
 

     

  
 

 
 

 
 

  
  

  
  

  

 
 

 

  

 
 

   
 

 
 

  
  

   
 

  
  

 
  

  
 

  
 

 
 

 
  

  
  

 

 
  

 
 

  
 

  

 

 
 

 

   
  

 
 

 
 

 

 
   

 
 

  
 

 

 
 

 
 

 
 

    
 

 
 

  

Network Health 
Medicare Advantage Plans 

OMB No. 0938-1378 
Expires:6/30/2026 

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: 
• Be a United States citizen or be lawfully present in the 
U.S.  
• Live in the plan’s service area 
Important: To join a Medicare Advantage plan, you 
must also have both: 
• Medicare Part A (Hospital Insurance) 
• Medicare Part B (Medical Insurance) 
When do I use this form? 
You can join a plan: 
• Between October 15–December 7 each year (for 
coverage starting January1) 
• Within three 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 I need to complete this form? 
• Your Medicare Number (the number on your red, 
white and blue Medicare card) 
• 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.  
• If you have a monthly premium, 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? 
Send your completed and signed form to: 

Network Health 
Attn: Medicare Enrollment 
1570 Midway Pl., 
Menasha, WI 54952 

Once we process your request to join, we’ll contact you.  
How do I get help with this form? 
Call Network Health Medicare Advantage Plan at 
800-983-7587. TTY users can call 800-947-3529. 
Or, call Medicare at 1-800-MEDICARE 
(1-800-633-4227). TTY users can call 1-877-486-2048. 
En español: Llame a Network Health Medicare 
Advantage Plan al 800-983-7587 (TTY 800-947-3529) o 
a Medicare gratis al 1-800-633-4227 y oprima el 2 para 
asistencia en español y un representante estará 
disponible para asistirle. 
Individuals experiencing homelessness 
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 to 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 aren’t 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. 
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OMB No. 0938-1378 
Expires:6/30/2026 

Network Health 
Medicare Advantage Plans 

Name: Medicare Number: 

Home Phone Number: 

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

Apt. #: 
City: County: State: Zip Code: 

Mailing Address (only if different from your Permanent Street Address): 

Street Address: City: State: ZIP Code: 
Please fill out the following. 

I am currently a member of the plan selected below. 

Northeast Wisconsin Plans 
Network Health Zero* (PPO) $0 per month (*Available in the following counties: Calumet,  
Fond du Lac, Manitowoc, Outagamie, Shawano, Sheboygan, Waupaca, Waushara, Winnebago) 
Network Health Select (PPO) $0 per month 
Network Health Armor (PPO) $0 per month 
Network Health Choice (PPO) $0 per month 
Network Health Plus (PPO) $42 per month 
Network Health PlusRx (PPO) $73 per month   
Network Health Premier (PPO) $95 per month  
Network Health PremierRx (PPO) $244 per month 
Network Health Cares (PPO D-SNP) $0 per month 

Southeast Wisconsin Plans 
Network Health Medicare Go (PPO) $0 per month (*Not available in Kenosha county) 
Network Health Medicare Anywhere (PPO) $0 per month 
Network Health Medicare Bravo (PPO) $0 per month 

I would like to change to the plan selected below and understand this plan has different health    
benefits and that the premium is as indicated. 

Northeast Wisconsin Plans 
Network Health Zero* (PPO) $0 per month (*Available in the following counties: Calumet, Fond du Lac, 
Manitowoc, Outagamie, Shawano, Sheboygan, Waupaca, Waushara, Winnebago) 
Network Health Select (PPO) $0 per month 
Network Health Armor (PPO) $0 per month 
Network Health Choice (PPO) $0 per month 
Network Health PlusRx (PPO) $73 per month 
Network Health PremierRx (PPO) $226 per month 
Network Health Cares (PPO D-SNP) $0 per month 

Southeast Wisconsin Plans 
Network Health Go (PPO) $0 per month (*Not available in Kenosha county) 
Network Health Anywhere (PPO) $0 per month 
Network Health Bravo (PPO) $0 per month 

Plan Effective Date 
I would like my new plan to begin on: 
_____/____/______ 
(MM / DD / YYYY) 

H5215_4257-03-0824_C AEP 2 



 

   

  
 

  
      

   
  

   
   

 
  

  
  

 

       
 

       
        

 
     

    
  

 
 

      
 

   
   

  
 

   
 

  
 

 
 

 
 

  
   

 
   

OMB No. 0938-1378 
Expires:6/30/2026 

Network Health 
Medicare Advantage Plans 

Optional Supplemental Dental 
YES, I want to enroll in the optional supplemental dental benefit. I understand that this is an optional 

benefit and that if I enroll by selecting “Yes,” I will be billed an additional $45 monthly premium by Network 
Health. (Not available on the following plans: Network Health Choice, Network Health Anywhere, Network 
Health Armor, Network Health Bravo, Network Health Cares) 

NO, I do not want to enroll in this optional supplemental dental plan. 
Answering these questions is your choice. You can’t be denied coverage because you 
don’t fill them out. 
Please provide the name of a personal doctor (also referred to as a primary care practitioner or 
PCP): ________________________________________________________________________________ 

Select if you want us to send you information in a language other than English. 
Language needed _______________________________________________________________________ 
Select one if you want us to send you information in an accessible format. 

 Large print Braille  Audio CD Data CD 
Please contact Network Health Medicare Advantage Plan at 800-983-7587 if you need information in an 
accessible format other than what’s listed above. Our office hours are Monday–Friday, from 8 a.m. to 8 p.m. 
TTY users can call 800-947-3529. 
What’s your race? Select all that apply. 

American Indian or Alaska Native Asian Indian Black or African American Chinese Filipino 
Guamanian or Chamorro Japanese Korean Native Hawaiian Other Asian Other Pacific 

Islander 
Samoan Vietnamese White I choose not to answer 

Are you Hispanic, Latino/a, or Spanish origin? Select all that apply. 
 No, not of Hispanic, Latino/a or Spanish origin Yes, Mexican, Mexican American, Chicano/a Yes, 

Cuban  Yes, Puerto Rican  Yes, another Hispanic, Latino/a, or Spanish origin I choose not to 
answer 
What is your gender identity? Select one. 

Male Female Non-Binary I use a different term:_____________ I choose not to answer 
Which of the following best represents how you think of yourself? Select one.

 Lesbian or Gay Bisexual  Straight, that is, not gay or lesbian  I use a different term____________
 I don’t know I choose not to answer 

Your Plan Premium 
If we determine you owe a late enrollment penalty (or if you currently have a late enrollment penalty), 
we need to know how you would prefer to pay it. You can pay by mail or Electronic Funds Transfer 
(EFT) each month. You can also choose to pay your premium by automatic deduction from your Social 
Security or Railroad Retirement Board (RRB) benefit check each month. If you are assessed a Part D-
Income Related Monthly Adjustment Amount (Part D-IRMAA), you will be notified by the Social 
Security Administration. You will be responsible for paying this extra amount in addition to your plan 
premium. You will either have the amount withheld from your Social Security benefit check or be billed 
directly by Medicare or RRB. DO NOT pay Network Health Medicare Advantage Plan the Part D-
IRMAA. 
People with limited incomes may qualify for Extra Help to pay for their prescription drug costs. If eligible, 
Medicare could pay for of your drug costs including monthly prescription drug premiums, annual deductibles, 
and coinsurance. Additionally, those who qualify will not be subject to the coverage gap or a late enrollment 
penalty. Many people qualify for these savings and don’t even know it. For more information about this Extra 
Help, contact your local Social Security office, or call Social Security at 1-800-772-1213 (TTY 1-800-325-
0778). You can also apply for Extra Help online at ssa.gov/medicare/part-d-extra-help. 
H5215_4257-03-0824_C AEP 3 
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OMB No. 0938-1378 
Expires:6/30/2026 

Network Health 
Medicare Advantage Plans 

If you qualify for Extra Help with your Medicare prescription drug coverage costs, Medicare will pay all or 
part of your plan premium for this benefit. If Medicare pays only a portion of this premium, we will bill you 
for the amount that Medicare doesn’t cover. 
If you don’t select a payment option, you will get a bill each month. 
Please select a premium payment option. 

Get a bill each month. Between the 15th and 20th of each month we will send you a billing statement 
indicating your balance due.    

Electronic funds transfer (EFT) from your bank account each month. Please enclose a VOIDED check or 
provide the following. The monthly premium will be deducted around the 7th of each month. 
Account Holder Name: ___________________________ Account type:  Checking      Savings

  Bank Routing Number: __ __ __ __ __ __ __ __ __ Bank Account Number: ________________________ 
Automatic deduction from your monthly Social Security or Railroad Retirement Board (RRB) benefit 

check. 
I get monthly benefits from: Social Security RRB 

(The Social Security/RRB deduction may take two or more months to begin after Social Security or RRB 
approves the deduction. In most cases, if Social Security or RRB accepts your request for automatic 
deduction, the first deduction from your Social Security or RRB benefit check will include all premiums due 
from your enrollment effective date up to the point withholding begins. If Social Security or RRB does not 
approve your request for automatic deduction, we will send you a paper bill for your monthly premiums.) 

Please Read and Sign Below 
Network Health Medicare Advantage Plan is a plan that has a contract with the federal government. 
I understand that if I am getting assistance from a sales agent, broker, or other individual employed by or 
contracted with Network Health Medicare Advantage Plan he/she may be paid based on my enrollment in a 
Network Health Medicare Advantage Plan. 
Release of Information: By joining this Medicare health plan, I acknowledge that the Medicare health plan 
will release my information to Medicare and other plans as is necessary for treatment, payment and health 
care operations. I also acknowledge that Network Health Medicare Advantage Plan will release my 
information including my prescription drug event data to Medicare, who may release it for research and other 
purposes which follow all applicable federal statutes and regulations. The information on this enrollment 
form is correct to the best of my knowledge. I understand that if I intentionally provide false information on 
this form, I will be disenrolled from the plan. I understand that people with Medicare aren’t covered under 
Medicare while out of the country except for limited coverage near the U.S. border. 
I understand that beginning on the date Network Health Medicare Advantage Plan coverage begins, I must 
get all of my health care from Network Health Medicare Advantage Plan except for emergency or urgently 
needed services or out-of-area dialysis services. Services authorized by Network Health Medicare Advantage 
Plan and other services contained in my Network Health Medicare Advantage Plan Evidence of Coverage 
document (also known as a member contract or subscriber agreement) will be covered. Without 
authorization, NEITHER MEDICARE NOR NETWORK HEALTH MEDICARE ADVANTAGE 
PLAN WILL PAY FOR THE SERVICES. 
I understand that my signature (or the signature of the person authorized to act on my behalf under the laws of 
the state where I live) on this application means that I have read and understand the contents of this 
application. If signed by an authorized individual (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 from Medicare. 
Signature: Today’s Date: 

H5215_4257-03-0824_C AEP 4 



 

     

  
 

 
 

     
  

 

 
  

  

 
 

 

        
             

 
   

 
 

 

 
 

 

OMB No. 0938-1378 
Expires:6/30/2026 

Network Health 
Medicare Advantage Plans 

If you are the authorized representative, you must sign above and provide the following information. Please 
send the appropriate paperwork showing you are the authorized representative within two weeks of submitting 
the application. 
Name: ___________________________________________________________________________ 
Address: _________________________________________________________________________ 
Phone Number: (______) ____________________________________________________________ 
Relationship to Enrollee: _____________________________________________________________ 

Office Use Only: 
Name of staff member/agent/broker (if assisted in enrollment): _______________________________ 
National Producer Number: ____________________________ 
Date application was completed with agent/broker: ____________________________ 
Application left with prospect to mail: Yes No 
How was enrollment completed:  Telephonic Virtual  In-Person 
ICEP/IEP: _______ AEP: _______ SEP (type): ______ Not Eligible: _______ 
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 and 1860D-1 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. 

H5215_4257-03-0824_C AEP 5 



 

  

 

 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Attestation of Eligibility for an Enrollment 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.  

•I am new to Medicare. 

•I am enrolled in a Medicare Advantage plan and want to make a change during the Medicare Advantage 
Open Enrollment Period (MA OEP). 

•I recently moved outside of the service area for my current plan or I recently moved and this plan is a 
new option for me. I moved on (insert date) ___________________________________. 

•I recently was released from incarceration. I was released on (insert date) _______________. 

•I recently returned to the United States after living permanently outside of the U.S. I returned to the U.S. 
on (insert date) _______________________________________________________. 

•I recently obtained lawful presence status in the United States. I got this status on (insert date) 
__________________. 

•I recently had a change in my Medicaid (newly got Medicaid, had a change in level of Medicaid 
assistance, or lost Medicaid) on (insert date) __________________. 

•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) __________________. 

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

•I am moving into, live in, or recently moved out of a Long-Term Care Facility (for example, a nursing 
home or long term care facility). I moved/will move into/out of the facility on  
(insert date) ____________________________________________________. 

•I recently left a PACE program on (insert date) ____________________________________.  

•I recently involuntarily lost my creditable prescription drug coverage (coverage as good as Medicare’s). I 
lost my drug coverage on (insert date) ___________________________________. 

•I am leaving employer or union coverage on (insert date) ____________________________.  

Y0108_1792-05-0821_C 



 

  

 

 
 
 
 

 

 

 

 

 
 

Attestation of Eligibility for an Enrollment Period 

•I belong to a pharmacy assistance program provided by my state.  

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

•I was enrolled in a plan by Medicare (or my state) and I want to choose a different plan. My enrollment 
in that plan started on (insert date) __________________. 

•I was enrolled in a Special Needs Plan (SNP), but I have lost the special needs qualification required to 
be in that plan. I was disenrolled from the SNP on (insert date) __________________.  

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

If none of these statements apply to you or you’re not sure, please contact Network Health Medicare 
Advantage Plans at 800-378-5234 (TTY 800-947-3529) to see if you are eligible to enroll. We are open 
Monday–Friday, from 8 a.m. to 8 p.m. From October 1 to March 31, we are available every day from 8 a.m. 
to 8 p.m. 

Y0108_1792-05-0821_C 



 
  

 

  

 
  

 

   
  

 
 

  
  

 
 

   

 
  
  

 
  

 
 

   
  

   
  

 
 
 

 
  

  
    

  
  

  
 

 
 

 
  

 
 

 
 

  
  

  
 

 
   

   
  

 

  
 

        
    

     
    

   

 

 
 

  
 
 

  
 

   
 

Discrimination is Against the Law 
Network Health 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 characteristics, including 
intersex traits; pregnancy or related conditions; 
sexual orientation; gender identity, and sex 
stereotypes.  Network Health does not exclude 
people or treat them less favorably because of race, 
color, national origin, age, disability, or sex. 
Network Health: 

• Provides people with disabilities reasonable 
modifications and free appropriate auxiliary aids 
and services to communicate effectively with 
us, such as: 
o Qualified sign language interpreters 
o Written information in other formats (large 

print, audio, accessible electronic formats, 
other formats). 

• Provides free language assistance services to 
people whose primary language is not English, 
which may include: 
o Qualified interpreters 
o Information written in other languages. 

If you need reasonable modifications, appropriate 
auxiliary aids and services, or language assistance 
services, contact Network Health’s Compliance 
Officer. 
If you believe that Network Health has 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: 

Network Health 
Attn: Compliance Officer 
1570 Midway Place 
Menasha, WI 54952 
Phone: 800-378-5234  
(TTY users should call 800-947-3529) 
Email: compliance@networkhealth.com 

You can file a grievance in person or by mail, fax, or 
email. If you need help filing a grievance, Network 
Health’s compliance Officer 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 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, D.C. 20201  
1-800-368-1019, 800-537-7697 (TDD) 
Complaint forms are available at 
http://www.hhs.gov/ocr/office/file/index.html. 
This notice is available at Network Health’s 
website: networkhealth.com. 

Notice of Availability of Language Assistance 
Services and Auxiliary Aids and Services 
ATTENTION: Free language assistance services are 
available to you. Appropriate auxiliary aids and 
services to provide information in accessible formats 
are also available free of charge. Call 800-378-5234 
(TTY: 800-947-3529) or speak to your provider. 
Albanian: Nëse flisni shqip, shërbime falas të 
ndihmës së gjuhës janë në dispozicion për ju. 
Ndihma të përshtatshme dhe shërbime shtesë për të 
siguruar informacion në formate të përdorshme janë 
gjithashtu në dispozicion falas. Telefononi 800-378-
5234 (TTY: 800-947-3529) ose bisedoni me 
ofruesin tuaj të shërbimit. 

Chinese: 如果您说中文，我们将免费为您

提供语言协助服务。我们还免费提供适当

的辅助工具和服务，以无障碍格式提供信

息。致电 800-378-5234（文本电话： 800-
947-3529）或咨询您的服务提供商。 

French: Si vous parlez Français, des services 
d'assistance linguistique gratuits sont à votre 
disposition. Des aides et services auxiliaires 
appropriés pour fournir des informations dans des 
formats accessibles sont également disponibles 
gratuitement. Appelez le 800-378-5234 (TTY : 800-
947-3529) ou parlez à votre fournisseur. 

 Arabic::ھیتنب تادمخكلرفوستتف،ةربیلعاةلغلاثدحتتتكن اذإ
 .ةانیجلما ةویلغلا ةدعاسلما تامدوخ ةدعاسم لئاسو رفوتت امك

 .اًانجمالیھإلوصولانكیم تاقیستنبتاموللمعارفیولت ةسبامن
800-378-5234 وأ  مقرلا ىلع لصتا (3529-947-800)

 .ةمخدال مقدمىإل ثحدت

mailto:compliance@networkhealth.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
https://networkhealth.com/


 

  
 

 
  

        
          

         
        

     
     

 
 

  
 

 

     

     

      

    

    

  

 

  

   

  
 

  
 
 

 

  
 

 
  

 
 

  
 

 
 

 

 

   
 

 
 

 
  

  
   

 

 

 
  

 
 

 
 

 
  

German: Wenn Sie Deutsch sprechen, stehen Ihnen 
kostenlose Sprachassistenzdienste zur Verfügung. 
Entsprechende Hilfsmittel und Dienste zur 
Bereitstellung von Informationen in barrierefreien 
Formaten stehen ebenfalls kostenlos zur Verfügung. 
Rufen Sie 800-378-5234 (TTY : 800-947-3529) an 
oder sprechen Sie mit Ihrem Provider. 

Hindi: यिद आप िहंदी बोलते हैं, तो आपके िलए 
िनः शु  भाषा सहायता सेवाएं उपल  होती हैं। सुलभ 
प्रारूपो ंमें जानकारी प्रदान करने के िलए उपयु  
सहायक साधन और सेवाएँ भी िनः शु  उपल  800-
378-5234 (TTY : 800-947-3529) पर कॉल करें या 
अपने प्रदाता से बात करें । 
Hmong: Yog hais tias koj hais Lus Hmoob muaj 
cov kev pab cuam txhais lus pub dawb rau koj. Cov 
kev pab thiab cov kev pab cuam ntxiv uas tsim nyog 
txhawm rau muab lus qhia paub ua cov hom ntaub 
ntawv uas tuaj yeem nkag cuag tau rau los kuj yeej 
tseem muaj pab dawb tsis xam tus nqi dab tsi ib 
yam nkaus. Hu rau 800-378-5234 (TTY : 800-947-
3529) los sis sib tham nrog koj tus kws muab kev 
saib xyuas kho mob. 

Korean:한국어를 사용하시는 경우 무료 언어 

지원 서비스를 이용하실 수 있습니다 . 이용 

가능한 형식으로 정보를 제공하는 적절한 보조 

기구 및 서비스도 무료로 제공됩니다 . 800-378-

5234 (TTY : 800-947-3529) 번으로 전화하거나 

서비스 제공업체에 문의하십시오 . 

Laotian: ຖ້າທ່ານເວ້ົ າພາສາ ລາວ, 
ຈະມີ ບໍ ລິ ການຊ່ວຍດ້ານພາສາແບບບ່ໍ ເສຍຄ່າໃຫ້ທ່ານ. 
ມີ ເຄ່ື ອງຊ່ວຍ ແລະ 
ການບໍ ລິ ການແບບບ່ໍ ເສຍຄ່າທ່ີ ເໝາະສົ ມເພ່ື ອໃຫ້ຂ້ໍ ມູນໃນ 
ຮູ ບແບບທ່ີ ສາມາດເຂົ້ າເຖິ ງໄດ້. ໂທຫາເບີ 800-378-5234 
(TTY : 800-947-3529) ຫຼື 
ລົ ມກັ ບຜູ້ໃຫ້ບໍ ລິ ການຂອງທ່ານ. 

Pennsylvania Dutch: Wann du Druwwel hoscht fer 
Englisch verschtehe, kenne mer epper beigriege fer 
dich helfe unni as es dich ennich eppes koschte 
zeelt. Mir kenne dich helfe aa wann du Druwwel 
hoscht fer heere odder sehne. Mir kenne Schtofft 
lauder mache odder iesier fer lese un sell koscht 
dich aa nix. Ruf 800-378-5234 (TTY: 800-947-
3529) uff odder schwetz mit dei Provider. 
Polish: Osoby mówiące po polsku mogą skorzystać 
z bezpłatnej pomocy językowej. Dodatkowe 
pomoce i usługi zapewniające informacje w 
dostępnych formatach są również dostępne 
bezpłatnie. Zadzwoń pod numer 800-378-5234 
(TTY : 800-947-3529) lub porozmawiaj ze swoim 
dostawcą. 
Russian: Если вы говорите на русский, вам 
доступны бесплатные услуги языковой 
поддержки. Соответствующие вспомогательные 
средства и услуги по предоставлению 
информации в доступных форматах также 
предоставляются бесплатно. Позвоните по 
телефону 800-378-5234 (TTY : 800-947-3529) 
или обратитесь к своему поставщику услуг. 
Spanish: Si habla español, tiene a su disposición 
servicios gratuitos de asistencia lingüística. 
También están disponibles de forma gratuita ayuda 
y servicios auxiliares apropiados para proporcionar 
información en formatos accesibles. Llame al 800-
378-5234 (TTY : 800-947-3529) o hable con su 
proveedor. 
Tagalog: Kung nagsasalita ka ng Tagalog, 
magagamit mo ang mga libreng serbisyong tulong 
sa wika. Magagamit din nang libre ang mga 
naaangkop na auxiliary na tulong at serbisyo upang 
magbigay ng impormasyon sa mga naa-access na 
format. Tumawag sa 800-378-5234 (TTY : 800-
947-3529) o makipag-usap sa iyong provider. 
Vietnamese: Nếu bạn nói tiếng Việt, chúng tôi 
cung cấp miễn phí các dịch vụ hỗ trợ ngôn ngữ. Các 
hỗ trợ dịch vụ phù hợp để cung cấp thông tin theo 
các định dạng dễ tiếp cận cũng được cung cấp miễn 
phí. Vui lòng gọi theo số 800-378-5234 (Người 
khuyết tật: 800-947-3529) hoặc trao đổi với người 
cung cấp dịch vụ của bạn. 
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