports, prescription medication records, and radiology reportsin the possession of all health
care professionals. For purposes ofthis authorization, medicalinformation specifically includes confidential information
regarding HIV/AIDS, communicable diseases, alcoholor drug abuse, and mental health, as suchinformation may relate to
my claim for benefits. Thisinformation may be used and/or disclosed pursuant to this Authorization.

2. Tauthorize allhealth care professionals to disclose my protected health information to Humana Insurance Company,
Humana Insurance Company of Kentucky or KanawhalInsurance Company.

3. My authorization applies to work information and history, including, but notlimited to, job duties, earningsand
personnel records, clientlists, any and all other work-related information for contractual work performed; information
on any insurance coverageand claimsfiled, including all records and information related to such coverage and claims.

4. Tauthorize therelease ofinformation concerningSocial Security benefits, including, but not limited to, monthly benefit
and payment amounts, entitement dates and entitlement details, and information from my Master Beneficiary Record.

5. Tauthorize only designated staff of HumanalInsurance Company or Humana Insurance Company of Kentucky or
Kafnovvho Insurance Company, toreceive, in writing, by photocopy, facsimile, or by telephone, my protected health
information.

6. Tunderstandthat,if myprotected healthinformationis disclosed to someone whois not required to comply with
federal privacy protectionregulations, suchinformation may be re-disclosed and would no longer be protected.

7. Tunderstandthat I have aright torevoke this Authorization at any time. My revocation mustbe in writingin aletter
addressed to Humana Insurance Company or Humana Insurance of Kentucky or Kanawha Insurance Company P.O.
Box 10708, GreenBay WI 54307-0708.This revocation shall becomeeffective onthe date it is received by Humana
Insurance Company or Humana Insurance of Kentucky or Kanawha Insurance Company.I am aware that my
revocationis not effective to the extent that the persons I have authorized to use and/or disdose my protected health
informationhave actedin reliance upon this Authorization.

This Authorization is givenin connection with aclaim for benefits. Tintend that it be valid for the duration of the claim.
A photocopy or facsimile of this authorization shallbe valid as the original.

I certify thatI havereceived a copy of this Authorization and authorize the use and/or disclosure of my protected
health information as contemplated herein for J all records or[J records for dates of service to

/ /

Signature Printed Name Date

I have legal authority* under the laws of the State of. to make health care decisions onbehalf
of ,theindividual to whom the use and/or disclosure of protected health information above
applies,and execute this Authorizationin my capacity as Authorized Representative thereof.

Name of Authorized Representative/Parent RelationshiptoApplicant Date
orGuardian

*A copyof the legal authority document mustbe on file withHumana.
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Direct Deposit Authorization

Check Action Effective Date Acct. Type Ownership of Account
O O O - - O (| (. (I O
New Change Cancel Month Day Year Checking Savings  Self  Joint  Other
BankName
BankRouting Number Bank Account Number
ot T N O A o W Dot it/ N oW
CITY, STATE ZIP

FOR

ROL2ILSETAS DM2ILSETAROLZI™ DLl
| 1 1

1 1 1
1 J 1 | | |

| I
Bank Routing Bank Account Check

Number Number Number

I certifythatI have read and understand the Terms and Conditions on this form. By signing this agreement, I authorize
Kanawha Insurance Company toinitiate credit e ntries to the Account(s) indicated above for the purpose of reimbursements
from my Account(s)andtoinitiate, if necessary, debit entries and adjustments for any credit entriesmade in error.

/ /

Signature Date

Ifthe accountisajoint accountor in someone else’sname, that individual mustalso signto indicate agreementwith
the statement above.

/ /

Signature Date

Terms And Conditions For Annuitants Participating In The Direct Deposit Program

You have the option of having your Benefits de posited directly into your accountat your financialinstitution. If youdo
chooseto participate in this Direct Deposit Program please read the following termsand conditionsfor participation
carefully before making your decision. Not all polices may qualify.

1. Once theFormisreceivedbyKanawhaInsurance Company, there maybe a delay of up to four weeks before the
reiFnbursements begin beingdeposited directlyinto youraccount. You will receive checks for any reimbursements
beforethattime.

2. Itisyourresponsibilityto notify KanawhaInsurance Company of any changes to your account immediately.
Complete this formindicating that the action is a CHANGE, andreturnit to the addressbelow. Once received, again
there may be adelay of up to four weeks before the new information will be processed. You will receive checks for
any reimbursements before that time.

3. Youcan cancel participation in Program at any time. To cancel participation, complete thisFormindicating that
the action isa CANCEL, and return it to the address on the front. Your participation willbe cancelled as of the
effective date on the Formor as soon as the Form has been received and processed, whichever oneiis later.

4. If an electronictransferis returned to Kanawha Insurance Company or cannot be made to your account, Kanawha
Insurance Company willinvestigate the cause. Ifthe situation cannot be resolved quickly, a reimbursement check will
be mailedto you. Youwill continue toreceive your reimbursements by mail until the situationis resolved. You will
be notified of any actiontaken.

5. Thisagreement may be cancelled by your financialinstitution or Kanawha Insurance Company. Your participation
will be cancelled automatically if you terminate participation inthe above Account(s).
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Deduction of Premium

If your policyis currently active, we will deduct premiums from your disability benefit to keep your premiums paid to
date. This willeliminate the risk that your policy be terminated for lack of premium payments.

Ifyou do notwant premiums deducted fromyour benefit, select the waiver option below, then sign and date your request.
O Ido notwant premiums deducted from my disability be nefit.

Signature of Employee Date / /

page 3and return with the claim form.

* Sign and date the authorization on page 8 and include whenreturning the claim form
+ If thedisabilitydateis within the first year of the policy, complete the information on

State Specific Fraud Warning Statements

Humana:

Any Personwho, with the intent to defraud or knowing that he/she is facilitating a fraud against an insurer, submits and
Application orfiles aclaim containing afalse or deceptive statementmaybe subject to prosecutionand punishment for
insurance fraud. We may notify all state and federal law enforcement agencies of any suspected Fraud, as determined
by Us. We reserve theright torecoverany payments made by Us that were made to Youand/orany party on Your behalf,
basedon fraudulent or misrepresented information.

Alaska, Delaware, Idaho, Indiana, Maine, Minnesota, New Hampshire, New Mexico, O hio, Oklahoma, Tennessee,
Texas, Washington, West Virginia:

Any Personwho, with the intent to defraud or knowingly submitsan application or claim containing afalse or fraudulent
statementmay be subject to prosecution and punishmentfor insurance fraud.

Alabama:

Any person whoknowingly presents afalse or fraudulent claim for paymentof aloss or benefit or who knowingly
presents false informationin an application forinsuranceis guilty of acrime and may be subject to restitution fines or
confinementin prison, orany combination thereof.

Arkansas, Louisiana, Rhode Island:

Any person who knowingly presents afalse or fraudulent claim for paymentofaloss or benefit or knowingly presents
false informationin an application forinsurance is guilty of a crime and may be subject to fines and confinement in
prison.

Arizona:

For your protection Arizona law requires the following statement to appearon this form. Any person who knowingly
presents afalse or fraudulent claim for paymentofalossis subject tocriminaland civil penalties.

California:

For yourprotection Californialaw requires the following statement to appear on thisform: Any person who knowingly
presents false orfraudulent claim forthe payment of alossis quiltyof acrime andmay be subjectto fines and
confinementin state prison.

Colorado:

Itis unlawfulto knowingly provide false,incomplete, or misleading facts or information to an insurance company forthe
purpose of defrauding or attempting to de fraud the company. Penaltiesmay include imprisonment, fines, denial of
Insurance and civildamages. Anyinsurance company or agent of an insurance company who knowingly provides false,
incomplete, ormisleading facts or informationto apolicyholder or claimant for the purpose of defrauding or attempting
to defraudthe policyholderor claimant withregard to asettlementor award payable from insurance proceeds shallbe
reportedto the Colorado divisionofinsurance within the de partment of regulatory agencies
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State Specific Fraud Warning Statements

District of Columbia:

WARNING: Itisacrimeto provide false or misleadinginformation toan insurer forthe purpose of defrauding the insurer
or any otherperson. Pendlties include imprisonment and/orfines. In addition, an insurer may denyinsurance benefits if
false information materially related to a claim was provided by the applicant.

Florida:

Any person who knowinglyand with intent to injure, defraud, or deceive any insurer files a statement of claimoran
application containing anyfalse,incomplete, or misleading informationis guilty of a felonyof the third degree.

Kentucky, Pennsylvania:

Any person whoknowingly and with intent to defraud any insurance company orother personfiles an applicationfor
insurance or statement of claim containing any materially false information or conceals for the purpose of misleading,
information concerning any fact material thereto commits afraudulent insurance act, which is acrime and subjects
such personto criminalandcivil penalties.

Kansas:

Any person who, knowingly and with intent to defraud, presents, causes to be presented or prepareswith knowledge or
beliefthatit willbe presentedto or byan insurer, purportedinsurer, brokeror anyagent thereof, any written, electronic,
electronicimpulse, facsimile, magnetic, oral, or telephonic communication or statement as part of, or in support of,
an applicationfor theissuance of, or the rating of an insurance policy for personal orcommercialinsurance, oraclaim
for payment or other benefit pursuant to an insurance policy for commercial or personalinsurance which such person
knows to contain materially false information concerning any fact material thereto; or conceals, for the purpose of
misleading, information concerning any fact material thereto.

Maryland:

Any person whoknowingly or willfully presents afalse or fraudulent claim forpayment of aloss or benefit orwho
knowingly or willfully presents false informationin an application for insurance is guilty of acrime and may be subject to
finesandconfinementin prison.

New Jersey:

Any person whoknowingly files astatementof claim containing any false ormisleadinginformationis subject to
criminalandcivil penalties.

New York:

Any person who knowingly and with intent to defraud any insurance company orother personfiles an application for
insurance or statement of claim containing any materially false information, or concealsfor the purpose of misleading,
information concerning any fact material thereto, commits fraudulent insurance act, which isacrime, and shallalso be
subjectto acivilpenaltynot to exceed five thousand dollars and the stated value of the claim foreach such violation.

Virginia:
Any person who, withtheintentto defraud or knowing that heis facilitating afraud against an insurer, submits an
applicationor filesaclaim containing afalse or de ceptive statement may have violated the state law.
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Discrimination is against the law

Humana Inc. and its subsidiaries comply with applicable federal civil rights laws and do not discriminate on
the basis of race, color, national origin, age, disability, or sex. Humana Inc. and its subsidiaries do not
exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

Humana Inc. and its subsidiaries provide: (1) free auxiliary aids and services, such as qualified sign language
interpreters, videoremote interpretation, and written information in other formats to people with disabilities
when such auxiliary aids and services are necessary to ensure an equal opportunity to participate; and (2)
free language services to people whose primary language is not English when those services are necessary
to provide meaningful access, such as translated documents or oral interpretation.

If you need these services, call 1-855-448-6982 or if you use a TTY, call 711.

If you believe that Humana Inc. and its subsidiaries have 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
Discrimination Grievances, P.O. Box 14618, Lexington, KY 40512-4618.

If you need help filing a grievance, call 1-855-448-6982 o if you use a TTY, call 711.

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, available 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 https://www.hhs.gov/ocr/office/file/index.html

Multi-Language Interpreter Services

ATTENTION: If you do not speak English, language assistance services, free of charge, are available to you.
Call1-855-448-6982 (TTY: 711)... ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de
asistencialinguistica. Llame al 1-855-448-6982 (TTY: 711).. 3ZE: NRLEEAEEIX LANULEEEES
B BRTE. FEB(E 1-855-448-6982 (TTY: 711). .. CHU Y: Néu ban ndi Tiéng Viét, c6 cac dich vy hé tro ngén
ng mién phidanh cho ban. Goi s6 1-855-448-6982 (TTY: 711).... ol &=0iE A8stAlE Ze, &dof x|
MEIAE FEZ 0l8std + UGLILH 1-855-448-6982 (TTY: 711)Ho= malsl FAAI2... PAUNAWA: Kung
nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad.
Tumawag sal1-855-448-6982 (TTY: 711).... Ecnn Bbl roBopuTE Ha PYCCKOM A3blKe, TO BaM AOCTYMHbI
BecnnaTHble ycnyrn nepesosa. 3B0HUTE 1-855-448-6982 (TeneTain: 711).... ATANSYON: Si w pale Kreyol
Ayisyen, gen sévis éd pou lang ki disponib gratis pou ou. Rele1-855-448-6982 (TTY: 711)... ATTENTION : Si
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