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2022 Summary of Benefits

BRIGHT ADVANTAGE DUAL ACCESS PLAN (HMO D-SNP)
H2288-003
January 1, 2022 - December 31, 2022.

Bright HealthCare is a Medicare Advantage plan with a Medicare contract.
Enrollment in the Plan depends on contract renewal.

The benefit information provided does not list every service that we cover or list every
limitation or exclusion. To get a complete list of services we cover, please access the
“Evidence of Coverage” at BrightHealthCare.com/Medicare.

This plan is a Dual Eligible Special Needs Plan (D-SNP) for people who are eligible for
both Medicare and Medicaid. As a dual eligible beneficiary, your services are paid first

by Medicare and then by Medicaid. How much Medicaid covers depends on the type of
Medicaid eligibility you have. To join Bright Advantage Dual Access Plan (HMO D-SNP),
you must be in one of the following Medicaid eligibility categories:

* Qualified Medicare Beneficiary (QMB): Medicaid covers your Medicare Part A and B
premiums, deductibles, coinsurance and copayment amounts. You are not otherwise
eligible for any Medicaid benefits.

e Qualified Medicare Beneficiary Plus (QMB+): Medicaid covers your Medicare Part
A and B premiums, deductibles, coinsurance and copayment amounts. You are also
eligible for full Medicaid benefits, secondary to your Medicare coverage.

e Full Benefit Dual Eligible — Medicaid Only: You are eligible for full Medicaid benefits.
Medicaid may provide some assistance with Medicare cost-sharing. Generally, your cost
share is $0 when the service is covered by both Medicare and Medicaid. There may be
instances where you have to pay Medicare cost-sharing when the service or benefit is not
covered by Medicaid.



2022 Summary of Benefits

If your category of Medicaid eligibility changes, your cost-share may also increase or
decrease. You must remain eligible for and enrolled in Medicaid to stay enrolled in this plan.
You also must be entitled to Medicare Part A, be enrolled in Medicare Part B and live in our
service area. Our service area includes the following counties in New York: Kings, New York,
and Queens.

Except in emergency situations, if you use providers that are not in our network, we may not
pay for these services.

For coverage and costs of Original Medicare, look in your current “Medicare & You”
handbook. View it online at Medicare.gov or get a copy by calling 1-800-MEDICARE
(1-800-633-4227) available 24 hours, 7 days a week including some federal holidays.
TTY/TDD users should call 1-877-486-2048.

This document is available in other formats such as Braille, large print or audio.

HAVE QUESTIONS? Please call Brigh HealthCare Member Services Department
at 1-844-926-4521, TTY 711 Monday - Friday 8 am - 8 pm between April 1 and
September 30 and 7 days a week between October 1 to March 31, 8 am - 8 pm

or visit our website at BrightHealthCare.com/Medicare.

Bright HealthCare plans are HMOs and PPOs with a Medicare contract. Bright HealthCare's New York D-SNP is an HMO
with a Medicare contract and a State Medicaid Agency Contract with the New York State Department of Health. Our plans
are issued through Bright HealthCare Insurance Company or one of its affiliates. Bright HealthCare Insurance Company is a
Colorado Life and Health company that issues indemnity products, including EPOs offered through Medicare Advantage.
An EPO is an exclusive provider organization plan that may be written on an HMO license in some states and on a Life and
Health license in some states, including Colorado. Enrollment in our plans depends on contract renewal.




PREMIUM & BENEFITS YOU PAY WHAT YOU SHOULD KNOW

Monthly Plan Premium $0 You must keep paying your
Medicare Part B premium.

Your premium may be more if you
are not receiving Extra Help.

Deductible No deductible

Maximum Out-of-Pocket No more than $0 Your costs may be more if your

Responsibility annually Medicaid does not cover cost-

(does not include sharing for Medicare covered
services.

prescription drugs)
Includes copays and other costs for
medical services for the year.

Inpatient Hospital $0 per stay Your costs may be more if your
Medicaid does not cover cost-
sharing for Medicare covered
services.

Services may require authorization
and a referral.

Outpatient Hospital $0 copay Your costs may be more if your
Medicaid does not cover cost-
sharing for Medicare covered
services.

Services may require authorization
and a referral.

Please reference Evidence of
Coverage (EOC) for details on
specific services.

Ambulatory Surgery $0 copay Your costs may be more if your

Center Medicaid does not cover cost-
sharing for Medicare covered
services.

Services may require authorization
and a referral.

Doctor Visits Your costs may be more if your
e Primarv care oroviders $0 copa I\/Ied.lcald does not cover cost-
4 P pay sharing for Medicare covered
services.
e Specialists $0 copay Services may require authorization

and a referral.




PREMIUM & BENEFITS YOU PAY WHAT YOU SHOULD KNOW

Preventive Care

¢ Flu vaccine, diabetic
screenings, etc.

® Routine Annual Physical

Emergency Care

Worldwide Emergency
Care

e Urgent Care
* Emergency Room
® Emergency Transportation

Urgent Care

Diagnostic Services/Labs/
Imaging

* Diagnostic tests and
procedures

¢ | ab services
e MRI, CAT scan
® X-rays

Hearing Services
* Routine hearing exam

* Hearing aid fittings and
evaluations

® Hearing aid

$0 copay

$0 copay

$0 copay

$90 copay

$0 copay

$0 copay

$0 copay
$0 copay
$0 copay

$0 copay
$0 copay

$149 per hearing aid
for the advanced
model

Other preventive services are
available. There are some covered
services that may have a cost.

Services may require authorization
and a referral.

Services do not require
authorization or a referral.

Your costs may be more if your
Medicaid does not cover cost-
sharing for Medicare covered
services.

Copayment waived if admitted to
the hospital or readmitted to the
ER within 72 hours.

Coverage is limited to $50,000.

Your costs may be more if your
Medicaid does not cover cost-
sharing for Medicare covered
services.

Services may require authorization
and a referral.

One routine hearing exam annually.
One hearing aid fitting annually.

You receive 2 hearing aids every
3 years.



PREMIUM & BENEFITS YOU PAY WHAT YOU SHOULD KNOW

Dental Services

* Preventive dental (e.g., oral
exam, x-rays, cleanings)

Comprehensive Dental
* Diagnostic services

¢ Restorative services

® Endodontics

® Periodontics

e Extractions

* Implant Services,
Prosthodontics, other oral/
maxillofacial surgery, other
services

e Non-routine services

Vision Services

® Routine eye exam

* Retinal imaging

* Eyeglasses (frames)

® Eyeglass lenses
e Contact lenses

e Upgrades

$0 copay

$0 copay
$0 copay
$0 copay
$0 copay
$0 copay
$0 - $350 copay

$0 copay

$0 copay
$0 copay
$0 copay

$0 copay

$0 copay

Limitations may apply. See your
EOC for details.

Prosthodontics, other oral/
maxillofacial surgery, other
service range from $0 for surgical
placement of implant body
(endosteal implant) to $350 for
implant supported crowns.

One exam per year.
One exam per year.
$175 allowance for frames.

For standard lenses (includes
standard progressives).

$175 allowance in lieu of frames for
contact lenses every year.

$70 allowance for polycarb lenses
upgrade.

$89.50 allowance for premium
progressives upgrade.



PREMIUM & BENEFITS YOU PAY WHAT YOU SHOULD KNOW

Mental Health Services Services may require authorization
* Outpatient individual $0 copay and a referral.
therapy Your costs may be more if your

Medicaid does not cover cost-

* Outpatient group therapy | $0 copay sharing for Medicare covered

services.
Skilled Nursing Facility $0 per stay Services may require authorization
(SNF) and a referral.

Based on 2021 cost-shares.
These amounts may change for

2022.

Your costs may be more if your
Medicaid does not cover cost-
sharing for Medicare covered
services.

Physical Therapy $0 copay Services may require authorization
and a referral.

Your costs may be more if your
Medicaid does not cover cost-
sharing for Medicare covered
services.

Ambulance (Ground) $0 copay per ride Services may require authorization.

Your costs may be more if your
Medicaid does not cover cost-
sharing for Medicare covered

services.
Transportation $0 copay Services may require authorization.
for unlimited one way
trips to approved
locations
Medicare Part B Drugs Your costs may be more if your
e Ch th d 0 Medicaid does not cover cost-
emotherapy carugs $0 copay sharing for Medicare covered
e Other Part B drugs $0 copay services.

Services may require authorization.



OUTPATIENT PRESCRIPTION DRUGS

No deductible (your deductible may be more if you
are not receiving Extra Help).

Part D Deductible

Initial Coverage

You are in the Initial Coverage
stage until you reach $4,430
in drug costs (year to date).

Tier 1 - Preferred Generic

Tiers 2 - (Generic)to 5
(Specialty Tier)

Tier 6 - Select Care

Coverage Gap

You stay in this stage until
your year-to-date “out-of-
pocket costs” (your payments)
reach a total of $7,050

Tier 1 - Preferred Generic

Tiers 2 - (Generic)to 5
(Specialty Tier)

Tier 6 - Select Care

Catastrophic Coverage

Retail Rx 30-day supply

$0 copay

$0 or $1.35 for generics.

$0 or $4 for brands.
(Depending on your
level of Extra Help that
you receive).

$0 copay

$0 copay

$0 or $1.35 for generics.

$0 or $4 for brands.
(Depending on your
level of Extra Help that
you receive).

$0 copay

Mail Order 100-day supply

$0 copay

$0 or $1.35 for generics.
$0 or $4 for brands.
(Depending on your level
of Extra Help that you
receive).

$0 copay

During this stage, the plan will pay most of the cost of your
drugs for the rest of the calendar year (through December

31, 2022).

Depending on your level of Extra Help that you
receive, $0 copay for all covered drugs or $3.95 copay
or 5% (whichever costs more) for generic drugs or a
preferred multi-source drug and $9.85 copay or 5%
(whichever costs more) for all other drugs.

Cost-Sharing may change depending on the pharmacy you choose and when you enter a

new phase of the Part D benefit.



WELLNESS BENEFITS YOU PAY / RECEIVE WHAT YOU SHOULD KNOW

Over-The-Counter (OTC)
Items

Healthy Foods Allowance

Meals and Nutritional
Counseling

Acupuncture

* Medicare-covered
acupuncture

* Routine acupuncture

Chiropractic Services

* Medicare-covered
chiropractic care

® Routine chiropractic care

Blood Pressure Cuffs

Scales

Up to $1,980 each year

Up to $360 each year
for healthy foods

Receive 14 meals each
month, for 12 months in
the calendar year (168
total meals)

$0 copay

$0 copay

$0 copay

$0 copay

$0 copay

$0 copay

$165 credit every month.

Receive a $30 monthly
allowance to buy healthy whole
foods at approved grocery
stores.

Meal programs include:
Diabetes, congestive heart
failure (CHF), cardiovascular
disorders, dementia, chronic
and disabling mental health
conditions, kidney disease, and
hypertension.

Also includes a nutritional
consultation with a registered
dietician to develop a healthy
eating plan.

Services may require
authorization and a referral.

For up to 30 visits every
year combined with Routine
Chiropractic services.

Services may require
authorization and a referral.

For up to 30 visits every
year combined with Routine
Acupuncture services.

Blood pressure cuff is provided
to qualifying members
through our care management
program.

A scale is provided to
qualifying members through
our care management
program.



WELLNESS BENEFITS YOU PAY / RECEIVE WHAT YOU SHOULD KNOW

Gym Membership $0 copay Silver&Fit gym membership is
available to you at no cost with
access to fitness facilities, or
Silver&Fit Steps at-home kits
for members who are unable
to exercise in a fitness facility
or prefer to work out

at home.

24/7 Doctor Advice Line $0 copay A Doctor is available at no cost
to you 24 hours a day, 7 days a
week by web, mobile app, or
phone at: 1-800-997-6196.
Doctors can diagnose and
prescribe medications if
medically necessary.

Personal Emergency $0 copay Mobile PERS device with GPS
Response System (PERS) and fall detection; 24/7/365
monitoring.




: Bright HealthCare

Summary of Medicaid
covered benefits

Services available through New York State Department of Health

In addition to the Medicare services described in the Summary of Benefits, you may be
eligible for the following Medicaid benefits based on the level of your Medicaid coverage.
For eligibility rules and additional information about Medicaid services, please visit:
https://www.health.ny.gov/health_care/medicaid/

Inpatient Hospital Care
Inpatient Mental Health Care
Skilled Nursing Facility (SNF)
Emergency Care

Urgently Needed Services
Home Health Care

Hospice

Doctor Office Visits
Preventive Care

Foot Care

Speech Therapy

Physical Therapy/Occupational Therapy
Mental Health Care

Diagnostic Tests, Lab and Radiology
Services, and X-Rays

Outpatient Hospital Services
Outpatient Substance Abuse Services
Renal Dialysis

Ambulance Services

Routine Transportation

Diabetes Supplies and Services
Durable Medical Equipment (DME)
Prosthetic Devices

Immunizations

Dental Services

Vision Services

Hearing Services

Prescription Drug Benefits

The categories above are subject to the coverage and limitation policies listed

in your Medicaid contract.

Have Questions? \What you pay for covered services may depend on your level of
Medicaid eligibility. If you have questions about your Medicaid eligibility and what
benefits you are entitled to, please call: 1-800-541-2831
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Nondiscrimination Notice and Assistance with Communication

Bright HealthCare does not exclude, deny benefits to, or otherwise discriminate
against any individual on the basis of sex, age, race, color, national origin, or disability.
“Bright Health” means Bright HealthCare plans and their affiliates.

Language assistance and alternate formats:

Assistance is available at no cost to help you communicate with us. The services include,
but are not limited to:

e |Interpreters for languages other than English;
e Written information in alternative formats such as large print; and
e Assistance with reading Bright HealthCare websites.

To ask for help with these services, please call 1-844-926-4521.

If you think that we failed to provide language assistance or alternate formats, or you
were discriminated against because of your sex, age, race, color, national origin, or
disability, you can send a complaint to:

Bright HealthCare Civil Rights Coordinator
P.O.Box 1868

Portland, ME 04104

Phone: 1-844-926-4521

You can also file a complaint with the U.S Dept. of Health and Human Services,
the Office of Civil Rights:

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html
Phone: Toll-free 1-800-368-1019, 1-800-537-7697 (TDD)

Mail: U.S Dept. of Health and Human Services. 200 Independence Avenue,

SW Room 509F, HHH Building Washington, D.C. 20201

If you need help with your complaint, please call 1-844-926-4521. You must send the
complaint within 60 days of discovering the issue.

Y0127_MULTI-MA-LTR-4455_C (Updated 08/11/2021) MAZ21_101008_03
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Language Assistance and Alternate Formats
This information is available in other formats like large print. To ask for another format, please call
1-844-926-4521.

English ATTENTION: If you speak a language other than English, language assistance services
including interpretation and written translation, free of charge, are available to you. Call
(844)-926-4521.

Spanish (US) ATENCION: Si no habla inglés, tiene a su disposicion servicios gratuitos de asistencia
lingtiistica, incluidos servicios de interpretacion y traduccion. Llame al (844) 926-4520.

Chinese (S) FERD: QORGSR K38 5 IR ARSI, AT IRAG S 2t BOIE S Ph B AR S (S R RN
B o IERATHAT (844)-926-4521.

Arabic
4 sadll daas gill Lein (e g e galll Bac Lusall laadd o julaiY) e 46 Gaaath S 1) oLl
(844) -926-4521 eﬂ)ﬂ_ﬁ dm.\\ aalKy SRR ‘LJXA\ UA‘&ALM cA.J).\JA.\M 4.4:).\3\}
Bengali SCAICRIST: SsAfe] T SURGT O SN (IS ST LT e O <1 0T
AR Q<L WWWW—WWE—M%WW@TWW@W|
(844) 926-4521 A Fel R
French ATTENTION : Si vous parlez une autre langue que 1’anglais, des services d’assistance
linguistique, notamment d’interprétation et de traduction écrite, sont mis gratuitement a votre
disposition. Appelez le (844)-926-4521.
German ACHTUNG: Falls Sie eine andere Sprache als Englisch sprechen, steht Thnen eine kostenfreie
fremdsprachliche Unterstiitzung einschlieBlich Dolmetschen und schriftlicher Ubersetzung zur
Verfiigung. Wihlen Sie die (844)-926-4521.
Greek [MPOXZOXH: Av piAhdrte kKdmotla YAOCTO S1POPETIKT amd To AYYAKA, TopEXovTol dmpedy
VINpPecies YAoootkng fonfetag cuumeptlapfovopévng g dtepunveiog Kot g yYPomTng
petdppaonc. Karéote to (844)-926-4521.
Italian ATTENZIONE: se parla una lingua diversa dall’inglese, sono disponibili servizi di
assistenza linguistica gratuiti, inclusivi di interpretariato e traduzione scritta. Chiami il
numero (844)-926-4521.
Japanese IR RFEBEUSNDEREZREINDGESE. BRELVERICLDFREZEHTEN
(Dgsﬁi#ﬁ —EXRZCHBAW=EIFET, (844)-926-4521 T THEEFEL &L,
Korean FO: HUIL Ot T2 HHE AMIE2 B3R HIS L S9N} 22 22 A A&
KNHIAZ 0I26HA! & USLICH (844)-926-45211 O 2 C12t5HAAlQ
Polish UWAGA: Jesli nie mowisz po angielsku, mozesz skorzysta¢ z darmowej ustugi thumaczenia
ustnego 1 pisemnego. Zadzwon pod numer (844)-926-4521.
Portuguese ATENCAO: Se falar um idioma que ndo o inglés, estdo disponiveis servigos gratuitos de
assisténcia de idioma, incluindo interpretacao e tradugdo escrita. Entre em contato no nimero
(844)-926-4521.
Russian BHMUMAHMUE: ecnu Bbl HE TOBOPUTE HAa AaHIVIMHCKOM $I3BIKE, BBl MOXKETE BOCIIOJIb30BATHCS

OeCIUIaTHBIMU YCIYTaMH SI3bIKOBOM MOIICPIKKU, BKITFOUAst YCTHBINA M MUCbMEHHBIN MePEBO/I.
[To3BonwuTe M0 Tenedony (844)-926-4521.



Tagalog

Urdu

Vietnamese
Navajo

Ambharic

Burmese

Cherokee

Cushite-Oromo

French Creole

Gujarti

Hindi

Hmong

Karen

Kru / Bassa

Kurdish

Laotian

PAALALA: Kung nagsasalita ka ng isang wika na bukod pa sa Ingles, magagamit mo ang
mga serbisyong tulong sa wika, kabilang ang pagsasalin at nakasulat na pagsasalin nang
walang bayad. Tumawag sa (844)-926-4521.

wloss wiigleo oS ol 95w =ilar obs Sowes wisS o9dle S 58l Gl S8l iwlod A
.(844)-926-4521 u-‘)s J UM Ol Nbglszo " c:.] é u| A 5 S )3| ..sul.0>).l J}o....u

CHU Y: Néu ban no1 mot thir tleng nao khac ngoai tleng Anh, ban s€ dugc cap cac dich vu
hd tro ngdn nglt mién ph1 bao gom ca thong dich va bién d1ch Goi s0 (844) -926-4521.

Navajo Baa naanish'agha: odaa'ni‘adishni la'saad laigii‘ako dine, saad ahilka'ana’alwo tse’
esgizii, bidishchiid bee yeel, bilhadlee'ach'i" ni. bika'adishni (844)-926-4521.

TAANE: NATINHE R, P01 R7E 0916574 Pt Nhef 12 2Pt 272 AdFCAT1S PRU-6 HCTHI° &0
RICETT TITT T @FAn:: (1 (844)-926-4521 LLM-(v::

Q C N N < E OC < C C
SQDDGOZ@CS - SG(D(DSj DDCDDP_J' 390(\)0?390 O)O)@DSCDODDDO)(DD°[§C 0)0'.)’3"6@’333@0)
CRIE ®U)DS[§§§C§Z GQSDJDZ@D%GQ)OU)OOD’J@§ 39(5]3908 U)O&D’J(DCDDJDEQC)(% O§G@’JCG

Q203 329968 Cl0pS1 (844)-926-4521 2Jwseal 30l

or'$460L: $T SOhBcOA bOhoV bZ YPb, SOhHc0A DPcOSPcOY TALEJ1AT,
OJc0J DL/IALILI DS AQOWOr) DJIPWOrA, £ AT60d JEGGU HY DAWDT, hA
RGOG’O*ToOLJIAT. OQPABULD (844)-926-4521.

HUBACHISA: Afaan Ingilifaan aala yoo kan dubbaatan ta’e, tajaajila gargaarsa afaan hikaa
sagaleen fi bareefaman dabalate kafaalti irraa bilisaan issiinif argama. (844)-926-4521
irraatti bilbila.

ATANSYON: Si ou pale yon lang ki pa Angle, sevis asistans lengwistik ki gen ladan 1
entépretasyon ak tradiksyon alekri, epi li disponib pou ou. Rele (844)-926-4521.

ol AU %L AR 1% Rcal ofl w2l S etnll Gl 8], Al dAHIRAL 12
uddzel ol AMd Uojalle Udcloll eunl Usla Ac [(:9es Gucou B,
(844)-926-4521 UR SIA §3.

eI & Al 3T 37T & 37eMTal IS e HIW Sield § a3k faw oo
wwg@aw gaSaT 3R fAf@d 3iefare @fgd, 3uerstr gl (844)-926-4521
T Fich B

TSEEM CEEB: Yog koj hais Iwm hom lus uas tsis yog Lus Askiv, yuav muaj kev pab txhais
lus, suav nrog kev txhais lus hais thiab kev txhais ntaub ntawv, yam tsis tau them nqi dab tsi
li. Hu rau (844)-926-4521.

oooo[?oooao @mmoomzpcmsgoomsaoom" ooopsgoo oqpoowoomewuoowp 05005
cH m1oo(p_|°ooo>13°oo1crg oqpoocmcm cmoosapsosagnmml srapospcon?m o31. s08 3O
(844)-926-4521 oocm

YI LE: Ibale u mpot hop umpe handugi Ngisi, bot ba nhola bakobol ba yé ha inyu yof, to u
nkobol ni hop nyo tole ni mapep, nsébél nsinga unu. Sebel i nsinga ini (844)-926-4521.

6.\\).\5)5}4.5‘54\}4.4\.4)6‘)\)}5\_\4.4); c‘_g‘)&ud&aguﬁmw},ﬁ:uu)m‘)ﬁu LQJ‘JLSL?
(844)-926-4521 42 4S5 (50 g2y . 5 5o 4buiod o () ) 35 ¢ AT R (5 B8 (S K oy 5 (Sol)

was@0: HanandauagaSuiid cunwagaS9Rio, woniSainauddnaugos fisoau
w99 aousINaucUdanda tar n awcdentgay, Tosdenalinau. T
(844)-926-4521.



Mon-Khmer  fUHIRIE LﬁﬁjS[UHnSuﬂUjmﬁﬂ[ﬁJﬁ [L“‘]ﬂ“‘lﬁj‘li—img fih
:unjgﬁmsmﬁnmﬁ@mmn Sumivatipnnani ifrusadal
DRUHA IR0 (844)-926-4521°]

Nepali & e TTS, {ISH ATed 3% H U Siedg-d M, TUTID! Ty f:
ﬁgi?ﬁﬂ-ﬂﬁ? foIRad sraTe Afed, Suas B (844)-926-4521 W Hd \I

Persian Farsi

S 5 Ak dan i alen 31 b5 SBbend st S ca Cumn () 1 (4 D) s
J.I“)...\SA u.uLA:} (844)-926-4521 bJLA.».::l L’ JJJAS = J\Jﬁ Loy u.u)lu:d)) UIS‘-’..\J

Serbo-Croatian ~ PAZNJA: Ako govorite neki drugi jezik osim engleskoga, mozete besplatno koristiti usluge
jezi¢ne podrske za tumacenje i pisano prevodenje. Nazovite (844)-926-4521.

Syriac
2 (Kbt ®e . 0,0p. . 2. (®<.Qd Uk h
&A\Kma11\r<i.s_<.r<\nm$.:1r<r< 73»;,}\3_» A
.(844)-926-4521. r<c\2m ASEK & 5 A& am, . ot ) )Ag =, oh b e

Thai 2qaAITNINU: mnﬂmwmmmaum"tu‘hjmmaonqw 1A UsNITIL KRG U BN LG LA
msmuLLavmsLLﬂaLﬂumﬂam:rmam:rs‘lviLLnﬂmimﬂ“Lmaﬂmimmim 9 AAGIANNIELRY
INTANW (844)-926-4521

Turkish DIKKAT: ingilizce disinda bir dil konusuyorsamz sdzlii ve yazili ¢evirinin de dahil oldugu
dil yardim hizmetlerinden iicretsiz olarak faydalanabilirsiniz. (844)-926-4521 numaral1 hatt
arayin.

Ukrainian YBAT'A: SIK11O BH HE PO3MOBJISIETE AHITIHCHKOKO, TO MOYKETE CKOPHCTATHCS OE3KOLITOBHUMA

MOCJIyraMi MOBHOI MIITPUMKH, 30KpeMa YCHOTO Ta MUChbMOBOTO Tiepekiaay. 3arenconyiire
3a Tenedonom (844)-926-4521.

Yiddish
A2YI0NR TRIDW YR 2YARID TR IR UV TPY OV ,WI0AIY M TRIDW YIWTIR K VTP R 21K JPInNK yu2a
. - - . ) 5 | _ _ 0 - s 0
844)-926-4521 1917 YU 1 ANXYTIWIR YOYOUSMW IR ANZYTIWINR YPO0¥I03 Y0 HWINR L0017
Armenian NhTUHNREBNRY. bpl: r}an )hf ]ununui mquhplﬁﬁ, l]]qlllu].llllﬁ mglul]gmpjmﬁ 6u1n1anLpJnLﬁﬁ|:p|},

GEpwnyu) pwludnp b gpuyfnp pupgdwbnpynlp, wijfup b6 dkq hudwp: Qulquhwpkf
(844)-926-4521.

Punjabi AEOS: Aad I WidjH 3 fasrer ddt I9 I 98¢ J, 3T 3973 B fanrfemr w3 fsu3
WETE ANS ST A3 Ree He3 &9 QUssT I8| (8LL4)-926-4521 3 IS I





