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Schedule of benefits

This schedule of benefits lists the eligible dental services, deductibles, payment percentage, maximums, and
any limits that apply to the services you get under this plan.

How to read your schedule of benefits
e  When we say:
“In-network coverage” we mean that you get care from in-network providers.
- “Out-of-network coverage” we mean that you can get care from out-of-network providers.

e The deductibles and payment percentage listed in the schedule of benefits below reflects the
deductibles and payment percentage amounts under your plan.

e You must pay any deductibles and your part of the payment percentage.

e The payment percentage listed in the schedule of benefits reflects the plan payment percentage. This is
the payment percentage amount the plan pays. You are responsible for paying any remaining payment
percentage.

e You must pay the full amount of any dental care services you get that are not a covered benefit or that
exceed your Calendar Year or lifetime maximum.

e This plan also has limits for some covered benefits. For example, these could be visit limits. They may be
combined limits between or separate maximums for in-network providers and out-of-network
providers unless we state otherwise.

Important note:
All covered benefits are subject to a Calendar Year deductible and payment percentage
unless otherwise noted in the schedule of benefits below.

How to contact us for help

We are here to answer your questions.
e Log onto your secure member website at www.aetna.com.
o Call Member Services at 1-877-238-6200.

The coverage described in this schedule of benefits will be provided under the Customer's group plan. This
schedule of benefits replaces any schedule of benefits previously in effect under the plan of benefits. Keep this
schedule of benefits with your booklet.


http://www.aetna.com/

General coverage provisions

This section explains the:
o Deductibles
e Payment percentage
e Maximums

Calendar Year deductible

Eligible dental services applied to the out-of-network deductibles will be applied to satisfy the in-network
deductibles. Eligible dental services applied to the in-network provider deductibles will be applied to satisfy the
out-of-network provider deductibles.

Individual deductible

This is the amount you pay for in-network and out-of-network eligible dental services each Calendar Year
before the plan begins to pay. This individual Calendar Year deductible applies separately to you and each of
your covered dependents. Once you have reached the Calendar Year deductible, this plan will begin to pay for
eligible dental services for the rest of the Calendar Year.

Family deductible
When you and each of your covered dependents incur eligible dental services that apply towards the individual
Calendar Year deductibles, these expenses will also count toward a family deductible.

To satisfy this family deductible for the rest of the Calendar Year, the following must happen:
e The combined eligible dental services that you and each of your covered dependents incur towards the
individual Calendar Year deductibles must reach this family deductible in a Calendar Year.

When this happens in a Calendar Year, the individual Calendar Year deductibles for you and your covered
dependents are met for the rest of the Calendar Year.

Payment percentage
Once any applicable deductibles have been met, the specific payment percentage the plan pays for eligible
dental services is listed below.

Calendar Year maximum
The most the plan will pay for eligible dental services incurred by any one covered person in a Calendar Year is
called the Calendar Year maximum.

The Calendar Year maximum applies to in-network and out-of-network eligible dental services combined.

Your financial responsibility and determination of benefits provisions

Your financial responsibility for the cost of services is based on when the service or supply is provided, not when
payment is made. Benefits will be pro-rated to account for treatment that occurs in more than one Calendar
Year. Determinations regarding when benefits are covered are subject to the terms and conditions of the
booklet.



Plan features

Calendar Year deductible

You have to meet your Calendar Year deductible before this plan pays for benefits.

In-network coverage

Out-of-network coverage

Calendar Year deductible

Individual $50
Family $150

Individual $50
Family $150

The Calendar Year deductible applies to all eligible dental services except Type A expenses.

Payment percentage

The payment percentage listed below reflects the plan payment percentage. This is the payment percentage

amount that the plan pays. You are responsible for paying any remaining payment percentage.

In-network coverage

Out-of-network coverage

Type A expenses

100% of the negotiated charge

100% of the recognized charge

Type B expenses

80% of the negotiated charge

80% of the recognized charge

Type C expenses

50% of the negotiated charge

50% of the recognized charge

Calendar Year maximum

In-network coverage

Out-of-network coverage

Calendar Year maximum

$1,000

$1,000

The Calendar Year maximum applies to all eligible dental services except Type A expenses.




Eligible dental services

Type A expenses: Diagnostic & preventive care

Visits and exams

e  Office visit during regular office hours for oral examination, (2 visits per year or 2 routine visits and 2
problem focused visits per year)

e Prophylaxis (cleaning), (2 treatments per year)

e Topical application of fluoride if you are under age 19, (1 application per year)

e Sealants, per tooth (1 application every 3 years for permanent molars only and if you are under age 16)

e Sealant repair - per tooth (for permanent molars only and if you are under age 16)

Space maintainers - Only when needed to preserve space resulting from premature loss of deciduous teeth.
(Includes all adjustments within 6 months after installation.)

e Fixed or removable (unilateral or bilateral)

e Recementation or removal

Images and pathology

e Bitewing images (1 set per year)

e Entire dental series, including bitewings or panoramic film (1 set every 3 years)
e \Vertical bitewing images (1 set every 3 years)

e Periapical images

Type B expenses: Basic restorative care

Visits and exams

e Office visit after hours (we will pay either for the office visit charge or for the eligible dental services
performed, whichever is more)

e Emergency palliative treatment, per visit

Images and pathology

e Intra-oral, occlusal view
e  Extra-oral

e Accession of tissue

Restorative - Excluding inlays, onlays and crowns. Multiple restorations in 1 surface will be considered as a
single restoration.

e Amalgam restorations

e Resin-based composite restorations, (other than for molars)

e Protective restoration

e Reattachment of tooth fragment, incisal edge or cusp

e Interim therapeutic restoration — primary dentition

e Pin retention, per tooth, in addition to restoration

e Prefabricated crowns (excluding temporary crowns)

e Recementation



Oral surgery

Extractions — coronal remnants — deciduous tooth
Extractions erupted tooth or exposed root
Surgical removal of erupted tooth
Removal of impacted tooth - Soft tissue
Removal of impacted tooth

— Partially bony

- Completely bony

Surgical removal of residual tooth roots
Primary closure of a sinus perforation
Oroantral fistula closure

Tooth transplantation

Surgical access of unerupted tooth
Mobilization of erupted or malpositioned tooth to aid eruption
Placement of device to facilitate eruption of impacted tooth
Biopsy of oral tissue

Exfoliative cytological sample collection
Alveoloplasty

Removal of odontogenic cysts or tumors
Removal of exostosis

Removal of torus

Surgical reduction of osseous tuberosity
Incision and drainage of abscess

Removal of foreign body

Sequestrectomy

Suture of wounds
Frenectomy/frenuloplasty

Excision of hyperplastic tissue per arch
Excision of pericoronal gingiva

Surgical reduction of fibrous tuberosity
Sialolithotomy

Closure of salivary fistula

Coronectomy

Periodontics

Periodontal maintenance (following active therapy, 2 per year)

Occlusal adjustment, (other than with an appliance or by restoration)

Root planing and scaling, 1 to 3 teeth per quadrant, (1 per site every 2 years)

Root planing and scaling, 4 or more teeth per quadrant, (1 separate quadrant every 2 years)
Surgical revision procedure, per tooth

Gingivectomy/gingivoplasty, 1 to 3 teeth per quadrant, (1 per site every 3 years)
Gingivectomy/gingivoplasty, 4 or more teeth per quadrant, (1 per quadrant every 3 years)
Gingival flap procedure, 1 to 3 teeth per quadrant, (1 per site every 3 years)

Gingival flap procedure, 4 or more teeth per quadrant, (1 per quadrant every 3 years)

Apically positioned flap

Unscheduled dressing change (by someone other than treating dentist or their staff)

Osseous surgery, (including flap and closure), 1 to 3 teeth per quadrant (1 per site every 3 years)
Osseous surgery, (including flap and closure), 4 or more per teeth per quadrant (1 per quadrant every 3
years)



e Soft tissue graft procedures
e Clinical crown lengthening, hard tissue
e  Full mouth debridement, once per lifetime

Endodontics
e Pulpcap
e Pulpal debridement
e Pulpal therapy
e Pulpotomy
e Apexification/recalcification
e Apicoectomy
e Root canal therapy and retreatment
- Anterior
— Bicuspid
-  Molar
e Pulpal regeneration
e Periradicular surgery without apicoectomy
e Hemisection
e Retrograde filling
e Root amputation

General anesthesia and intravenous sedation

e General anesthesia and intravenous sedation are covered when provided as part of a covered surgical
procedure

e Evaluation by anesthesiologist for deep sedation or general anesthesia

Type C expenses: Major restorative care

Restorative — Inlays, onlays, labial veneers and crowns (excludes temporary crowns) are covered only as
treatment for decay or acute traumatic injury, and only when teeth cannot be restored with a filling material or
when the tooth is an abutment to a fixed bridge. Coverage is limited to 1 per tooth every 5 years. (See the
Replacement rule.)

e Inlays

e Onlays

e Labial veneers
e Crowns

e Post and core
e Repairs - inlay, onlay, veneer, crown
e Core buildup, including any pins

Prosthodontics - The first installation of dentures and bridges is covered only if needed to replace teeth
extracted while coverage was in force and which were not abutments to a denture or bridge less than 5 years
old. (See the Tooth missing but not replaced rule.) Replacement of existing bridges or dentures is limited to 1
every 5 years. (See the Replacement rule.)
e Bridge abutments
e Pontics
e Dentures and partials (fees for dentures and partial dentures include relines, rebases and adjustments
within 6 months after installation. Fees for relines and rebases include adjustments within 6 months after
installation. Specialized techniques and characterizations are not eligible).
— Complete upper and lower denture



- Partial upper and lower (including any conventional clasps, rests and teeth)

- Removable unilateral partial denture

Stress breakers

Interim partial denture (stayplate), anterior only
Reline (partial or complete)

Rebase, per denture

Special tissue conditioning, per denture
Adjustment to denture more than 6 months after installation
Repairs, full and partial denture

Adding teeth and clasps to existing partial denture
Repairs, bridges

Occlusal guard for bruxism (1 every 3 years)
Adjustments, repair or reline of occlusal guard
Cleaning and inspection of a removable appliance



Additional eligible dental services

We will provide additional eligible dental services if you and your covered dependent have at least one of the
following conditions:

e Pregnancy

Coronary artery disease/cardiovascular disease

Cerebrovascular disease

Diabetes

Additional eligible dental services:

e Prophylaxis (cleaning) (one additional per Calendar Year)

e Scaling and root planing, (4 or more teeth), per quadrant (one additional per Calendar Year)

e Scaling and root planing (limited to 1-3 teeth), per quadrant (one additional per Calendar Year)
e  Full mouth debridement (one additional per Calendar Year)

e Periodontal maintenance (one additional per Calendar Year)

Payment of benefits

We will waive the Calendar Year deductible for the additional eligible dental services above. The payment
percentage applied to the additional eligible dental services will be 100% for in-network coverage and 100% for
out-of-network coverage. These additional benefits will not be subject to any frequency limits except as shown
above, or to any Calendar Year maximum.
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Passive PPO
Annual Deductible*
Individual $50
Family $150
Preventive Services 100%
Basic Services 80%
Major Services 60%
Annual Benefit Maximum $1,500
Office Visit Copay N/A
Orthodontic Services (Adult and Child) 50%
Orthodontic Deductible None
Orthodontic Lifetime Maximum $1,500
*The deductible applies to: Basic & Major services only
Partial List of Services Passive PPO
Preventive
Oral examinations (a) 100%
Cleanings (a) Adult/Child 100%
Fluoride (a) 100%
Sealants (permanent molars only) (a) 100%
Bitewing Images (a) 100%
Full mouth series Images (a) 100%
Space Maintainers 100%
Basic
Root canal therapy
Anterior teeth / Bicuspid teeth 80%
Root canal therapy, molar teeth 80%
Scaling and root planing (a) 80%
Gingivectomy (a)* 80%
Amalgam (silver) fillings 80%
Composite fillings (anterior teeth only) 80%
Stainless steel crowns 80%
Incision and drainage of abscess* 80%
Uncomplicated extractions 80%
Surgical removal of erupted tooth* 80%
Surgical removal of impacted tooth (soft tissue)* 80%
Osseous surgery (a)* 80%
Surgical removal of impacted tooth (partial bony/ full bony)* 80%
General anesthesial/intravenous sedation* 80%
Crown Lengthening 80%
Major
Inlays 60%
Onlays 60%
Crowns 60%
Full & partial dentures 60%
Pontics 60%
Denture repairs 60%
Crown Build-Ups 60%
Implants 60%

*Certain services may be covered under the Medical Plan. Contact Member Services for more details.
(a) Frequency and/or age limitations may apply to these services. These limits are described in the booklet/certificate.
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Other Important Information

This Aetna Dental® Preferred Provider Organization (PPO) benefits summary is provided by Aetna Life Insurance Company for
some of the more frequently performed dental procedures. Under the Dental Preferred Provider Organization (PPO) plan, you
may choose at the time of service either a PPO participating dentist or any nonpatrticipating dentist. With the PPO plan, savings
are possible because the participating dentists have agreed to provide care for covered services at negotiated rates. Non-
participating benefits are subject to recognized charge limits.

Emergency Dental Care

If you need emergency dental care for the palliative treatment (pain relieving, stabilizing) of a dental emergency, you are
covered 24 hours a day, 7 days a week.

When emergency services are provided by a participating PPO dentist, your co-payment/coinsurance amount will be based on a
negotiated fee schedule. When emergency services are provided by a hon-participating dentist, you will be responsible for the
difference between the plan payment and the dentist's usual charge. Refer to your plan documents for details. Subject to state
requirements. Out-of-area emergency dental care may be reviewed by our dental consultants to verify appropriateness of
treatment.

Partial List of Exclusions and Limitations* - Coverage is not provided for the following:

1. Services or supplies that are covered in whole or in part:
(a) under any other part of this Dental Care Plan; or
(b) under any other plan of group benefits provided by or through your employer.
2. Services and supplies to diagnose or treat a disease or injury that is not:
(a) a non-occupational disease; or
(b) a non-occupational injury.
3. Services not listed in the Dental Care Schedule that applies, unless otherwise specified in the Booklet-Certificate.
4. Those for replacement of a lost, missing or stolen appliance, and those for replacement of appliances that have been
damaged due to abuse, misuse or neglect.
5. Those for plastic, reconstructive or cosmetic surgery, or other dental services or supplies, that are primarily intended to
improve, alter or enhance appearance. This applies whether or not the services and supplies are for psychological or emotional
reasons. Facings on molar crowns and pontics will always be considered cosmetic.
6. Those for or in connection with services, procedures, drugs or other supplies that are determined by Aetna to be
experimental or still under clinical investigation by health professionals.
7. Those for dentures, crowns, inlays, onlays, bridgework, or other appliances or services used for the purpose of splinting, to
alter vertical dimension, to restore occlusion, or to correct attrition, abrasion or erosion.
8. Those for any of the following services (Does not apply to the DMO plan in TX):
(a) an appliance or modification of one if an impression for it was made before the person became a covered person;
(b) a crown, bridge, or cast or processed restoration if a tooth was prepared for it before the person became a covered
person; or
(c) root canal therapy if the pulp chamber for it was opened before the person became a covered person.
9. Services that Aetna defines as not necessary for the diagnosis, care or treatment of the condition involved. This applies
even if they are prescribed, recommended or approved by the attending physician or dentist.
10. Those for services intended for treatment of any jaw joint disorder, unless otherwise specified in the Booklet-Certificate.

11. Those for space maintainers, except when needed to preserve space resulting from the premature loss of deciduous teeth.

12. Those for orthodontic treatment, unless otherwise specified in the Booklet-Certificate.

13. Those for general anesthesia and intravenous sedation, unless specifically covered. For plans that cover these services,
they will not be eligible for benefits unless done in conjunction with another necessary covered service.

14. Those for treatment by other than a dentist, except that scaling or cleaning of teeth and topical application of fluoride may
be done by a licensed dental hygienist. In this case, the treatment must be given under the supervision and guidance of a
dentist.

15. Those in connection with a service given to a person age 5 or older if that person becomes a covered person other than:

(a) during the first 31 days the person is eligible for this coverage, or
(b) as prescribed for any period of open enroliment agreed to by the employer and Aetna. This does not apply to charges
incurred:
(i) after the end of the 12-month period starting on the date the person became a covered person; or
(ii) as a result of accidental injuries sustained while the person was a covered person; or
(iii) for a primary care service in the Dental Care Schedule that applies as shown under the headings Visits and Exams,
and X-rays and Pathology.
16. Services given by a nonparticipating dental provider to the extent that the charges exceed the amount payable for the
services shown in the Dental Care Schedule that applies.
17. Those for a crown, cast or processed restoration unless:
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(a) itis treatment for decay or traumatic injury, and teeth cannot be restored with a filling material; or

(b) the tooth is an abutment to a covered partial denture or fixed bridge.
18. Those for pontics, crowns, cast or processed restorations made with high-noble metals, unless otherwise specified in the
Booklet-Certificate.
19. Those for surgical removal of impacted wisdom teeth only for orthodontic reasons, unless otherwise specified in the Booklet-
Certificate.
20. Services needed solely in connection with non-covered services.
21. Services done where there is no evidence of pathology, dysfunction or disease other than covered preventive services.

Any exclusion above will not apply to the extent that coverage of the charges is required under any law that applies to the
coverage.
*This is a partial list of exclusions and limitations, others may apply. Please check your plan booklet for details.

Your Dental Care Plan Coverage Is Subject to the Following Rules:

Replacement Rule

The replacement of; addition to; or modification of: existing dentures; crowns; casts or processed restorations; removable
denture; fixed bridgework; or other prosthetic services is covered only if one of the following terms is met:

The replacement or addition of teeth is required to replace one or more teeth extracted after the existing denture or
bridgework was installed. This coverage must have been in force for the covered person when the extraction took place.

The existing denture, crown; cast or processed restoration, removable denture, bridgework, or other prosthetic service cannot
be made serviceable, and was installed at least 5 years before its replacement.

The existing denture is an immediate temporary one to replace one or more natural teeth extracted while the person is covered,
and cannot be made permanent, and replacement by a permanent denture is required. The replacement must take place within
12 months from the date of initial installation of the immediate temporary denture.

The extraction of a third molar does not qualify. Any such appliance or fixed bridge must include the replacement of an extracted
tooth or teeth.

Tooth Missing But Not Replaced Rule

Coverage for the first installation of removable dentures; fixed bridgework and other prosthetic services is subject to the
requirements that such removable dentures; fixed bridgework and other prosthetic services are (i) needed to replace one or
more natural teeth that were removed while this policy was in force for the covered person; and (ii) are not abutments to a
partial denture; removable bridge; or fixed bridge installed during the prior 5 years.

Alternate Treatment Rule: If more than one service can be used to treat a covered person’s dental condition, Aetna may decide
to authorize coverage only for a less costly covered service provided that all of the following terms are met:

(a) the service must be listed on the Dental Care Schedule;

(b) the service selected must be deemed by the dental profession to be an appropriate method of treatment; and

(c) the service selected must meet broadly accepted national standards of dental practice.

If treatment is being given by a participating dental provider and the covered person asks for a more costly covered service than
that for which coverage is approved, the specific copayment for such service will consist of:

(a) the copayment for the approved less costly service; plus

(b) the difference in cost between the approved less costly service and the more costly covered service.

Finding Participating Providers

Consult Aetna Dentals online provider search for the most current provider listings. Participating providers are independent
contractors in private practice and are neither employees nor agents of Aetna Dental or its affiliates. The availability of any
particular provider cannot be guaranteed, and provider network composition is subject to change without notice. For the most
current information, please contact the selected provider or Aetna Member Services at the toll-free number on your online ID
card, or use our Internet-based provider search available at www.aetna.com.

Specific products may not be available on both a self-funded and insured basis. The information in this document is subject to
change without notice. In case of a conflict between your plan documents and this information, the plan documents will govern.

In the event of a problem with coverage, members should contact Member Services at the toll-free number on their online 1D
cards for information on how to utilize the grievance procedure when appropriate.

All member care and related decisions are the sole responsibility of participating providers. Aetna Dental does not provide
health care services and, therefore, cannot guarantee any results or outcomes.

Dental plans are provided or administered by Aetna Life Insurance Company, Aetna Dental Inc., Aetna Dental of California Inc.
and/or Aetna Health Inc.
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Telehealth Services: The plan will reimburse the treating or consulting provider for the diagnosis, consultation, or treatment of
an enrollee via telehealth on the same basis and to the same extent that the plan would reimburse the same covered in-person
service.

In Texas, the Dental Preferred Provider Organization (PPO) is known as the Participating Dental Network (PDN), and is
administered by Aetna Life Insurance Company.

This material is for informational purposes only and is neither an offer of coverage nor dental advice. It contains only a partial,
general description of plan or program benefits and does not constitute a contract. The availability of a plan or program may
vary by geographic service area. Certain dental plans are available only for groups of a certain size in accordance with
underwriting guidelines. Some benefits are subject to limitations or exclusions. Consult the plan documents (Schedule of
Benefits, Certificate/Evidence of Coverage, Booklet, Booklet-Certificate, Group Agreement, Group Policy) to determine
governing contractual provisions, including procedures, exclusions and limitations relating to your plan.

Aetna complies with applicable Federal civil rights laws and does not discriminate, exclude or treat people differently based on
their race, color, national origin, sex, age, or disability.

Aetna provides free aids/services to people with disabilities and to people who need language assistance.
If you need a qualified interpreter, written information in other formats, translation or other services, call 877-238-6200.

If you believe we have failed to provide these services or otherwise discriminated based on a protected class noted above, you can
also file a grievance with the Civil Rights Coordinator by contacting:

Civil Rights Coordinator,

P.O. Box 14462, Lexington, KY 40512 (CA HMO customers: PO Box 24030 Fresno, CA 93779),

1-800-648-7817, TTY: 711,

Fax: 859-425-3379 (CA HMO customers: 860-262-7705),

CRCoordinator@aetna.com.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights
Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or at: U.S. Department of Health and Human
Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201, or at 1-800-368-1019, 800-537-
7697 (TDD).

Aetna is the brand name used for products and services provided by one or more of the Aetna group of subsidiary companies,
including Aetna Life Insurance Company, Coventry Health Care plans and their affiliates (Aetna).

TTY:711

English To access language services at no cost to you, call the number on your ID card.

Albanian Pér shérbime pérkthimi falas pér ju, telefononi né numrin gé gjendet né kartén tuaj té identitetit.

Amharic P2IR A1 TTT PARESP AT T NADFMEPPF AL PAMT ®ML LLM-Ar::

Arabic IS 5 Alday e 3 g gall 480 e JLai) ela Sl GAlSE gl )50 3y sl leaddl e J geaall

Armenian Qbp hwhuptinnpus (Eqyny wyddwp pnphppunynipmnit vnwbwnt hwdwp quuquhwptp dkp pdojuljut

wwwhndwannimw pwnwnh dnw Uodwéd hinwhinuwhwiwnnd

Bantu-Kirundi

Kugira uronke serivisi z'indimi ata kiguzi, hamagara inomero iri ku karangamuntu kawe
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Bengali
03833(3.§>|§§ mae@:ag sGo:&;’le msj:om::()@gw:&ﬁqp: q%§§q§l a0é ID
Burmese moSGu'TcrgrSé’]GoJ) q;.@:quoSg;:: eéTa?:d]-
Catalan Per accedir a serveis lingliistics sense cap cost per a voste, telefoni al nUmero indicat a la seva targeta d’identificacié.
Cebuano Aron maakses ang mga serbisyo sa lengguwahe nga wala kay bayran, tawagi ang numero nga anaa sa imong kard sa ID.
Chamorro Para un hago' i setbision lengguahi ni dibatde para hagu, agang i numiru gi iyo-mu kard aidentifikasion.
Cherokee GYood SOhAcJ TOELONJ C ATeod JCEGWANJ BY, OPABWE b ©60Y J400d hSAQIN C°OT ID ThAR0J CVNT.
Chinese WARAE F e B RE 5 RS, SEEHT ISR RR G R A4 1) B 55 9505
Traditional
Choctaw Anumpa tosholi i toksvli ya peh pilla ho ish i payahinla kvt chi holisso kallo iskitini holhtena takanli ma i payah
Chuukese Ren omw kopwe angei aninisin eman chon awewei (ese kamé), kopwe kééri ewe nampa mei mak won noum ena katen ID
Cushitic- Tajaajiiloota afaanii gatii bilisaa ati argaachuuf,lakkoofsa fuula waraagaa eenyummaa (ID) kee irraa jiruun bilbili.
Oromo
Dutch Voor gratis taaldiensten, bel het nummer op uw ziekteverzekeringskaart.
Erench Pour accéder gratuitement aux services linguistiques, veuillez composer le numéro indiqué sur votre carte d'assurance santé.

French Creole

Pou ou jwenn sevis gratis nan lang ou, rele nimewo telefon ki sou kat idantifikasyon asirans sante ou.

(Haitian)

German Um auf den fir Sie kostenlosen Sprachservice auf Deutsch zuzugreifen, rufen Sie die Nummer auf lhrer ID-Karte an.

Greek Mo npdoBaocn otig unnpeoieg YAWooog xwpig xpéwan, KOAECSTE Tov aplBUo oTnV KAPTA AcPAALONG 0aG.

Gujarati AR 58 URL wlctoll W2 (Aotl it Aciall Adctell HIZ, dAHIRL AL 518 UR BA olol UR SIA 524l

Hawaiian No ka wala‘au ‘ana me ka lawelawe ‘Olelo e kahea aku i ka helu kelepona ma kau kaleka ID. Kaki ‘ole ‘ia kéia kokua nei.

Hindi ST FoRelt P 3 ST TG T 3TN et & AT, 3 IS 1S R U A W Fiel Al

Hmong Yuav kom tau kev pab txhais lus tsis muaj ngi them rau koj, hu tus naj npawb ntawm koj daim npav ID.

Igho Inweta enyemaka asusu na akwughi ugwo obula, kpoo nomba no na kaadi njirimara gi

llocano Tapno maakses dagiti serbisio ti pagsasao nga awanan ti bayadna, awagan ti numero nga adda ayan ti ID kardmo.

Indonesian Untuk mengakses layanan bahasa tanpa dikenakan biaya, silakan hubungi nomor telepon di kartu asuransi Anda.

Italian Per accedere ai servizi linguistici senza alcun costo per lei, chiami il numero sulla tessera identificativa.

Japanese EHOESBEY—EXIE. DA—FIZHEIBEFICHEEFC L3N,

Karen vXw>urRM>usdmw>rRpXRtw>zH;w>rRwz. vXwtd.'D;tyShRvXeub.[h.tDRt*D><ud;b.vDwJpdeD.*H>vXttd.vXecd.*DR A (ID)
tvdRM.wuh>|

Korean D2 20| AH[AE 00120 B8 D 7120 $5 8 Ha = et FHAL,

Kru-Bassa I nyuu kosna mahola ni language services ngui nsaa wogui wo, sebel i nsinga i ye ntilga i kat yong matibla

Kurdish 35 SIS (ID) 65 BB ydas (50l 4SO (Si0gads ¢85 32 099785 (3 OLo) (15533 o (indS)awsos 32
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Lao cBocdacfyudniwimitivcsos llumacdlvglusourancioseguay:
Marathi HTIETCT HIVTCITET YehIRIGT T HATIA WGTIUATHIST, T |D HTSTAIel SHhHIhIER HieT .

Nan bok jipan kon kajin ilo an ejjelok wonean nan kwe, kwon kallok nomba eo ilo kaat in ID eo am.
Marshallese

Micronesian-  |Pwehn alehdi sawas en lokaia kan ni sohte pweipwei, koahlih nempe nan amhw doaropwe en ID.
Ponapean

Mon-Khmer. ['SE]SgUTSIunAYMMNIRUSSSSIZUEIUINAES yuulgiugisimSiusizussishiilugugngs
y ; u - Iy} = Y] by} < an [ )
Cambodian S It =ik

T44 ni nizaad k’ehji bee nikd a’doowol doo badh ilinigdd naaltsoos bee atah niljjgo

Navajo nanitinigii bee néého’dolzinigii béésh bee hane'i bika igii daji” holne’.
Nepali HISTEFST AATEEHAIY ¥ 3eeh T IRF Tl HISHT Tgehl FFaAT shel ITefe 4]

Té koor yin ran de wéér de thokic ke cin wéu kor keek ténon yin. Ke yin cal ran ye kac kuany né namba de abac t3 né ID kard du3n de

Nilotic-Dinka
tiit de nyin de panakim k3u.

. For tilgang til kostnadsfri spraktjenester, ring nummeret pa ID-kortet ditt.
Norwegian gang prakty g P

Pennsylvanian- JUm Schprooch Services zu griege mitaus Koscht, ruff die Nummer uff dei ID Kaart.
Dutch

. s el ae3 Ll ¢ (§9 0u dud oylads b (&) @ 0b) Gleds A g iwwd
Persian Farsi LS eled 393 3 <8 9y LS oylas b OBl yeb 4 0Ly @ 3 (GAwd Sl

Aby uzyskac dostep do bezptatnych ustug jezykowych, nalezy zadzwoni¢ pod numer podany na karcie identyfikacyjnej.

Polish
Portuguese Para aceder aos servigos linguisticos gratuitamente, ligue para o nimero indicado no seu cartdo de identificagdo.
Punjabi 393 B ' IR SHI TEM Ut ATet & 293 396 B8, WUE wElSt 993 ‘3 83 899 '3 25 IS
. Pentru a accesa gratuit serviciile de limba, apelati numarul de pe cardul de membru.
Romanian
Russian [ns Toro 4to6bl 6eCnaaTHO NONYYUTb MOMOLLb NePeBOAYMKa, MO3BOHUTE NO TeslepoHyY, NPUBEAEHHOMY Ha Ballei
NMaeHTUPUKALMOHHON KapTe.
Samoan M0 le mauaina o 'au'aunaga tau gagana e aunoa ma se totogi, vala'au le numera i luga o lau pepa ID.

Serbo-Croatian Za besplatne prevodilacke usluge pozovite broj naveden na Vasoj identifikacionoj kartici.

Para acceder a los servicios linglisticos sin costo alguno, llame al nimero que figura en su tarjeta de identificacion.

Spanish

Sudanic Heeba a naasta nder ekkitol jaangirde woldeji walla yobugo, ewnu lamba je don windi ha do derowol maada.
Fulfulde

Swahili Kupata huduma za lugha bila malipo kwako, piga nambari iliyo kwenye kadi yako ya kitambulisho.

Syriac- Ssain <housics ahe 15 i _somria hrdi il <hiin iy 15 ok i ¢

Assyrian

Swahili Kupata huduma za lugha bila malipo kwako, piga nambari iliyo kwenye kadi yako ya kitambulisho.

Tagalog Upang ma-access ang mga serbisyo sa wika nang walang bayad, tawagan ang numero sa iyong ID card.
Telugu 2R VBV A By ST ©WotLEORNED, & 6 IR Gy FoBF 6 WAkt

Thai mnvihhusainsindsnisuinismesunim iaa LA 14318 Wselnsmnsevfuaaseguudiastszhdvesring
Tongan Kapau ‘oku ke fiema’u ta’etotongi ‘a e ngaahi sévesi kotoa pé he ngaahi lea kotoa, telefoni ki he fika ‘oku ha atu ‘i ho’o ID kaati.
Turkish Dil hizmetlerine Ucretsiz olarak erismek igin kimlik kartinizdaki numarayi arayin.
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LLlo6 6e3KOLITOBH]j OTPMMATN MOBHI MOCAYIK, 3343BOHITb 3@ HOMEPOM, BKa3aHWM Ha Bawil iaeHTUIKaNHINA KapTui.

Ukrainian
Urdu .U:.;dsﬁjw@s)ﬁSJSngwél‘égéu)g&&oubdw
. Dé str dung cac dich vu ngdn ngi¥ mién phi, vui long goi s dién thoai ghi trén thé ID cla quy vi.
Vietnamese Ung [ U ng g phi, g 80 s al § quy vi
viddish JOUIRP 1D WK GUXR WUN1I DUT DN ,YRXAON [19 ' DUDHINUD NI [UNIPRA X
Lati rayési awon isé ede fun o 16féé, pe ndmba té wa 16ri kaadi idanimo re.
Yoruba
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